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Introduction
Proper nutrition is a very important factor 
in maintaining and promoting health 
and proved its role as a determining 
agent in chronic diseases.[1] Over the 
past half‑century, most countries, 
especially developing countries, have 
been in nutritional transition and have 
moved toward a pattern of food and 
physical activity associated with chronic 
noncommunicable diseases.[2,3] For the more 
comprehensive understanding relationship 
between nutrition and diseases, it is better 
to nutrition be considered as a dietary 
pattern to take into account synergistic 
effects of foods and nutrients.[4]

Hypertension (HTN) is a public health 
problem around the world because it has a 
high prevalence and also increases the risk 
of other diseases especially cardiovascular 
and renal diseases.[5,6] The prevalence 
of HTN in people over 18‑year‑old has 
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Abstract
Background: Hypertension is one of the most common noncommunicable diseases in the 
world. One of the most effective factors on blood pressure (BP) is nutrition. The aim of this 
study was to examine the relationship between dietary patterns and BP among military staffs. 
Materials and Methods: The study was carried out among 405 military staffs between 22 and 
51 years old. Demographic, anthropometric information, and BP of participants were evaluated by 
standard methods. The dietary intakes were collected using a food frequency questionnaire (FFQ). 
Dietary patterns were identified using a posteriori method, factor analysis, and based on the FFQ. 
To check the relationship between BP and dietary patterns, we used multivariate linear regression 
in different models, relationship were adjusted for Age, sex, marital, smoking, income, body mass 
index, waist‑to‑hip ratio, family history of hypertension, energy intake, and physical activity level. 
Results: Two dominant dietary patterns were identified in the participants: Healthy and western 
pattern. The association of dietary patterns with systolic BP (SBP) and diastolic BP (DBP) was 
exhibited in different models. There was no relationship between SBP and DBP with healthy 
pattern (P = 0.269 and P = 0.638, respectively) and western pattern (P = 0.648 and P = 0.315, 
respectively) after adjustments. Conclusion: Our findings indicated that dietary patterns did not 
have any significant relationship with SBP and DBP after adjustment for confounders in the healthy 
military. To identify the dietary patterns associated with BP in healthy military, more strong design 
studies and more participants should be conducted in the future.
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reported 22% (24% in males and 20% in 
females) in the world and 19.7% (20.4% 
in males and 18.9% in females) in Iran.[7] 
Studies in Iran have related high prevalence 
of HTN and prehypertension (pre‑HTN) in 
military.[8,9]

Many studies have proven association 
between dietary pattern with HTN and 
pre‑HTN especially dietary approaches 
to stop HTN style diet.[10‑14] In a recent 
study, the relationship between the dietary 
pattern of higher fish, eggs, milk, nuts, 
vegetables, and fruits, and lower salt 
intake with prevalence, and control of 
HTN has evaluated and reported that the 
dietary pattern is inversely associated with 
the prevalence of HTN.[15] An inverse 
association has been represented between 
a healthy diet and HTN in urban residents 
of Arusha City;[16] Furthermore, Ndanuko 
et al. have suggested that a diet rich of 
nuts, seeds, fruits, and fish is related to 
blood pressure (BP), conversely.[17]
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Findings from a study on Cameroon defense forces have 
demonstrated that two major dietary patterns include fruit 
and vegetable pattern and meat pattern in these forces, 
and fruit and vegetable pattern is related to reduced risk 
of HTN; however, meat pattern is not associated with 
HTN.[18] In another study, was checked out the presence of 
metabolic syndrome and adherence to the Mediterranean 
dietary pattern in Greek navy, and it was concluded that 
compliance rate of the Mediterranean dietary pattern is low 
in forces with metabolic syndrome.[19]

Maintain the health of military for their proper function 
is necessary. Because in previous studies, there was a 
relationship between dietary pattern and BP in hypertensive 
patients, and there were few studies on the relationship 
between BP and dietary pattern among healthy people. 
Our aim of this study was to investigate the relationship 
between dietary patterns and BP in healthy people. It was 
also examined whether there was a relationship between 
unhealthy dietary pattern and BP in the patient people in 
healthy people. Few studies have examined dietary pattern 
in military forces, and as well as the high prevalence of 
HTN and pre‑HTN has been reported in Iranian military. 
Therefore, we conducted a cross‑sectional study to assay 
dietary pattern and its relationship with BP in 405 Iranian 
Army staffs.

