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ABSTRACT
Background: Suboptimal diet is one of the most important factors
in preventing early death and disability worldwide.
Objective: The aim of this meta-analysis was to synthesize the
knowledge about the relation between intake of 12 major food
groups, including whole grains, refined grains, vegetables, fruits,
nuts, legumes, eggs, dairy, fish, red meat, processed meat, and
sugar-sweetened beverages, with risk of all-cause mortality.
Design:We conducted a systematic search in PubMed, Embase, and
Google Scholar for prospective studies investigating the association
between these 12 food groups and risk of all-cause mortality. Sum-
mary RRs and 95% CIs were estimated with the use of a random
effects model for high-intake compared with low-intake categories,
as well as for linear and nonlinear relations. Moreover, the risk
reduction potential of foods was calculated by multiplying the RR
by optimal intake values (serving category with the strongest associ-
ation) for risk-reducing foods or risk-increasing foods, respectively.
Results: With increasing intake (for each daily serving) of whole
grains (RR: 0.92; 95% CI: 0.89, 0.95), vegetables (RR: 0.96; 95%
CI: 0.95, 0.98), fruits (RR: 0.94; 95% CI: 0.92, 0.97), nuts (RR:
0.76; 95% CI: 0.69, 0.84), and fish (RR: 0.93; 95% CI: 0.88, 0.98),
the risk of all-cause mortality decreased; higher intake of red meat
(RR: 1.10; 95% CI: 1.04, 1.18) and processed meat (RR: 1.23; 95%
CI: 1.12, 1.36) was associated with an increased risk of all-cause
mortality in a linear dose-response meta-analysis. A clear indication
of nonlinearity was seen for the relations between vegetables, fruits,
nuts, and dairy and all-cause mortality. Optimal consumption of
risk-decreasing foods results in a 56% reduction of all-cause mortal-
ity, whereas consumption of risk-increasing foods is associated with
a 2-fold increased risk of all-cause mortality.
Conclusion: Selecting specific optimal intakes of the investigated
food groups can lead to a considerable change in the risk of pre-
mature death. Am J Clin Nutr 2017;105:1462–73.

Keywords: food groups, diet, meta-analysis, dose response,
mortality

INTRODUCTION

In 2013, the number of deaths worldwide and among all age
groups amounted to nearly 55 million; 70% of these were caused

by noncommunicable diseases (1). One-third of these fatalities
were caused by cardiovascular disease (CVD), followed by
cancer at 15% (1). A high-quality diet comprising abundant
amounts of whole grains, fruits, vegetables, nuts, and fish is one
of the most important factors in preventing early death and
disability worldwide (2).

During the past 50 y, lifestyle factors have been identified as
modifiable factors associated with death. Thus, despite often
unclear direct biological mechanisms due to the many potential
underlying disease mechanisms, epidemiologic risk factors that
can change the probability of death are important public health
indicators. Studies that were able to translate risk reduction into
measures of life expectancy calculated that populations with
a low-risk profile (no smoking, physically active, healthy di-
etary pattern) differ in 10–15 y from those with a high-risk
profile (3).

Previous meta-analyses showed that whole grains, fruits and
vegetables, nuts, and fish were associated with a lower risk of all-
cause mortality (4–7), whereas red and processed meats were
associated with an increased risk (8). In addition, a recent meta-
analysis showed that high adherence to diet quality indexes such
as the Healthy Eating Index and Dietary Approaches to Stop
Hypertension were associated with a 22% decrease in the risk of
all-cause mortality (9).

When investigating diet-disease relations in terms of their
meaning for public health, the best approach is the study of
foods or food groups instead of nutrients. Moreover, foods are
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directly linked to food-based dietary guidelines, which are
based on the preventive actions of foods and should be released
for each country depending on dietary practices and intake
amounts (10). Evidence for food consumption–death risk
relations from systematic reviews is a key component of this
process.

Up-to-date evidence about the association of all-cause mortality
risk with consumption of legumes, eggs, and sugar-sweetened
beverages (SSBs) has not been synthesized. Moreover, meta-
analyses rarely assess the quality of evidence. Because meta-
analyses are a crucial building block in generating guidelines
and recommendations, it is of the utmost importance to implement
a method to evaluate the quality of evidence.

