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A B S T R A C T 

Background and Objectives: Providing sufficient calories and quality nutrition based on recommended quantities is 

essential for maintaining health and preventing diseases. The aim of this study was to assess the extent of socioeconomic 

inequality in calorie intake and healthy eating index in staff of Shahroud University of Medical Sciences. 

Materials and Methods: Data for this cross-sectional study were extracted from the cohort information of the staff at 

Shahroud University of Medical Sciences. A total of 1,151 individuals were included in the study after excluding missing 

data. The healthy eating index was used to assess nutritional quality,, and the concentration index and curve were used to 

assess inequality. 

Results: The concentration index for healthy nutrition quality and calorie intake based on socioeconomic tertiles was not 

significant. No significant relationships were seen between healthy nutrition quality and calorie intake with the variables 

such as age, years of education, chronic disease and marital status (p > 0.05). However, significant relationships were seen 

between healthy nutrition quality and calorie intake with variables such as body mass index and gender (p < 0.05).  

Conclusions: Since salaries of all employees at Shahroud University of Medical Sciences were paid based on the 

national regulations, no significant differences were reported between the wealthy and poor groups for socioeconomic 

status regarding calorie intake and quality of healthy nutrition. Calorie intake of the employees at Shahroud University of 

Medical Sciences was higher than the necessary values and the quality of their healthy nutrition needed improvement. 
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Highlights 

 This study explores socioeconomic inequalities in calorie intake and the quality of healthy eating among staff at 

Shahroud University of Medical Sciences.  

 Findings indicate no significant socioeconomic disparities in calorie intake or healthy eating quality. 

 Gender and body mass index (BMI) were significantly related to both calorie intake and diet quality. 

 Staff calorie intake exceeded recommended levels, while their diet quality fell below the ideal standards. 

 

Introduction 

Access to sufficient food forms the foundation for 

future generations of a country (1). According to the Food 

and Agriculture Organization (FAO), the world population 

will reach 8.8 billion by 2050 and FAO is planning to feed 

nearly 10 billion people (2). Food is a significant issue, 

connected to human biological needs and economic, social 

and cultural factors (3). Therefore, food sociologists 

believe that nutrition should be assessed from multiple 

angles, including its relationship with economic, social and 

cultural aspects (4). The relationship between energy intake 

and socioeconomic status is always challenging (5). Daily 

calorie consumption is a fundamental measure of poverty, 
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as calorie intake heavily depends on financial status, 

allowing calorie consumption to be used in assessment of 

the poverty line (6). Over time, dietary patterns have 

shifted, often towards consuming ready-made foods (7). 

This shift results in excessive calorie intake and decreased 

healthy nutrition quality, increasing the risk of chronic 

diseases such as cardiovascular diseases (CVD), obesity, 

fatty liver, hypertension and diabetes (8–10). Individuals 

with low SES (socioeconomic status) typically have low 

incomes and education levels, contributing to their poor 

nutrition quality (11). 

A 2018 study involving 150,000 people in a 

multinational cohort in USA showed that high-quality 

nutrition was directly linked to decreased risks of mortality 

and chronic diseases, including CVDs, diabetes, 

hypertension, cancers and stroke (12). Food procurement 

and use are directly linked to individuals' socioeconomic 

statuses. The United Nations (UN) declares access to food 

as a fundamental human right and states in Article 25 that 

everyone has the right to a standard of living adequate for 

health and well-being, including (13). Iran 20-y vision 

document outlines characteristics such as welfare, food 

security and equal opportunities by 1404. Studies indicate 

that socioeconomic factors account for nearly 50% of 

health determinants, referred to as the root causes (14). 

Several studies have shown significant relationships 

between the family income and nutrition status, 

highlighting effects of socioeconomic status on food 

consumption patterns (15). Studies indicate sharp increases 

in calorie intake in higher deciles and decreases in lower 

deciles (16). This study aimed to assess the role of 

socioeconomic status in calorie intake and assess the 

quality of calorie intake based on the main food pyramid 

groups in the staff of Shahroud University of Medical 

Sciences. Since human resources are in  country's most 

valuable resources and success and development of 

organizations are tied to employee satisfaction, ongoing 

training and assessment alone do not enhance efficiency 

and performance. Decreasing socioeconomic status can 

improve performance and motivation in employees. This 

study results are expected to help policymakers and 

decision-makers in effective planning and prioritization. 