Materials and Methods
Study population

We conducted a cross‑sectional survey within a sample of 
Iran Army staffs during 2017; to assess the dietary pattern 
and its relationship with BP. Participants were selected by 
cluster random sampling method. In both sexes, military 
grade was considered as a cluster, and in each cluster, 
individuals were randomly selected. Four hundred and 
five males and females of military staffs aged between 
22 and 51 years entered in the study, finally. Our inclusion 
criteria include healthy military staffs. We excluded those 
with have any type of diet, pregnant and lactating women, 
individuals who took any medication or supplements 
affecting BP or have not completed any of the required 
items. All study participants filled written informed consent 
forms before involved in the survey. The study was 
approved by the Ethics Committee of the AJA University 
of Medical Science, Tehran, Iran.

Demographic and measurements

Demographic and socioeconomic data included age, sex, 
education level, and income, marital; housing, smoking, 
alcohol and disease status, and family history of HTN were 
gathered by trained interviewers.

Anthropometric measurements were done by trained 
individuals in a certain hour of the day (8–10 am) for all 
participants. Weight (precision 0.05 kg, using Seca 700 scale, 
Hamburg, Germany) and height (Precision 0.5 cm, using 

wall‑mounted height meter, Fazzini S208, Italy), were 
measured using standard protocols, and then, body mass 
index (BMI) were computed. The waist circumference 
was measured at the thinnest upper part of the navel 
with the least amount of clothing using a nonelastic strip 
(precision 0.1 cm). The hip circumference was measured in 
the most prominent part, and the waist‑to‑hip ratio (WHR) 
was calculated.

BP was measured twice with 15 min away by trained nurse 
based on the standard protocol,[20] and the average of two 
measurements of systolic BP (SBP) and diastolic BP (DBP) 
was used in the analysis. The sphygmomanometer used 
in this study was a calibrated sphygmomanometer and 
stethoscope (Accurtorr 1A; Datascope, Japan).

Dietary and physical activity assessment

Food intake information was collected by a 147 items 
self‑completed validated semi‑quantitative food frequency 
questionnaire (FFQ) that had been validated by previous 
studies.[21,22] Questionnaires were completed in the 
presence of skilled dietitians. Participants were asked 
to write details of foods in the considerations column. 
At first, reported portion size in FFQ was changed to 
grams/day using a household measurements book,[23] and 
then, food intake analysis and their consumed energy 
and nutrients estimated using NIV software (Nutritionist 
IV, diet analysis module, version 3.5.2). We identified 
under or over‑reporting in our population and removed 
individuals with under or over‑reporting energy 
intake (n = 18) because those reported an energy intake 
that was out of limits ± 3 standard deviation estimated 
energy requirements.[24]

Physical activity information was evaluated using the 
validated modifiable activity questionnaire that participants 
registered their last year’s physical activity.[25] Frequency, 
duration, and intensity of physical activity were defined 
in this questionnaire. Physical activity level was estimated 
based on the metabolic equivalent task minutes per week 
(1 MET = 3.5 ml/kg/min of O2 consumption).