Thus, we investigated the associations of 12 food groups
defined a priori, including whole grains, refined grains, vegeta-
bles, fruits, nuts, legumes, eggs, dairy, fish, red meat, processed
meat, and SSBs, with risk of all-cause mortality by evaluating
all available data from prospective studies. Special attention
was given to the strength and shape of the dose-response
relationship for finding an optimal intake for lowest all-cause
mortality risk. Finally, using the NutriGrade scoring system,
we aimed to determine the quality of meta-evidence of the
protective or detrimental effects of the food groups on all-
cause mortality risk.

METHODS

The review was registered in PROSPERO International Pro-
spective Register of Systematic Reviews (www.crd.york.ac.uk/
PROSPERO/; identifier CRD42016037069). This systematic
review was planned and conducted according to the standards of
the Meta-analysis of Observational Studies in Epidemiology (11).

Search strategy

The literature published through December 2016 was searched
using the electronic databases PubMed, Embase, and Google
Scholar, with no restrictions on language or calendar date. The
search terms used are listed in Supplemental Material 1.

Moreover, the reference lists from the retrieved articles,
systematic reviews, and meta-analyses were checked for further
relevant studies. The literature search was conducted by 2 authors
(LS and A-ML); disagreements were resolved by consensus after
discussion with another reviewer (HB).

Study selection

Studies were included in the meta-analysis if they 1) were
cohort studies, case-cohort studies, follow-ups of randomized
controlled trials, and case-control studies nested in a prospective
study that were peer-reviewed and for which the full text was
available; 2) provided information about the association for $1
of the following 12 food groups: whole grains and cereals, re-
fined grains and cereals, vegetables, fruits, nuts, legumes, eggs,
dairy products, fish, red meat, processed meat, and SSBs [these
12 food groups are the focus because most diet quality indexes
or scores are based on them (9, 12, 13), as previously reported
(14)]; 3) included participants aged $18 y; and 4) considered
all-cause mortality as an outcome. We excluded studies in-
cluding populations suffering from chronic disease and studies
reporting only cause-specific mortality.

Data extraction

After selecting studies, 2 reviewers (LS and A-ML) extracted
the following information: name of first author, year of publication,
study origin, cohort name, sample size, number of subjects, age at
entry, sex, study duration (follow-up in years), outcome, outcome
assessment, assessment of food group, quantity of food, risk es-
timate [most adjusted measures; HRs, RRs, or ORs with their
corresponding 95% CIs], and adjustment factors.

When a study provided several risk estimates, the multivari-
able adjusted model was chosen. When only separate risk esti-
mates for male and female participants were available in a study,
we combined the RRs using a fixed effects model before inclusion
in the meta-analysis.

Risk of bias assessment

To determine the risk of bias of the prospective studies, we
assessed how the studies ascertained exposure, how they assessed
outcomes, whether the follow-up was adequate ($10 y), and
whether they adjusted the basic model and made any outcome-
relevant adjustments (age, sex, education, BMI, smoking, physical
activity, or energy intake) (15). Studies were classified as being at
low risk of bias in general only if none of the domains established
a high or unclear risk of bias.

Statistical analysis

A random effects model was used to calculate summary RRs
and 95% CIs for the associations between all-cause mortality and
the highest compared with the lowest intake category for each of
the 12 food groups (whole grains and cereals, refined grains and
cereals, vegetables, fruits, nuts, legumes, eggs, dairy products,
fish, red meat, processed meat, and SSBs) and for the dose-
response analysis (16), which incorporated both within-study
and between-study variabilities. To evaluate the weighting of
each study, the SE for the logarithm RR for each study was
calculated and regarded as the estimated variance of the loga-
rithm RR, through the use of an inverse variance method (16).

A method described by Greenland and Longnecker (17) and
Orsini et al. (18) was applied for the dose-response analysis; this
computed study-specific slopes (linear trends) and 95% CIs from
the natural logs of the RRs and CIs across intake categories for
the 12 food groups. The method requires knowing the distribution
of cases and person-years or noncases and the RRs with the 95%
CIs for $3 quantitative exposure categories.

When studies reported only the total number of cases or total
person-years and the exposure was defined in quantiles, the
distribution of cases or person-years was calculated by dividing
the total number by the number of quantiles. Whenever reported,
the mean or median intake by category was assigned to the
corresponding RR. The midpoint was calculated for studies that
reported only a range of intake by category. When the intake
values were open-ended, we assumed that their range was the
same as that of the adjacent category. For studies presenting the
exposure per given unit of energy intake, we rescaled the ex-
posure using the mean energy intake provided.