Materials and Methods 

This study was a cross-sectional study. Data were 

extracted from the cohort study on the staff at Shahroud 

University of Medical Sciences. Information from 1,178 

staff members were extracted after signing informed 

consents and data from 1,175 individuals were analyzed 

after excluding missing data. Inclusion criteria for the 

cohort included all health and medical staff working at the 

university at the time, willingness to participate and 

completion of the informed consent forms. Exclusion 

criteria included long-term leave during the study and 

failure to complete the consent forms. Descriptive data 

(e.g., birth year, gender, marital status and years of 

education) and socioeconomic data (e.g., household 

appliances, travels and entertainments) and clinical data 

[e.g., body mass index (BMI), diabetes, hypertension, 

CVDs] were analyzed. Socioeconomic status was assessed 

through a questionnaire and statistical analysis using 

principal component method, categorizing participants into 

three groups (tertiles) from lowest (first tertile) to highest 

(third tertile). The PCA decreased number of variables in a 

dataset, converting them into smaller dimensions. Assets 

unequally distributed in households included a greater 

weight in PCA, while variables with lower standard 

deviations included less weight (17). Socioeconomic status 

was assessed through household assets (e.g., vehicles, 

personal computers, mobile phones and household items 

such as dishwashers, washing machines and televisions), 

housing characteristics (e.g., type of residence, number of 

rooms), travel and entertainment variables (e.g., number of 

domestic and international trips and cinema visits) and job 

category (technical and service jobs against administrative 

and medical jobs) (18). Nutritional assessment for calorie 

intake was carried out using FFQ, which assessed foods 

consumed in the past 24 h. This questionnaire assessed 

food consumption (e.g., bread and cereals, fruits, 

vegetables, dairy and oils) based on common sizes (piece, 

spoon, plate and cup) (19). The 113-question FFQ, 

validated previously, was used to assess food intake in 

staffs. It included a list of common Iranian foods and 

reported data based on the reported consumption. Staffs 

were asked to complete the questionnaire based on their 

food intake in the past 24 h (19). Total calorie intake was 

reported based on the questionnaire data. Daily energy 

expenditure (TEE) was calculated for comparison with 

calorie intake using the following formula: Basal metabolic 

rate (BMR) plus 10% for food thermogenesis multiplied by 

physical activity factor (20, 21). 

Total energy expenditure = (BMR + food thermogenesis) × 

physical activity factor 

The BMR was calculated using Mifflin formula for men 

and women: 

Men, kcal/d = (weight in kg × 10) + (height in cm × 6.25) - 

(age in y × 5) + 5 

Women, kcal/d = (weight in kg × 10) + (height in cm × 

6.25) - (age in y × 5) - 161 

Physical activity was calculated based on metabolic 

equivalents (METs), a unit measuring physical activity 

linked to a person's metabolism during various physical 

activities (22). The physical activity questionnaire included 

22 questions on sleep, leisure, sports activity and work in 

the past week. Since disabled individuals were excluded, 

no participants were recorded with zero physical activity. 
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Physical activity levels were categorized into light, 