Statistical analysis

Data were controlled for normal distribution using 
Kolmogorov–Smirnov test. Dietary patterns were assessed 
using a posteriori method, factor analysis, based on the 
FFQ. The 147 food items based on the resemblance of 
nutrient profiles and cooking application were divided 
into 34 groups. In some cases, one food item was 
considered as a food group due to a combination of 
special nutrients (e.g., egg or salt) or a specific baking 
method (e.g. French fries). Dietary patterns were acquired 
by essential component factor analysis with varimax 
rotation on the 34 food groups. Eigenvalues >1 were 
retained. The Kaiser‑Meyer‑Olkin (KMO) and Bartlett’s 
tests demonstrated that the data were proper for this type of 
analysis (KMO: 0.70, Bartlett: P < 0.001). According to the 
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scree plot of eigenvalues was obtained two main dietary 
patterns as follows: Healthy and western pattern. The 
naming of dietary patterns was based on their components, 
propinquities with common dietary patterns in the world as 
well as former studies.[26,27]

To check the relationship between SBP and DBP with 
dietary patterns, we used multivariate linear regression in 
different models. In Model Ι, adjusted relationship for age, 
more adjustments were conducted for sex, marital, income, 
and smoking status in Model Π, and in Model Ш, in 
addition to the previous ones, the association was adjusted 
for energy intake, BMI, WHR physical activity, and 
family history of HTN. SPSS software v 19 was (SPSS 
V18 (SPSS Corp., version 18, Chicago, IL, USA) used for 
all statistical analysis. Statistically significant level was 
considered P < 0.05.

Results
Demographic, anthropometric and BP information, and 
physical activity level are presented in Table 1. Finally, 
387 (74 females and 313 males) participants entered into 
the analysis.

Detected dominant dietary patterns are shown in Table 2. 
Two dominant dietary patterns were identified in the 
participants: healthy and western pattern. Healthy pattern 
was loaded for vegetables, fruits and fruit juice, dried 
fruits, low‑fat dairy, fish, legumes, nuts, and olive oil, and 
components of western pattern was included red meat, 
processed meat, refrained grain, soda, salty and sweet 
snacks, sugar, salt, hydrogenated fats, vegetable oils, organ 
meats, eggs, poultry, high‑fat dairy, and potato.

The association of dietary patterns with SBP and DBP 
was exhibited in crude and adjusted models in Table 3. 
In crude model, there was no relationship between SBP 
and DBP with healthy patterns (P = 0.068 and P = 0.278, 
respectively); however, after adjusting the relationship 
in different models, we found only a significant inverse 
relationship between SBP and healthy pattern in 
Model Ι (P = 0.007). We discovered a positive significant 
association between western pattern with SBP and DBP 
in the unadjusted model (P = 0.048 and P = 0.024, 
respectively) and Model Ι (P = 0.008 and P = 0.004, 
respectively). Further adjustments for confounders such as 
education level, disease, and housing status, there was no 
significant change in the reviewed association.

Discussion
From the results of our study were obtained two major 
dietary patterns included the healthy and western pattern in 
Iran army staffs. The most conducted studies in Iran have 
reported five dietary patterns included healthy or vegetable, 
western, Mediterranean, fast food, and traditional 
pattern[28‑30] that two major identified dietary patterns in our 
study were similar to identified patterns in these studies.

Our findings indicated that healthy pattern did not have any 
significant relationship with SBP and DBP after adjustment 
for confounders (P = 0.269 and P = 0.638, respectively). 
Based on our reviews, few studies have evaluated the 
relationship between dietary patterns with BP in military 
staffs. HTN is one of the most common chronic diseases in 
the world that it increases risk of other diseases especially 
cardiovascular and renal diseases.[5,6] Proper nutrition and 
lifestyle are one of the most important effective factors 
on BP.[1,5] Two longitudinal studies have reported dietary 
patterns were not associated with BP in Chinese people;[31,32] 
Furthermore, in a sample of 4304 Pakistani adults, a diet 
rich of fruit and vegetable was not related to HTN.[33]

In contrast to our study, Nkondjock and Bizome evaluated 
the dietary patterns that are effective on the incidence of 
HTN in Cameroonian military and reported a significant 
association between fruit and vegetable pattern with 
a reduced risk of HTN.[18] It has also been reported a 
significant relationship between a healthy diet with HTN in 
two cross‑sectional surveys.[16,17]