The dose response was expressed in the following servings:
30 g whole grains or cereals/d, 30 g refined grains or cereals/d,
100 g vegetables/d, 100 g fruits/d, 28 g nuts/d, 50 g legumes/d, 50 g
eggs/d, 200 g dairy products/d, 100 g fish/d, 100 g red meat/d,
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50 g processed meat/d, and 250 mL SSBs/d. For studies that
reported intake only as serving size (and did not specify the
quantitative amount), we used recommended conversions (Sup-
plemental Table 1).

To examine possible nonlinear associations, we calculated
restricted cubic splines for each study with $3 categories of
exposure, using 3 fixed knots at 10%, 50%, and 90% through the
total distribution of the reported intake, and combined them
using multivariate meta-analysis (19).

Moreover, the risk reduction potential of foods was calculated
by multiplying the RR by optimal intake values (serving category
with the strongest association) of risk-decreasing foods (RR�

reduced),
and risk-increasing foods (RR�

increased), respectively. The optimal
intake value was defined as the number of servings of a single food
group with the strongest association for all-cause mortality.

To explore heterogeneity between studies, we used the
Cochran Q test and the I2 statistic [with I2 .50% considered to
represent potentially important statistical heterogeneity (20)]. In
addition, to identify potential sources of heterogeneity, we
stratified the meta-analysis by subgroups: sex, duration of follow-
up (mean or median $10 compared with ,10 y), geographic
location (Europe, America, Asia, or Australia), number of cases
($1000 compared with ,1000), and dietary assessment (vali-
dated compared with nonvalidated). Furthermore, we analyzed
sensitivity for studies with a low risk of bias.

Potential small-study effects such as publication bias were
explored using the Egger test and funnel plots (21) if $10
studies were available, as recommended by the Cochrane
Handbook (22).

Review Manager 5.3 (Nordic Cochrane Center), and Stata
software version 14 (StataCorp) were used for the statistical
analyses.

Quality of meta-evidence

To evaluate the meta-evidence for the association between
12 predefined food groups and all-cause mortality (quality of
evidence of meta-analyses was defined as the confidence in the
estimate), we applied the NutriGrade scoring system (amaximum
of 10 points), which comprises the following items: 1) risk of
bias, study quality, and study limitations; 2) precision; 3) het-
erogeneity; 4) directness; 5) publication bias; 6) funding bias; 7)
study design (only for meta-analyses of randomized controlled
trials); and 8) effect size (15). Based on this scoring system, we
recommend 4 categories to judge the meta-evidence: high ($8
points), moderate (6 to ,8 points), low (4 to ,6 points), and
very low (0 to ,4 points).

RESULTS

Of the 17,579 records that were identified by the literature
search, 266 full-text articles were assessed in detail because they
reported $1 of the 12 food groups and all-cause mortality in the
title or abstract (Figure 1).

Included in the meta-analysis were 19 prospective studies (18
reports) of consumption of whole grains (23–40) (Supplemental
Table 2), 4 studies of refined grains (27, 30, 33, 36) (Supple-
mental Table 3), 37 studies of vegetables (36 reports) (23–25,
29, 31, 34–36, 38, 39, 41–66) (Supplemental Table 4), 34
studies of fruits (33 reports) (23–25, 29, 31, 34–36, 38, 39, 41,

42, 45, 46, 48, 49, 51–67) (Supplemental Table 5), 16 for nuts
(14 reports) (36, 42, 68–79) (Supplemental Table 6), 17 studies
of legumes (16 reports) (34, 36, 42, 47, 50, 51, 56, 57, 63, 65,
78, 80–84) (Supplemental Table 7), 8 studies of egg con-
sumption (36, 56, 77, 78, 80, 85–87) (Supplemental Table 8),
27 studies of dairy products (25 reports) (23, 24, 35, 44, 46–48,
50, 65, 77, 78, 80, 82, 84, 88–98) (Supplemental Table 9), 39
studies of fish (37 reports) (31, 34, 35, 38, 39, 42, 46, 50, 53, 56,
59, 61, 63–65, 77, 80, 81, 99–117) (Supplemental Table 10), 12
studies of red meat (10 reports) (42, 61, 105, 106, 112, 118–122)
(Supplemental Table 11), 7 studies of processed meat (6 re-
ports) (61, 105, 119–122) (Supplemental Table 12), and 5
studies of SSBs (78, 95, 123–125) (Supplemental Table 13).