moderate and intense with corresponding factors of 1.5, 1.7 

and 2.2 (18). After calculating received calories and 

required calories for the individuals, quantity of energy 

consumption greater than 10% of the required energy was 

categorized as receiving more calories than needed and less 

than 10% of the required energy was categorized as 

receiving fewer calories than needed. After calculation, 

individuals were divided into groups of receiving less than 

needed, normal, and more than needed energy. It could be 

assessed how many individuals consumed calories more 

than needed, how many individuals consumed calories less 

than needed and how many individuals consumed normal 

calories. To assess socioeconomic inequality with calorie 

intake, concentration index (CI) and concentration curve in 

economic tertiles were reviewed. The HEI-2020 (healthy 

eating index) was an index used to assess the alignment of 

food consumption with key recommendations and dietary 

patterns. This index assessed the quality of nutrition and 

was independent of quantity. The 2020 version was the 

latest edition. The HEI was first published by the United 

States Department of Agriculture (USDA) in 1995. The 

HEI is updated every five years. This index is applicable 

for age groups of 12–23 m and 2 y and older (23). To 

assess dietary quality of the employees at Shahroud 

University of Medical Sciences, HEI designed in 2020 was 

used. This index consisted of ten components and included 

an overall score range of 0–100. The HEI-2020 reviewed 

13 food groups. In the 13 components, nine components 

assessed sufficient consumption and four components 

assessed balanced consumption. Each component was 

calculated on a scale of zero to five or zero to ten using 

mean proportion method. Standard values for sufficient 

consumption included total fruit, whole fruit, total 

vegetables, dark green vegetables and legumes, whole 

grains, dairy, total protein foods, plant proteins and 

seafood, and fatty acids. Values for the balanced 

consumption included refined grains, sodium, added sugars 

and saturated fats. In this study, due to the lack of access to 

data on added sugars, this component was removed and 

HEI scores were calculated out of 90. Data on total fruit, 

whole fruit, total vegetables, dark green vegetables and 

legumes, whole grains, dairy, total protein foods, plant 

proteins and seafood, refined grains and sodium were in 

grams. To use the HEI index, these were converted to cups 

and ounces. Each ounce was equivalent to 28.35 g and each 

cup was equivalent to 236.59 g. Fatty acids were calculated 

using the ratio of monounsaturated and polyunsaturated 

fatty acids (MUFAs and PUFAs ) to saturated fatty acids 

(SFAs). Saturated fats were considered as a percentage of 

total energy intake (23). For each component of the HEI, 

number and percentage of individuals in the poor group  

(< 5), in need of improvement (5–8) and desirable (> 8) 

were calculated. Based on previous studies and the opinion 

of nutrition experts, nutritional quality based on HEI was 

divided into three groups in this study. Poor nutritional 

quality with a score of less than 45 (considering the lack of 

added sugar component), in need of improvement with a 

score of 45–72 and desirable with a score of more than 72 

were identified. To assess socioeconomic inequality with 

healthy dietary quality, CI and concentration curve in 

socioeconomic tertiles were reviewed (24). The CI is 

widely used as a tool for measuring socioeconomic 

inequality in health studies and other fields. This index, 

first introduced by Wagstaff and colleagues in 1989, helps 

analyze the extent of inequality in the distribution of 

health-linked variables. The CI quantitatively measures 

inequality and is easy to calculate. A key characteristic of 

this index includes that it can be decomposed into the 

various factors contributing to inequality, allowing the 

estimation of each factor individual contribution. This 

analysis was carried out using regression models. 

Numerical range of the CI was from -1 to +1, with a value 

of zero indicating equal distribution of the variable in 

question across various socioeconomic groups. On the 

concentration curve, this would align with the 45° line, 

which represented perfect equality in distribution of the 

health variable across socioeconomic groups (24, 25). 

Pearson correlation coefficient was used to assess the 

relationship between calorie intake and healthy dietary 

quality with age, years of education and BMI. Independent 

t-test was used to assess the relationship between calorie 

intake and healthy dietary quality with chronic disease and 

gender. One-way ANOVA was used to assess the 

relationship between calorie intake and healthy dietary 

quality with marital status (26). Design and implementation 

of the SHAHWAR cohort study were approved by the 

Ethics Committee of Shahroud University of Medical 

Sciences (IR.SHMU.REC.1397.033). For data collection, 

purpose of the study was explained to all participants and 

they were assured that data were confidential and used for 

research purposes. Written consents were signed by the 

participants.  

Results 

Data of 1,151 individuals were analyzed. General 

characteristics of the staff at Shahroud University of 

Medical Sciences are reported in Table 1. Based on the 

table, the largest population was detected in women, 

middle-aged individuals (30–60 y), married individuals, 

those with a bachelor degree, those without underlying 

health conditions and those in the overweight BMI 

category. The smallest population was in men, elderly 

individuals (over 60 y), widowed individuals, those without 

formal education, those with underlying health conditions 

and those in the underweight BMI category. 

 

https://ir.shmu.rec/
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Table 1. General characteristics of the staff of Shahroud University of Medical Sciences 

Percentage Subgroup Variable 

40.4% Male Gender 

59.6% Female 

9.4% <30 Age 

90.2% 30-60 

0.4% >60 

8.3% Single Marital Status 

 86.7% Married 

1.7% Widowed 

3.3% Divorced 

0.2% Illiterate Education Level 

4% Primary 

4.4% Middle School 

16.6% High School Diploma 

8.6% Associate Degree 

48.2% Bachelor's Degree 

14.3% Master's Degree- Professional Doctorate 

3.3% PhD 

0.4% Postdoctoral - Specialist 

14.5% Yes Chronic Disease 

85.5% No 

2.5% Underweight BMI 

40.9% Normal 

41% Overweight 

11.8% Obesity Class1 

2.5% Obesity Class2 

1.3% Obesity Class3 

33.3% Poor Socioeconomic Status 

33.3% Moderate 

33.3% Good 

7% Poor Physical Activity 

37.4% Moderate 

55.6% Good 

 