In the unadjusted model, we did observe a significant 
association between western pattern with SBP 

Table 1: Characteristics of study population (n=387)
variables Mean±SD or n (%) Pa

Males (313) Females (74)
Age (years) 35.6±6.4 35.5±7.3 0.940
Sex, n (%) 313.0 (80.9) 74.0 (19.1) ‑
BMI (kg/m2) 26.5±3.4 26.0±3.3 0.279
Weight (kg) 83.3±11.5 68.6±9.3 <0.001
Height (cm) 177.3±6.8 162.3±5.0 <0.001
WHR 0.93±0.05 0.86±0.05 <0.001
Energy intake (kcal/day) 3026.0±524.0 2652.0±323.0 <0.001
Metabolic equivalent 
task (h/day)

13.6±4.4 11.0±3.9 <0.001

SBP (mmHg) 118.0±7.7 108.2±9.5 <0.001
DBP (mmHg) 78.2±5.0 72.5±6.4 <0.001
Prevalence of pre‑HTN 
and HTN, n (%)b

112 (35.8) 5 (6.8) <0.001

Smoking, n (%) smoker 68.0 (21.7) 0 <0.001
Income status, n (%)

Low 45.0 (14.4) 5.0 (6.7) 0.063
Moderate 161.0 (51.4) 32.0 (43.3)
High 107.0 (34.2) 37.0 (50.0)

Marital status, n (%) 
married

282.0 (90.0) 66.0 (89.2) 0.444

Education, n (%) college 171.0 (54.6) 57 (77.0) 0.002
Disease status, n (%) 
patient

37.0 (11.8) 7.0 (9.4) <0.001

Family history of HTN 159 (50.8) 44 (59.5) <0.001
aObtained from independent samples t‑test or Mann–Whitney U‑test 
for continuous and categorical variables, respectively, according 
to sex, bHTN, pre‑HTN, SBP ≥120 mmHg or DBP ≥80 mmHg. 
HTN: Hypertension, SD: Standard deviation, WHR: Waist‑to‑hip 
ratio, BMI: Body mass index, SBP: Systolic blood pressure, 
DBP: Diastolic blood pressure
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and DBP (P = 0.048 and P = 0.024, respectively), 
but after adjustment was not seen any significant 
association (P = 0.648 and P = 0.315, respectively). Like 
our study, a cross‑sectional study in Cameroonian defense 
forces showed that a dietary pattern rich in bushmeat, 
poultry, and red meat did not have any relationship 
with HTN.[18] Castro et al. assessed the association of 
dietary patterns and cardiovascular diseases risk factors 
included BP in Brazilian adults and indicated that there 
is no any significant correlation between modern pattern 
(similar to our Western pattern) and BP;[34] in addition, in 
another study, was not observed a significant relationship 
between fat and sweet pattern and HTN.[33]

Although the results of some studies were similar to our 
study, a number of studies have reported different results 

from our survey. One study in Australian adults has 
investigated the association between dietary patterns with 
obesity and HTN and showed that a dietary pattern with 
high sodium and saturated fatty acids and low fiber was 
related to the prevalence of HTN significantly,[35] and in 
addition, Khalesi et al. confirmed a significant association 
between western pattern and HTN among Australian 
adults.[36]

In previous studies, several mechanisms have been 
suggested and perused for the relationship between 
healthy and unhealthy diet and BP; however, synergistic 
effects of dietary patterns on BP are still unclear exactly. 
Fruits, vegetables, and legumes are rich in flavonoids and 
flavonoids have antioxidant and anti‑inflammatory effects 
that may be effective on BP[37] because oxidative stress has 