Whole grains

Nineteen studies with 121,141 mortality cases were included
in the high- compared with low-intake meta-analysis (overall
intake range: 02110 g/d). When we compared extreme cate-
gories, an inverse association between all-cause mortality and
whole-grain intake was observed, with an indication for high
heterogeneity between studies (RR: 0.88; 95% CI: 0.84, 0.92;
I2 = 91%; P-heterogeneity , 0.001) (Supplemental Figure 1).
Each additional daily 30 g of whole grains was inversely asso-
ciated with mortality risk (RR: 0.92; 95% CI: 0.89, 0.95;
I2 = 80%; P-heterogeneity , 0.001; n = 11) (Supplemental
Figure 2). The heterogeneity persisted in additional analyses
stratified by sex, follow-up duration, geographic location, number
of cases, and dietary assessment (Supplemental Table 14). The
inverse association was not observed in European, Asian,
Australian, or short-term studies. These subgroup differences
were not statistically significant. Some evidence of heteroge-
neity between studies applying validated compared with non-
validated dietary assessment methods was observed. An inverse
association was observed only for studies applying validated
dietary assessment methods.

There was significant evidence for small study effects in
the high-intake compared with the low-intake meta-analysis
(P = 0.02) but not in the dose-response meta-analysis (P = 0.64).
Visual inspection of the funnel plot (dose-response analysis)
indicated moderate symmetry (Supplemental Figure 3). Al-
though the test for nonlinearity was significant (P-nonlinearity, 0.01;
n = 10 studies), a clear dose-response relation was observed. The
risk of mortality decreased by 25% with increasing intake of
whole grains up to w100 g/d (Figure 2).

Refined grains

Four studies with 11,034 mortality cases were included in the
high-intake compared with low-intake meta-analysis (overall
intake range: 02183 g/d). No association was observed for the
highest compared with the lowest refined grain intake category
(RR: 0.99; 95% CI: 0.94, 1.05; I2 = 26%; P-heterogeneity = 0.26)
(Supplemental Figure 4), or for each additional daily 30 g (RR:
0.99; 95% CI: 0.97, 1.01; I2 = 7%; P-heterogeneity = 0.36; n = 4)
(Supplemental Figure 5). No significant association was
observed in any of the stratified analyses (Supplemental
Table 15). Furthermore, no evidence of a nonlinear dose-
response association was found (P-nonlinearity = 0.11;
n = 3 studies) (Figure 2).
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Vegetables

Thirty-seven studies with 121,067mortality cases were included
in the high-intake compared with the low-intake meta-analysis
(overall intake range: 52663 g/d). An inverse association was
observed for the high intake compared with the low intake (RR:
0.93; 95% CI: 0.90, 0.95; I2 = 75%; P-heterogeneity , 0.001)
(Supplemental Figure 6) and dose-response analyses (RR/100
g: 0.96; 95% CI: 0.95, 0.98; I2 = 67%; P-heterogeneity , 0.001;
n = 17) (Supplemental Figure 7).

The observed heterogeneity persisted largely in additional
analyses stratified by sex, follow-up duration, geographic loca-
tion, and number of cases. The inverse association was not ob-
served in studies conducted in the United States or in studies
including only women (Supplemental Table 16). No evidence
of heterogeneity was detected between subgroups in stratified
analyses.

Significant evidence for small study effects was found in both
the high- compared with the low-intake (P , 0.01) and the dose-
response analyses (P = 0.096). Visual inspection of the funnel
plots (dose-response analysis) suggests little symmetry (Supple-
mental Figure 8). Evidence exists of a nonlinear dose-response

association (P-nonlinearity , 0.001; n = 14 studies). The risk of
mortality decreased by 11% with increasing intake of vegetables
up to w300 g/d. No benefit was apparent when increasing intake
above this value (Figure 2).

Fruit

Thirty-four studies with 120,033mortality cases were included
in the high- compared with the low-intake meta-analysis (overall
intake range: 02626 g/d). An inverse association was observed
(RR: 0.91; 95% CI: 0.89, 0.94; I2 = 77%; P-heterogeneity, 0.001)
(Supplemental Figure 9). Each additional daily 100 g of fruits was
inversely associated with mortality risk (RR: 0.94; 95% CI: 0.92,
0.97; I2 = 82%; P-heterogeneity , 0.001; n = 17) (Supplemental
Figure 10).

The heterogeneity persisted largely in additional analyses
stratified by sex, follow-up duration, geographic location, number
of cases, and dietary assessment (Supplemental Table 17). The
inverse association was not observed in studies from the United
States or studies including only women. However, no evidence
of heterogeneity was detected between subgroups in stratified
analyses.