In general, the BMI range classified various types of 

weight, including underweight, less than 18.5; normal 

range, 18.5–24.9; overweight, 25–29.9; obesity Class 1, 

30–34.9; obesity Class 2, 35–39.9, and obesity Class 3, 

more than 40. First, quantity of calorie intake was 

calculated based on food consumption, with an average 

intake of 2026 kcal/d. The highest calorie intake in women 

was 6933 kcal/d and the lowest was 592 kcal/d, with an 

average intake of 1839 kcal/d for women. The highest 

calorie intake in men was 4869 kcal/d and the lowest was 

893 kcal/day, with an average intake of 2244 kcal/day for 

men. Next, the required energy for each individual was 

calculated based on basal metabolic rate (BMR), the 

thermic effect of food, and each person’s physical activity. 

For calculating the BMR, the Mifflin formula was used. 

Based on this formula, a specific number was calculated for 

each individual according to their weight, height, and age. 

The highest required calorie intake for women was 2120 

kcal/day, and the lowest was 438 kcal/day, with an average 

required intake of 1024 kcal/day for women. The highest 

required calorie intake for men was 3337 kcal/day, and the 

lowest was 909 kcal/d, with an average required intake of 

1648 kcal/d for men. Based on these values, individuals 

were categorized into three groups of those consuming 

more than required, those with normal consumption and 

those consuming less than required. Results of calorie 

intake are reported in Charts 1, 2 and 3. 
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Chart 1. Calorie intake by the staff of Shahroud University 

of Medical Sciences 

 
Chart 2. Calorie intake by the male staff of Shahroud 

University of Medical Sciences 

 
Chart 3. Calorie intake by the female staff of Shahroud 

University of Medical Sciences 

 

The highest score was linked to whole grains and 

saturated fats, while the lowest score was linked to fatty 

acids and refined grains. The total score of the HEI 

components was calculated and since no reliable data were 

available for added sugars, this component was excluded 

and the score for this index was calculated out of 90. 

After calculating HEI score, individuals were classified 

into one of the following nutrition quality groups of poor 

nutrition quality with a score of less than 45 (due to the 

absence of the added sugars component), needing 

improvement with a score of 45–72 and optimal nutrition 

quality with a score greater than 72. Results of healthy 

nutrition quality are reported in Charts 4, 5 and 6. 

 
Chart 4. Healthy eating index in staff of Shahroud 

University of Medical Sciences  

 

 
Chart 5. Healthy eating index in the male staff of 

Shahroud University of Medical Sciences  

 

 
Chart 6. Healthy eating index in the female staff of 

Shahroud University of Medical Sciences  

66%

34%

0%

Calorie intake among male 

Excessive Calorie Consumption

Normal Calorie Consumption

  Insufficient Calorie Consumption

89%

7%
4%

Calorie intake among female 

Excessive Calorie Consumption

Normal Calorie Consumption

Insufficient Calorie Consumption
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Table 2. Scores of the healthy eating quality index and its components in staff of Shahroud University of Medical Sciences  

HEI Component Scores 

Weak(5>) Needs Improvement(5-8) Satisfactory(8<)  

Number Percentage Number Percentage Number Percentage  

27 2.3% 62 5.2% 1086 92.5% Total Fruits 

27 2.3% 62 5.2% 1086 92.5% Whole Fruits 

5 0.4% 21 1.8% 1149 97.8% Total Vegetablesd 

13 1.1% 21 1.8% 1141 97.1% Greens and Beans 

0 0% 0 0% 1175 100% Whole Grains 

365 31% 369 31.4% 441 37.6% Dairye 

11 0.9% 39 3.3% 1125 95.8% Total Protein Foods 

23 2% 41 3.5% 1111 94.5% Seafood and Plant Proteins 

1052 89.5% 82 7% 41 3.5% Fatty Acids 

1008 85.8% 75 6.4% 92 7.8% Refined Grains 

18 1.5% 2 0.2% 1155 98.3% Sodium 

0 0% 0 0% 1175 100% Fatty Acids 

 

In this study, CI was used to assess the level of 

socioeconomic inequality. The CI for healthy eating quality 

and calorie intake was not significant, meaning no 

differences in calorie intake and HEI scores in various 

socioeconomic groups. 

 
Chart 7. Concentration index of healthy eating index by 

socioeconomic groups of staff in Shahroud University of 

Medical Sciences 

 

 
Chart 8. Concentration index of caloric intake by 

socioeconomic groups of staff in Shahroud University of 

Medical Sciences 

 

Discussion 

The HEI is widely used to assess the quality of an 

individual's diet by assessing adherence to dietary 

guidelines. In this study, participants followed diets with 

moderate adherence, as indicated by their HEI scores. 