Table 2: Food groups used in the factor analysis and factor loadings and dominant identified dietary patterns
Food groups Food items Healthy pattern Western pattern
Green leafy vegetables Spinach, lettuce 0.752 ‑
Yellow vegetables Carrot 0.706 ‑
Tomatoes Tomato 0.750 ‑
Cruciferous vegetables Different types of cabbage 0.563 ‑
Garlic Garlic 0.468 ‑
Other vegetables Cucumber, eggplant, onion, green beans and peas, squash, 

pepper, mushroom, corn, turnip
0.787 ‑

Fruits and fruit juices All fresh fruits and natural juices 0.632 ‑
Dried fruit All dried fruits 0.348 ‑
Legumes Lentils, split peas, beans, chickpeas, mung bean, soya 0.373 ‑
Fish All fish types, canned fish 0.409 ‑
Low‑fat dairy Low‑fat milk, low‑fat yogurt, cheese, Kashk, yogurt drink 0.552 ‑
Olive Olives, olive oil 0.502 ‑
Nuts Almond, peanut, walnut, seeds pistachio, hazelnut 0.466 ‑
Salt Salt ‑ 0.675
Sugar Chocolate, honey, jam, sugar, sugar cubes, candies ‑ 0.634
Salty snacks crackers, potato chips, cheese puffs ‑ 0.625
Soda Soda ‑ 0.522
Processed meats Sausages, lunch meat ‑ 0.500
Refined grains refined breads, baguette bread, rice, pasta, vermicelli ‑ 0.489
Sweet snacks Biscuits, cookies, cakes, gaz, sohan, creamy sweets ‑ 0.484
Vegetable oils All vegetable oils except olive oil ‑ 0.448
Eggs Eggs ‑ 0.412
High‑fat dairy High‑fat milk, high‑fat yogurt, cream cheese, cream, dairy 

fat, ice cream
‑ 0.387

Potatoes Potatoes ‑ 0.380
Organ meats Heart, kidney, liver, tongue, tripe, brain, sheep’s head and 

trotters
‑ 0.370

Hydrogenated oil Hydrogenated oils, butter, margarine ‑ 0.342
Red meats Beef, lamb, minced meat, hamburger ‑ 0.312
Poultry Chicken, turkey ‑ 0.304
Mayonnaise Mayonnaise ‑ ‑
Sugar‑sweetened fruit juice Sugar‑sweetened fruit juices ‑ ‑
Fried potato French fries ‑ ‑
Canned fruits All types of canned fruit ‑ ‑
Coffee‑tea Coffee, tea ‑ ‑
Pickles Pickles, salted vegetables ‑ ‑
Factors loading lower than ±0.30 are not presented for simplicity
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been proposed as the cause of HTN.[38] Epidemiological and 
clinical studies proposed that magnesium reduces vascular 
tone and cellular uptake of calcium and so may decrease 
BP.[39] The western pattern is associated with increased 
waist circumference, BMI, and serum insulin,[18,36,40] and 
thus, it can be effective on BP. Provided these hypotheses 
are correct; therefore, a healthy pattern rich in fruits, 
vegetables, and legumes should be related to BP.

The causes of the contradiction between the results of 
studies, including lack of significant relationship in our 
study could be the type of study design, difference in the 
method of evaluation dietary pattern, diversity in statistical 
analysis and confounders are considered, and difference in 
individuals and type of questioner that was used.

This is the first study that has evaluated the association 
between dietary patterns and BP in the Iranian military 
staffs. From other strength in our study can be noted to 
control a lot of covariates, high quality in data collection 
and method of sampling.

Our study had several limitations. The main limitation of 
the current study was the cross‑sectional design although 
there were other restrictions such as relatively low‑sample 
size. Although many confounding factors were controlled 
in the study, factors such as family history diseases were 
not controlled.

Conclusion
The purpose of this study was to check the relationship 
between dietary pattern and BP among military staffs. 
We identified two dominant dietary patterns include 
the healthy and western pattern in military staffs. Our 
findings indicated that dietary patterns did not have any 
significant relationship with SBP and DBP after adjustment 
for confounders in the healthy people. Due to the high 
prevalence of hypertension in the military, identification of 
risk factors associated with HTN is necessary. To identify 
the dietary patterns associated with BP in the healthy 

military, more strong design studies and more participants 
should be conducted in the future.