FIGURE 1 Flowchart of study selection.
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Significant evidence was found for small study effects in the
high- compared with the low-intake (P , 0.001) and dose-

response analyses (P , 0.001). Visual inspection of the funnel

plots (dose-response analysis) suggests little symmetry (Sup-

plemental Figure 11). Evidence exists of a nonlinear dose-

response association (P-nonlinearity , 0.001; n = 13 studies).

The risk of all-cause mortality decreased by w10%, with in-

creasing intake of fruit up to w250–300 g/d. No benefit was

apparent when increasing intake above this value (Figure 2).

Nuts

Sixteen studies with 80,204 mortality cases were included in the
high- compared with the low-intake meta-analysis (overall intake
range: 0252 g/d). A strong inverse association was observed for
the highest compared with the lowest nut intake category (RR:
0.80; 95% CI: 0.74, 0.86; I2 = 84%; P-heterogeneity , 0.001)
(Supplemental Figure 12), and for each additional daily 28 g
(RR: 0.76; 95% CI: 0.69, 0.84; I2 = 82%; P-heterogeneity, 0.001;
n = 16) (Supplemental Figure 13).

FIGURE 2 Nonlinear dose-response relation between daily intakes of whole grains, refined grains, vegetables, fruits, nuts, legumes, eggs, dairy, fish, red
meat, processed meat, and sugar-sweetened beverages and risk of all-cause mortality.
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The strong inverse association and heterogeneity observed
persisted in additional stratified analyses (Supplemental Table
18). Evidence was seen of heterogeneity between subgroups
stratified by follow-up duration and geographic location,
showing stronger inverse associations in European and Asian
studies, and in studies with a shorter-term follow-up. Significant
evidence for small study effects was detected in the high-
compared with the low-intake (P , 0.001) and dose-response
analyses (P , 0.01). Visual inspection of the funnel plots sug-
gests little symmetry (Supplemental Figure 14). Evidence ex-
ists of a nonlinear dose-response association (P-nonlinearity, 0.001;
n = 13 studies). The risk of all-cause mortality decreased by
w17% with increasing intake of nuts up to w15–20 g/d. No
benefit was apparent when increasing intake above this value
(Figure 2).

Legumes

Seventeen studies with 53,085 mortality cases were included
in the high- compared with low-intake meta-analysis (overall
intake range: 62166 g/d). An inverse association was observed
for the highest compared with lowest legume intake categories
(RR: 0.96; 95% CI: 0.93, 1.00; I2 = 48%; P-heterogeneity = 0.01)
(Supplemental Figure 15), but not for each additional daily 50 g
(RR: 0.96; 95% CI: 0.90, 1.01; I2 = 48%; P-heterogeneity = 0.09;
n = 6) (Supplemental Figure 16).

We observed an inverse association for studies conducted in
Asia and Australia, and studies with long-term follow-up
(Supplemental Table 19). We found evidence of heterogeneity
between subgroups stratified by geographic location. No evidence
for small study effects was detected in the high- compared with
low-intake analysis (P = 0.32). No evidence of a nonlinear dose-
response association was observed (P-nonlinearity = 0.39; n = 4
studies). The risk of all-cause mortality decreased by w16% with
increasing intake of legumes up to w150 g/d (Figure 2).

Eggs

Eight studies with 30,352 mortality cases were included in
the analysis of the highest compared with the lowest intake
category (overall intake range: 4268 g/d). A positive asso-
ciation was observed for the highest compared with the
lowest egg intake category (RR: 1.06; 95% CI: 1.00, 1.12;
I2 = 71%; P-heterogeneity , 0.001) (Supplemental Figure
17), and for each additional daily 50 g (RR: 1.15; 95% CI:
0.99, 1.34; I2 = 87%; P-heterogeneity , 0.001; n = 5)
(Supplemental Figure 18).

The observed heterogeneity persisted in additional analyses
stratified by sex, follow-up duration, geographic location, and
number of cases.We observed a positive association for studies of
men, short-term studies, and studies applying a validated dietary
assessment (Supplemental Table 20). Evidence of heteroge-
neity between subgroups was detected for follow-up duration
and dietary assessment. Moreover, significant positive associa-
tions were observed for studies with $1000 mortality cases.
We found evidence of a nonlinear dose-response association
(P-nonlinearity , 0.001; n = 3 studies). The risk of all-cause
mortality increased by w10% with increasing intake of eggs up
to w60 g/d (Figure 2).