However, calorie intake in participants exceeded the 

recommended levels, which might be reflective of an 

acceptable socioeconomic status (SES) that enabled 

consistent food preparation and consumption. In contrast, 

the overall quality of the diet did not meet HEI standards, as 

excessive consumption of refined grains and fatty acids was 

recorded. This highlighted that while food was available and 

consumed, it was not always of optimal nutritional quality. 

Importantly, the study did not find a significant relationship 

between the SES and calorie intake, nor between the SES 

and HEI. These findings were in contrast to other studies 

that suggested a stronger relationship between the SES and 

diet quality. For example, a study carried out in Tehran 

(2001–2002) assessed the nutritional adequacy of 

households based on food expenditure indices and detected 

significant relationships between higher household 

expenditure and increased consumption of meat, dairy, 

fruits, calcium and vitamins A and B2. In contrast, the 

current study did not find such relationships, which might 

be due to differences in study populations or geographic and 

cultural factors (27). A study by Masaru and colleagues 

(2018) investigated the effect of economic factors on 

macronutrient intake in Japan and detected no significant 

relationships between the household income and protein 

intake in men and women. Furthermore, an inverse 

relationship was reported between carbohydrate intake and 

income (5). These findings were similar to those of the 

current study, suggesting that income or expenditure might 

not always be a determining factor in calorie or 

macronutrient consumption. Further supporting results of 
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the current study, a large cohort of 918,861 postmenopausal 

women in the UK detected no associations between daily 

energy intake, macronutrients and socioeconomic statuses 

(28). This lack of associations was similarly reflected in the 

participants of this study, where 74% were classified as 

"needs improvement" and 26% as "adequate" for their 

dietary quality as measured by HEI.  

Other studies have shown links between economic, 

social and ethnic inequalities and poor nutritional status. For 

example, a study by Lisa and colleagues (2017), which 

assessed a cohort of 7,511 pregnant women in the US, 

detected that the average HEI scores across all age groups 

were less than the recommended levels (29). Similarly, it 

was observed that quality of the diets did not align with 

healthy eating guidelines in the present study despite having 

access to foods. Additionally, adolescent-focused studies, 

such as one carried out by Mirmiran and colleagues (2008), 

detected that 74% of adolescents needed to improve their 

diets, similar to the findings of the current study (30). The 

two studies highlighted the widespread issue of suboptimal 

diet quality despite food availability, increasing concerns 

about dietary habits in various age groups. In this study, all 

employees scored full marks for whole grain consumption, 

reflecting a positive habit. However, other findings such as 

excessive simple carbohydrate intake in the elderly people 

(Salehi et al., 2010) underscored the need of further 

balanced dietary patterns, particularly macronutrient 

consumption (31). Studies have shown a significant 

relationship between age, HEI and calorie intake. However, 

no such correlation was observed in this study or in the 

2017 study by Akhlaghi et al., which assessed the 

relationship between health and eating habits in Shiraz 

residents aged 20–50 (32). Similarly, significant 

associations were detected between gender and HEI or 

calorie intake, similar to other studies such as Aghanuri et 

al. 2010 study of elderly residents in Markazi Province, Iran 

(33). 

Regarding marital status, previous studies have reported 

mixed findings. For example, Aghanuri and colleagues 

detected no significant relationships between marital status 

and HEI, similar to findings of this study (33). However, 

other studies have indicated that marital status may affect 

diet quality (34, 35). The current study detected no 

significant associations between marital status and HEI or 

calorie intake, suggesting that dietary habits might not 

strongly be linked to marital status in this population. A 

study by Jazayeri and colleagues, assessing food and 

micronutrient intake in Tehran population, detected that 

excessive consumptions of fat and cholesterol occurred 

despite deficiencies in micronutrients, as risk factors for 

obesity and overweight (36). The current study findings 

were similar as well, as over 55% of the employees were 

either overweight or obese. These reflected broader global 

concerns about increasing obesity rates and their associated 

risks, including hypertension, insulin-resistant diabetes and 

CVDs (8, 9, 37, 38). A study by Kord Varkaneh and 

colleagues detected a significant relationship between the 

modified HEI and abdominal obesity (26), while other 

studies have reported inverse associations between HEI, 

BMI and waist circumference (39, 40). In this study, a 

relationship between BMI, calorie intake and HEI was 

observed, further linking diet quality with obesity status. 