Declaration of patient consent

The authors certify that they have obtained all appropriate 
patient consent forms. In the form the patient(s) has/have 
given his/her/their consent for his/her/their images and 
other clinical information to be reported in the journal. The 
patients understand that their names and initials will not 
be published and due efforts will be made to conceal their 
identity, but anonymity cannot be guaranteed.

Acknowledgments

The author would like to thank all participants and 
also Mr. Mohammadareza Hassanpour and Vahid Khani 
that had great cooperation for data collection.

Financial support and sponsorship

Nil.

Conflicts of interest

There are no conflicts of interest.

References
1. WHO. The World Health Report 2002: Reducing Risks, 

Promoting Healthy Life. Geneva: WHO; 2002. Available from: 
http://www.who.int/whr/2002/en/Chapter5.pdf?ua=1. [Last 
accessed on 2017 Dec 09].

2. Popkin BM. The shift in stages of the nutrition transition in the 
developing world differs from past experiences! Public Health 
Nutr 2002;5:205‑14.

3. Bishwajit G. Nutrition transition in South Asia: The emergence 
of non‑communicable chronic diseases. F1000Res 2015;4:8.

4. Willett W, editor. Nutritional Epidemiology. 3rd ed. Oxford, 
United Kingdom: Oxford University Press; 2013.

5. Slama M, Susic D, Frohlich ED. Prevention of hypertension. 
Curr Opin Cardiol 2002;17:531‑6.

6. Calhoun DA, Zaman MA, Nishizaka MK. Resistant hypertension. 
Curr Hypertens Rep 2002;4:221‑8.

7. Global Health Observatory. Data: Raised Blood Pressure (SBP 

Table 3: The relationship between dietary patterns and blood pressure
variables Western pattern Healthy pattern

βa (95% CI for β) P β (95% CI for β) P
SBP

Unadjusted model 0.98 (0.01, 1.96) 0.048 −0.90 (−1.88, 0.07) 0.068
Model 1 1.29 (0.34, 2.23) 0.008 −1.3 (−2.25, −0.33) 0.007
Model 2 0.56 (−0.30, 1.41) 0.201 −0.48 (−1.35, 0.39) 0.283
Model 3 0.31 (−0.61, 1.19) 0.611 −0.47 (−1.35, 0.38) 0.257

DBP
Unadjusted model 0.72 (0.09, 1.34) 0.024 −0.35 (−0.97, 0.28) 0.278
Model 1 0.90 (0.29, 1.50) 0.004 −0.58 (−1.19, 0.04) 0.067
Model 2 0.48 (−0.09, 1.05) 0.099 −0.13 (−0.71, 0.45) 0.657
Model 3 0.39 (−0.25, 0.94) 0.212 −0.19 (−0.71, 0.39) 0.541

aCorrelation coefficient. Model 1: Was adjusted for age, Model 2: Was adjusted for age, sex, marital, smoking, and income status, Model 3: Was 
adjusted for age, sex, marital, smoking, income, BMI, WHR, family history of HTN, energy intake, and physical activity level. CI: Confidence 
interval, WHR: Waist to hip ratio, BMI: Body mass index, HTN: Hypertension



Dabbagh‑Moghaddam, et al.: Dietary patterns and blood pressure

6 Advanced Biomedical Research | 2018

≥ 140 OR DBP ≥ 90), Age Standardized (%) (Estimates by 
Country). WHO; 2017. Avaialble from: http://www.apps.who.int/
gho/data/node.main.A875STANDARD. [Last accessed on 2017 
Dec 17].

8. Karimi Zarchi AA, Gahangiri M. Pre hypertension and 
hypertension in Iranian military personnel: Prevalence according 
to some related factors. World Appl Sci J 2010;11:541‑7.

9. Saberi Isfeedvajani M, Karimi Zarchi AA, Musavi Heris A, 
Sajjadi F, Tavana AM. Evaluation of personnel blood pressure 
and its risk factors in university affiliated medical centers: Iran’s 
health day 2013. Med J Islam Repub Iran 2014;28:36.