Dairy

Twenty-seven studies with 126,759 mortality cases were in-
cluded in the meta-analysis of the highest compared with the
lowest intake category (overall intake range: 021041 g/d). No
association was observed for the high compared with the low intake
(RR: 1.03; 95% CI: 0.98, 1.07; I2 = 94%; P-heterogeneity, 0.001)
(Supplemental Figure 19), or for each additional daily
200 g of dairy products (RR: 0.98; 95% CI: 0.93, 1.03;
I2 = 96%; P-heterogeneity , 0.001; n = 16) (Supplemental
Figure 20).

The observed heterogeneity persisted in additional analyses
stratified by sex, duration of follow-up, geographic location, and
number of cases. In subgroup analyses no significant difference
comparing low-fat and high-fat dairy products was observed
(Supplemental Table 21). Some evidence of heterogeneity
between subgroups in stratified analyses was observed (number
of cases).

We found evidence for small study effects in the dose-response
meta-analysis (P = 0.09), but not in the high- compared with the
low-intake analysis (P = 0.59). Visual inspection of the funnel
plots (dose-response analysis) suggests moderate symmetry
(Supplemental Figure 21). Evidence of a nonlinear dose-
response association was seen between dairy products and all-
cause mortality (P-nonlinearity = 0.01; n = 12 studies). No
detrimental effects were observed up to an intake of w750 g/d,
whereas intakes of #1000 g/d were associated with a 15% in-
creased risk of mortality (Figure 2).

Fish

Thirty-nine studies with 157,688 mortality cases were in-
cluded in the meta-analysis of the highest compared with the
lowest intake category (overall intake range: 02225 g/d). An
inverse association was observed for the highest compared
with the lowest fish intake category (RR: 0.95; 95% CI: 0.92,
0.98; I2 = 51%; P-heterogeneity , 0.001) (Supplemental Fig-
ure 22), and for each additional daily 100 g (RR: 0.93; 95% CI:
0.88, 0.98; I2 = 53%; P-heterogeneity , 0.01; n = 19) (Sup-
plemental Figure 23).

We observed statistically significant heterogeneity in sub-
groups stratified for geographic location but no significant
associations for studies conducted in Europe (Supplemental
Table 22). No evidence for small study effects was observed
(P = 0.30), and visual inspection of the funnel plots suggests
symmetry (Supplemental Figure 24). We found no evidence of
a nonlinear dose-response association (P-nonlinearity = 0.09;
n = 19 studies). The risk decreased by 10% with increasing
intake of #200 g fish/d (Figure 2).

Red meat

Twelve studies with 177,655 mortality cases were included in
the high- compared with low-intake meta-analysis (overall intake
range: 02200 g/d). A positive association was observed (RR:
1.10; 95% CI: 1.00, 1.22; I2 = 93%; P-heterogeneity , 0.001)
(Supplemental Figure 25). Each additional daily 100 g of red
meat was positively associated with risk of all-cause mortality
(RR: 1.10; 95% CI: 1.04, 1.18; I2 = 92%; P-heterogeneity, 0.001;
n = 10) (Supplemental Figure 26).
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The observed positive associations and heterogeneity persisted
in additional analyses stratified by sex, follow-up duration,
geographic location, and number of cases. We observed a positive
association for studies of men, those conducted in the United
States, long-term studies, and studies including$1000 mortality
cases (Supplemental Table 23). Evidence of heterogeneity
between subgroups in stratified analyses was detected for geo-
graphic location and number of cases.

We found evidence of small study effects in the dose-response
analysis (P = 0.051) and the analysis of high compared with low
intake (P = 0.08). Visual inspections of the funnel plots suggest
low symmetry (Supplemental Figure 27). No evidence of a non-
linear dose-response association was found (P-nonlinearity = 0.30;
n = 10 studies) (Figure 2).

Processed meat

Seven studies with 143,572 mortality cases were included in
the high- compared with the low-intake meta-analysis (overall
intake range: 02200 g/d). A positive association was observed
(RR: 1.21; 95% CI: 1.16, 1.26; I2 = 56%; P-heterogeneity = 0.03)
(Supplemental Figure 28). Each additional daily 50 g of processed
meat was associated with a risk of all-cause mortality (RR: 1.23;
95% CI: 1.12, 1.36; I2 = 94%; P-heterogeneity , 0.001; n = 7)
(Supplemental Figure 29). The observed positive associations and
heterogeneity persisted in additional analyses stratified by sex,
follow-up duration, geographic location, and number of cases
(Supplemental Table 24). We detected evidence of heterogeneity
in stratified analyses for geographic location, showing stronger as-
sociations in studies from the United States compared with Europe.