While Aghanuri et al. detected a significant relationship 

between education level and HEI (33); this study did not 

find such a relationship. It is possible that employees at 

Shahroud University of Medical Sciences were further 

aware of nutritional guidelines due to their academic 

environment, which might minimize effects of education 

on dietary habits. Similarly, no significant relationships 

were observed between calorie intake, diet quality and 

presence of chronic diseases (33). In conclusion, while 

calorie intake in the participants exceeded the 

recommended levels, quality of their diets did not meet 

HEI standards. No significant association was seen 

between the SES and diet quality or calorie intake, though 

a relationship between BMI, calorie intake and HEI was 

reported. These findings highlighted the need of continued 

efforts to improve dietary quality and address obesity-

linked health concerns, particularly in academic settings 

where knowledge of nutrition is further accessible. This 

study included strengths due to its cross-sectional nature 

such as use of a food frequency questionnaire allowing 

calculation of calorie intake as well as HEI with 

independence of calorie intake. Additionally, this study 

used a comprehensive questionnaire to assess 

socioeconomic status, which assessed assets and social 

status. However, the study might include limitations such 

as since the results belonged to employees of Shahroud 

University of Medical Sciences, caution is needed when 

generalizing data to the entire population. Moreover, 

participants might report their food consumption quantities 

inaccurately. 

Conclusion 

Expansion of nutritional research in recent decades 

worldwide has led to increased attention to the importance 

of appropriate nutrition in maintaining health and 

preventing diseases. It is clear that people’s nutrition is 

closely linked to their physical and mental health. The 

present study was carried out on the staff of Shahroud 

University of Medical Sciences. Since their salaries were 

assessed based on the national regulations and most of the 

staff were either familiar with nutritional sciences or 

affected by the university environment and also were aware 

of healthy eating, no significant differences were reported 

between the first and the third groups for socioeconomic 

statuses regarding calorie intake and the quality of healthy 

nutrition. Calorie intake of the staff exceeded their needs 
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and the quality of their healthy nutrition needed 

improvement. 

Acknowledgement 

The authors appreciate valuable assistance from Dr. 

Ahmad Khosravi in writing of this manuscript. 

Author Contributions: M. Mirrzaie and R. Chaman 

participated in designing study and supervision of data 

analysis. Data collection and analysis was carried out by F. 

Zarei and F. Baskabadi. All authors read and approved the 

manuscript 

References 

1. Jafarvand E, Abdollahi Z, Edalati S, Niknam MH, Jalali M. 

Food Security Threats for the World and Iran. Iran J Cult 

Health Promot 2022;6(3):443-512022 

2. Eini-Zinab H, Sobhani SR. Contemporary Socioeconomic 

Changes, Food & Nutrition Systems and Sustainable Diets (In 

Persian). Iranian J Nutr Sci Food Technol. 2018;11 

3. Navabakhsh M, Mosanna A. An Introductory Evaluation of 

Nutritional Changes in the Present Societies. Food 

Technology & Nutrition. 2011;33(8):33-48 

4. Germov J. A Sociology of Food and Nutrition: The Social 

Appetite2008.  

5. Sakurai M, Nakagawa H, Kadota A, Yoshita K, Nakamura Y, 

Okuda N, et al. Macronutrient Intake and Socioeconomic 

Status: NIPPON DATA2010. J Epidemiol. 2018;28 Suppl 

3(Suppl 3):S17-s22.10.2188/jea.JE20170250. 

6. Blackden CMB, Chitra. Gender, growth and poverty 

reduction2010.10.1596/0-8213-4468-4.Available 

fromhttps://elibrary.worldbank.org/doi/abs/10.1596/0-8213-

4468-4. 

7. Vikraman S, Fryar CD, Ogden CL. Caloric Intake From Fast 

Food Among Children and Adolescents in the United States, 

2011-2012. NCHS Data Brief. 2015(213):1-8 

8. Akbaraly TN, Singh-Manoux A, Tabak AG, Jokela M, 

Virtanen M, Ferrie JE, et al. Overall diet history and 

reversibility of the metabolic syndrome over 5 years: the 

Whitehall II prospective cohort study. Diabetes Care. 

2010;33(11):2339-41.10.2337/dc09-2200. 

9. Alhasnawi S, Sadik S, Rasheed M, Baban A, Al-Alak MM, 

Othman AY, et al. The prevalence and correlates of DSM-IV 

disorders in the Iraq Mental Health Survey (IMHS). EPS. 