10. Juraschek SP, Miller ER 3rd, Weaver CM, Appel LJ. Effects of 
sodium reduction and the DASH diet in relation to baseline 
blood pressure. J Am Coll Cardiol 2017;70:2841‑8.

11. Lim GB. Hypertension: Low sodium and DASH diet to lower 
blood pressure. Nat Rev Cardiol 2018;15:68.

12. Bai G, Zhang J, Zhao C, Wang Y, Qi Y, Zhang B, et al. 
Adherence to a healthy lifestyle and a DASH‑style diet and 
risk of hypertension in Chinese individuals. Hypertens Res 
2017;40:196‑202.

13. Booth JN 3rd, Li J, Zhang L, Chen L, Muntner P, Egan B, et al. 
Trends in prehypertension and hypertension risk factors in US 
adults: 1999‑2012. Hypertension 2017;70:275‑84.

14. Gay HC, Rao SG, Vaccarino V, Ali MK. Effects of different 
dietary interventions on blood pressure: Systematic review and 
meta‑analysis of randomized controlled trials. Hypertension 
2016;67:733‑9.

15. Yu G, Fu H, Huang W, Zhang N, Deng D, Li G, et al. A dietary 
pattern of higher fish, egg, milk, nut, vegetable and fruit, and 
lower salt intake correlates with the prevalence and control of 
hypertension. Am J Hypertens 2018;31:679‑86.

16. Katalambula LK, Meyer DN, Ngoma T, Buza J, Mpolya E, 
Mtumwa AH, et al. Dietary pattern and other lifestyle factors as 
potential contributors to hypertension prevalence in Arusha city, 
Tanzania: A population‑based descriptive study. BMC Public 
Health 2017;17:659.

17. Ndanuko RN, Tapsell LC, Charlton KE, Neale EP, 
Batterham MJ. Associations between dietary patterns and blood 
pressure in a clinical sample of overweight adults. J Acad Nutr 
Diet 2017;117:228‑39.

18. Nkondjock A, Bizome E. Dietary patterns associated with 
hypertension prevalence in the cameroon defence forces. Eur J 
Clin Nutr 2010;64:1014‑21.

19. Doupis J, Dimosthenopoulos C, Diamanti K, Perrea D, 
Katsilambros N, Makrilakis K, et al. Metabolic syndrome and 
mediterranean dietary pattern in a sample of young, male, greek 
navy recruits. Nutr Metab Cardiovasc Dis 2009;19:e7‑8.

20. Health Tech/Blood Pressure Procedures Manual. National Health 
and Nutrition Examination Survey (NHANES); 2009. Available 
from: http://www.cdc.gov/nchs/data/nhanes/nhanes_09_10/
BP.pdf. [Last accessed on 2018 Jan 02].

21. Esfahani FH, Asghari G, Mirmiran P, Azizi F. Reproducibility 
and relative validity of food group intake in a food frequency 
questionnaire developed for the Tehran lipid and glucose study. 
J Epidemiol 2010;20:150‑8.

22. Asghari G, Rezazadeh A, Hosseini‑Esfahani F, Mehrabi Y, 
Mirmiran P, Azizi F, et al. Reliability, comparative validity and 
stability of dietary patterns derived from an FFQ in the Tehran 
lipid and glucose study. Br J Nutr 2012;108:1109‑17.

23. Ghaffarpour M, Houshiar‑Rad A, Kianfar H, editors. The Manual 
for Household Measures, Cooking Yields Factors and Edible 
Portion of Foods. Tehran, Iran: Keshavarzi Press; 1999.

24. Trumbo P, Schlicker S, Yates AA, Poos M; Food and Nutrition 

Board of the Institute of Medicine, The National Academies. 
Dietary reference intakes for energy, carbohydrate, fiber, fat, 
fatty acids, cholesterol, protein and amino acids. J Am Diet 
Assoc 2002;102:1621‑30.