Although the test for nonlinearity was significant
(P-nonlinearity = 0.02; n = 7 studies), a clear dose-response
relation was observed. The risk of all-cause mortality increased
by w60% with increasing intake of processed meat up to
w200 g/d (Figure 2).

Sugar-sweetened beverages

Five studies with 81,407 mortality cases were included in the
high- compared with the low-intake meta-analysis (overall intake
range: 02930 mL/d). No association between all-cause mor-
tality and SSBs was observed in the analysis of high compared
with low intake (RR: 1.02; 95% CI: 0.97, 1.06; I2 = 78%;
P-heterogeneity , 0.01) (Supplemental Figure 30) or the lin-
ear dose-response meta-analysis (RR: 1.03; 95% CI: 0.91, 1.18;
I2 = 71%; P-heterogeneity = 0.02; n = 4) (Supplemental Figure
31). We observed a positive association in studies conducted in
America (Supplemental Table 25). Some evidence of hetero-
geneity between subgroups in stratified analyses (follow-up
duration and geographic location) was observed, indicating
positive associations only for studies conducted in the United
States and those with a shorter follow-up. We found no evidence
of a nonlinear dose-response association (P-nonlinearity = 0.66;
n = 3 studies). The risk of all-cause mortality increased byw7%
with increasing intake of SSBs up to w250 mL/d (Figure 2).

Summary across food groups

Table 1 shows the RR for all-cause mortality from nonlinear
dose-response analysis of the 12 food groups according to
servings per day. Optimal consumption (the smallest serving

with significant results and no further substantial change in risk
or no further data for larger amounts) of risk-decreasing foods
[3 servings whole grains/d (RR = 0.79), 3 servings vegetables/d
(RR = 0.89), 3 servings fruit/d (RR = 0.90), 1 serving nuts/d
(RR = 0.85), 1 serving legumes/d (RR = 0.90), and 2 servings
fish/d (RR = 0.90)] results in a 56% reduction (calculated by
12RRreduced) compared with no consumption of these foods. The
highest reduction in risk for all-cause mortality in terms of servings
could be observed for whole grains: 90 g/d (3 servings/d) was as-
sociated with a 21% reduction in risk compared with no con-
sumption of this food group. Anw15% risk reduction was observed
for 1 serving nuts/d. Furthermore, Table 1 shows that increasing the
daily consumption of food with an inverse relation to risk of all-
cause mortality beyond 3 servings/d of vegetables and of fruits
(w250 g/d for both), and one-half serving nuts/d (w15 g/d) will not
further reduce risk (Figure 2). We could also calculate that a con-
sumption of risk-increasing food—2 servings red meat/d (170 g;
RR = 1.35), 4 servings processed meat/d (120 g; RR = 1.35), 1 ser-
ving eggs/d (55 g; RR = 1.07), and 1 serving SSBs/d (250 mL;
RR = 1.07)—is associated with a 2-fold increased risk (RRincreased)
compared with no consumption. Not consuming these foods would
reduce the risk of all-cause mortality by about 52% [calculated
by 12 ð1ORRincreasedÞ]. Because lower intakes of dairy con-
sumption showed a reduced risk of mortality and higher intake values
showed increased risk (largely driven by 2 cohort studies), we did not
consider this food group in the optimal consumption calculations.

Risk of bias

The results varied little by methodologic assumption, in-
cluding only studies with a low risk of bias (Supplemental Tables
14–25). Findings including studies with a low risk of bias sug-
gest a smaller inverse association between fruits (n = 4) and nuts
(n = 5) and all-cause mortality in the linear dose-response meta-
analysis. Moreover, all of the studies included that investigated
the association between eggs and all-cause mortality were rated
with an unclear or high risk of bias.

Quality of meta-evidence

We rated the quality of meta-evidence for the 12 food groups.
The NutriGrade meta-evidence rating was “very low” for eggs;
“low” for refined grains, vegetables, fruits, and SSBs; “moderate”
for nuts, legumes, dairy, fish, red meat, and processed meat; and
“high” for whole grains (Supplemental Table 26).

DISCUSSION

The associations between 12 food groups defined a priori and
risk for all-cause mortality were systematically assessed in this
meta-analysis through comparison of extreme categories and
dose-response analyses both for linear and nonlinear relations.
Nine of the 12 food groups showed an association with all-cause
mortality in the categorical or continuous dose-response analy-
ses; an inverse association was present for whole grain, vegetable,
fruit, nut, legume, and fish consumption, whereas a positive
association was present for red meat, processed meat, egg, and
SSB consumption. We found a clear indication for nonlinear
relations between vegetables, fruits, nuts, and dairy with all-cause
mortality. The NutriGrade tool for evaluating the meta-evidence
suggested high confidence in the effect estimate for whole grains.
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In agreement with this statement, this food group has been deemed
important in the prevention of early death and disability (2).