2009;8(2):97-109 

10. Barnes TL, French SA, Mitchell NR, Wolfson J. Fast-food 

consumption, diet quality and body weight: cross-sectional 

and prospective associations in a community sample of 

working adults. pHN. 2016;19(5):885-

92.10.1017/s1368980015001871. 

11. Rehm CD, Peñalvo JL, Afshin A, Mozaffarian D. Dietary 

Intake Among US Adults, 1999-2012. Jama. 

2016;315(23):2542-53.10.1001/jama.2016.7491. 

12. Panizza CE, Shvetsov YB, Harmon BE, Wilkens LR, Le 

Marchand L, Haiman C, et al. Testing the Predictive Validity 

of the Healthy Eating Index-2015 in the Multiethnic Cohort: 

Is the Score Associated with a Decreased Risk of All-Cause 

and Cause-Specific Mortality? Nutrients. 

2018;10(4).10.3390/nu10040452. 

13. Shokri N, Assari Arani A. Evaluating the Factors Affecting 

Food Security in Kermanshah province (Application of 

Quantile Regression Technique). Agricultural Economics 

Research. 2020;12(45):181-202 

14. Hosseini Shokouh S, Arab M, Emamgholipour S, Meskarpour 

Amiri M. Socioeconomic Inequality and Mental Health in 

Tehran, Iran. IREJ. 2021;16(4):375-852021 

15. Almaspoor Khanghah H, Janati A, Derakhshani N. A Review 

of Factors Influencing Health Inequalities. Depiction of 

Health. 2015;6(3):54-62 

16. Banale E, Mojaverian M, Hosseini yekani Sa, Mirzaei A. 

Assessing the calories received by different household income 

groups under the influence of the nominal income 

compensation policy resulting from the price shock of 

selected foodstuffs. J Food Biosci Technol. 2022;19(128):11-

22.10.22034/fsct.19.128.11.2022 

17. Vyas S, Kumaranayake L. Constructing Socioeconomic status 

indices: how to use principal components analysis. HPP. 

2006;21(6):459-68.10.1093/heapol/czl029. 

18. Khoramrooz M, Zare F, Sadeghian F, Dadgari A, Chaman R, 

Mirrezaie SM. Socioeconomic inequalities in employees' 

health-enhancing physical activity: Evidence from the 

SHAHWAR cohort study in Iran. PLoS One. 

2023;18(5):e0285620.10.1371/journal.pone.0285620. 

19. Rashidkhani b, shaneshin m, Rafat R, Omidvar n, Hoshyarrad 

A, Rezazadeh A, et al. Validity and Reproducibility of a Food 

Frequency Questionnaire for Assessing Dietary Patterns in 

18-45 Years Old Women Supported by Health Care in the 

North and East of Tehran. IJEM. 2011;13(1):58-662011 

20. Ravussin E, Bogardus C. Relationship of genetics, age and 

physical fitness to daily energy expenditure and fuel 

utilization. AJCN. 1989;49(5 Suppl):968-

75.10.1093/ajcn/49.5.968. 

21. Westerterp KR. Physical activity and physical activity 

induced energy expenditure in humans: measurement, 

determinants and effects. Front Physiol. 

2013;4:90.10.3389/fphys.2013.00090. 

22. Jetté M, Sidney K, Blümchen G. Metabolic equivalents 

(METS) in exercise testing, exercise prescription and 

evaluation of functional capacity. Clin Cardiol. 

1990;13(8):555-65.10.1002/clc.4960130809. 

23. PROGRAM EAGR. Healthy Eating Index (HEI) 2024 

[updated 26 Apr, 2024. 

https://epi.grants.cancer.gov/hei/comparing.html 

24. Wagstaff A, Paci P, van Doorslaer E. On the measurement of 

inequalities in health. Social Science & Medicine. 

1991;33(5):545-57.https://doi.org/10.1016/0277-

9536(91)90212-U. 

25. Wagstaff A. The bounds of the concentration index when the 

variable of interest is binary, with an application to 

immunization inequality. Health Econ. 2005;14(4):429-

32.10.1002/hec.953. 

26. Kord Varkaneh  h, Rahmani Jamal, Shab Bidar Sekineh. 

Associatiomn of adherence to alternative healthy eating index 

with the metabolic syndrome in the Tehranian elderly. RJMS. 

2018.2018;25(171):43-51. 