25. Delshad M, Ghanbarian A, Ghaleh NR, Amirshekari G, Askari S, 
Azizi F, et al. Reliability and validity of the modifiable activity 
questionnaire for an Iranian urban adolescent population. Int J 
Prev Med 2015;6:3.

26. Dalvi TB, Canchola AJ, Horn‑Ross PL. Dietary patterns, 
mediterranean diet, and endometrial cancer risk. Cancer Causes 
Control 2007;18:957‑66.

27. Slattery ML. Analysis of dietary patterns in epidemiological 
research. Appl Physiol Nutr Metab 2010;35:207‑10.

28. Doostvandi T, Bahadoran Z, Mozaffari‑Khosravi H, 
Tahmasebinejad Z, Mirmiran P, Azizi F, et al. The association 
of dietary patterns and the incidence of insulin resistance after a 
3‑year follow‑up: Tehran lipid and glucose study. Asia Pac J Clin 
Nutr 2017;26:531‑8.

29. Mohammadifard N, Talaei M, Sadeghi M, Oveisegharan S, 
Golshahi J, Esmaillzadeh A, et al. Dietary patterns and mortality 
from cardiovascular disease: Isfahan cohort study. Eur J Clin 
Nutr 2017;71:252‑8.

30. Khayyatzadeh SS, Esmaillzadeh A, Saneei P, Keshteli AH, 
Adibi P. Dietary patterns and prevalence of irritable bowel 
syndrome in Iranian adults. Neurogastroenterol Motil 
2016;28:1921‑33.

31. Xu X, Byles J, Shi Z, McElduff P, Hall J. Dietary pattern 
transitions, and the associations with BMI, waist circumference, 
weight and hypertension in a 7‑year follow‑up among the older 
Chinese population: A longitudinal study. BMC Public Health 
2016;16:743.

32. Li P, Zhang M, Zhu Y, Liu W, Zhang Y, Gao Y, et al. Dietary 
patterns and changes in cardiovascular risk factors in apparently 
healthy Chinese women: A longitudinal study. J Clin Biochem 
Nutr 2016;58:232‑9.

33. Safdar NF, Bertone‑Johnson ER, Cordeiro L, Jafar TH, 
Cohen NL. Dietary patterns and their association with 
hypertension among Pakistani urban adults. Asia Pac J Clin Nutr 
2015;24:710‑9.

34. Castro MA, Baltar VT, Marchioni DM, Fisberg RM. Examining 
associations between dietary patterns and metabolic CVD risk 
factors: A novel use of structural equation modelling. Br J Nutr 
2016;115:1586‑97.

35. Livingstone KM, McNaughton SA. Dietary patterns by reduced 
rank regression are associated with obesity and hypertension in 
Australian adults. Br J Nutr 2017;117:248‑59.

36. Khalesi S, Sharma S, Irwin C, Sun J. Dietary patterns, nutrition 
knowledge and lifestyle: Associations with blood pressure 
in a sample of Australian adults (the food BP study). J Hum 
Hypertens 2016;30:581‑90.

37. Erdman JW Jr., Balentine D, Arab L, Beecher G, Dwyer JT, 
Folts J, et al. Flavonoids and heart health: Proceedings of the 
ILSI North America flavonoids workshop, May 31‑June 1, 2005, 
Washington, DC. J Nutr 2007;137:718S‑737S.

38. Touyz RM, Schiffrin EL. Reactive oxygen species in vascular 
biology: Implications in hypertension. Histochem Cell Biol 
2004;122:339‑52.

39. Touyz RM. Reactive oxygen species in vascular biology: 
Role in arterial hypertension. Expert Rev Cardiovasc Ther 
2003;1:91‑106.

40. Mirmiran P, Bahadoran Z, Vakili AZ, Azizi F. Western dietary 
pattern increases risk of cardiovascular disease in Iranian adults: 
A prospective population‑based study. Appl Physiol Nutr Metab 
2017;42:326‑32.