27. Bondarianzadeh D, Frid-Shaygan N, Houshiar-rad A, 

Abdollahi M. Nutritional adequacy in relation to household 

food expenditure in Tehran. Iranian J Nutr Sci Food Technol. 

2013;7(5):243-522013 

28. Key TJ, Balkwill A, Bradbury KE, Reeves GK, Kuan AS, 

Simpson RF, et al. Foods, macronutrients and breast cancer 



Fahimeh Baskabadi, et al: Socio-economic status in caloric intake and HE     

 

 9  
Vol 11, No 4, Oct-Dec 2024 Nutrition and Food Sciences Research 

 

risk in postmenopausal women: a large UK cohort. Int J 

Epidemiol. 2019;48(2):489-500.10.1093/ije/dyy238. 

29. Bodnar LM, Simhan HN, Parker CB, Meier H, Mercer BM, 

Grobman WA, et al. Racial or Ethnic and Socioeconomic 

Inequalities in Adherence to National Dietary Guidance in a 

Large Cohort of US Pregnant Women. JAND. 

2017;117(6):867-

77.e3.https://doi.org/10.1016/j.jand.2017.01.016. 

30. Mirmiran P, Azadbakht L, Azizi F. Healthy Eating Index and 

its Relation with Diet Quality in Tehrani Adolescents: Tehran 

Lipid and Glucose Study. RJMS. 2005;11(4):829- 

31. Salehi L, Eftekhar H, Mohammad K, Tavafian SS, Jazayery 

A, Montazeri A. Consumption of fruit and vegetables among 

elderly people: a cross sectional study from Iran. Nutr J. 

2010;9:2.10.1186/1475-2891-9-2. 

32. Akhlaghi M, Babajafari S, Razmjouee N, Bagheri S. 

Association Between Dietary Indices and Eating Habits in 20-

50 Years Adults in Shiraz. Iranian J Nutr Sci Food Technol. 

2018;13(1):11-202018 

33. Aghanuri A, Mahmoudi M, Salehi H, Jafarian K. Elderly 

Healthy Eating Diet-2005 Index Living in Urban Areas of 

Iran`s Markazi Province. IranjAgeing. 2012;7(2):26-352012 

34. Da Costa Louzada ML, Chagas Durgante P, De Marchi RJ, 

Neves Hugo F, Balbinot Hilgert J, Pereira Padilha DM, et al. 

Healthy eating index in southern Brazilian older adults and its 

association with socioeconomic, behavioral and health 

characteristics. JNHA. 2012;16(1):3-7.10.1007/s12603-011-

0082-9. 

35. Hann CS, Rock CL, King I, Drewnowski A. Validation of the 

Healthy Eating Index with use of plasma biomarkers in a 

clinical sample of women. Am J Clin Nutr. 2001;74(4):479-

86.10.1093/ajcn/74.4.479. 

36. Jazayeri S, Nouri M, Pourebrahim R, Fakhrzadeh H, Larijani 

B. FOOD AND NUTRIENT INTAKES AMONG 20-60 

AGED INHABITANTS OF TEHRAN UNIVERSITY OF 

MEDICAL SCIENCES POPULATION LAB REGION. 

Iranian Journal of Diabetes and Lipid Disorders. 

2004;3(0):81-92004 

37. Abiri B, Ahmadi AR, Amini S, Akbari M, Hosseinpanah F, 

Madinehzad SA, et al. Prevalence of overweight and obesity 

among Iranian population: a systematic review and meta-

analysis. JHPN. 2023;42(1):70.10.1186/s41043-023-00419-w. 

38. Moghimi-Dehkordi B, Safaee A, Vahedi M, Pourhoseingholi 

A, Pourhoseingholi M, Ashtari S, et al. Overweight and 

obesity and related factors in urban Iranian population aged 

between 20 to 84 years. amhsr. 2013;3(2):171-

6.10.4103/2141-9248.113656. 

39. Aliabadi, Kimiagar, Ghayoor Mobarhan, IlityFaizabadi. 

Prevalence of malnutrition and factors related to it in the 

elderly subjects in Khorasan Razavi province, Iran, 2006. 

AFB. 2007;2(3):45-562007 

40. Gao SK, Beresford SA, Frank LL, Schreiner PJ, Burke GL, 

Fitzpatrick AL. Modifications to the Healthy Eating Index and 

its ability to predict obesity: the Multi-Ethnic Study of 

Atherosclerosis. Am J Clin Nutr. 2008;88(1):64-

9.10.1093/ajcn/88.1.64. 

 

 

 

 

 
 

 

 

 

 

 

 

 
 

  