Previous meta-analyses have shown findings similar to ours.
These publications reported an inverse association of all-cause
mortality with consumption of whole grains, fruits and vegeta-
bles, nuts, and fish (4–7); a positive association with consump-
tion of red and processed meats (8); and no significant linear
associations with consumption of refined grains and dairy
products (5, 126). Mostly concentrating on a single food group,
none of these meta-analyses is as comprehensive as ours, and
most did not investigate nonlinear dose-response relations or the
quality of meta-evidence. Finally, this is, to our knowledge, the
first meta-analytic synthesis of any associations between le-
gumes, eggs, and SSBs and all-cause mortality. The observed
association between whole-grain intake and all-cause mortality
is consistent with results from meta-analyses that associated
whole-grain intake with reduced risk of CVDs, overall cancer,
and especially colorectal cancer (5, 127). The inverse associa-
tion we observed between fruit and vegetable consumption and
all-cause mortality risk was similar to results from a previous
meta-analysis (128). The inverse linear association between nut
consumption and risk of all-cause mortality seen in this study
was the strongest of all associations in the 12 food groups. This
finding is consistent with the results of a recent meta-analysis
(129) and umbrella review (130) considering multiple outcomes.
Despite the absence of a linear association between legumes and
all-cause mortality risk, the nonlinear analysis showed a 16%
reduced risk of all-cause mortality when consuming up tow150 g/d.
Consistent with the conviction that fish consumption is good for
health, our study showed an inverse association with risk of all-
cause mortality when comparing the highest with the lowest in-
take category. According to a meta-analysis of 15 randomized
controlled trials, consumption of marine n-3 PUFAs can lead to
a 17% reduction in premature deaths (131), whereas a more re-
cent meta-analysis showed no association between n-3 fatty acid
supplementation and risk of all-cause mortality and CVD (132).

Although the risk-decreasing potential of fish is well established
and confirmed by the results of our meta-analysis, the unavoid-
able presence of environmental contaminants (133) should be also
taken into account when larger amounts are consumed. Many
large US cohort studies have consistently found evidence of an
association between red and processed meats and an increased
risk of all-cause mortality (119, 121). Analyses of the EPIC
(European Prospective Investigation into Cancer and Nutrition)
cohort showed a slight J-shaped positive association between red
meat consumption and all-cause mortality; the lowest risk was
identified among participants with low to moderate meat con-
sumption (120). Despite not finding a linear association between
SSBs and all-cause mortality risk in our study, the nonlinear
analyses showed a 7% higher risk with increasing intake of SSBs
up to w250 mL/d. Furthermore, a recent meta-analysis showed
a 22% increase in the risk of CVD for each additional serving of
SSBs per day (134).

We are not arguing that the consumption of the investigated
food groups are per se causally related to mortality, but rather that
the study results and their synthesis via meta-analyses reflect
underlying specific biological relations related to the etiology of
chronic diseases and/or preclinical disorders and risk factors.
Therefore, the end point “mortality” and even “cause-specific
mortality” could be considered as important public health
markers for the impact of dietary factors on the disease spec-
trum, and as general measures of potential disease reduction.
The investigation of single food groups (or other dietary factors)
with respect to mortality is based on the paradigm that com-
pounds of the food groups can be linked to specific disease
mechanisms because of their biological activity and other
physiologic properties. For example, protective effects of whole
grains, fruits, vegetables, nuts, and fish might be explained by anti-
inflammatory, antioxidative, antiproliferative, or chemopreventive
mechanisms, which have been described for a number of bio-
active compounds (e.g., fiber, minerals, trace elements, vitamins,
carotenoids, polyphenols, alkylresorcinols, omega-3 fatty acids)

TABLE 1

Relative risks from nonlinear dose-response analysis of 12 predefined food groups and all-cause mortality according to servings per day1

Associations by food group

Servings per day

0 1 2 3 4 5 6

Inverse association

Whole grains (30 g/d) 1.00 0.91 (0.89, 0.92) 0.84 (0.82, 0.86) 0.79 (0.76, 0.83) NA NA NA

Vegetables (80 g/d) 1.00 0.94 (0.93, 0.96) 0.91 (0.89, 0.93) 0.89 (0.87, 0.92) 0.89 (0.87, 0.91) 0.89 (0.87, 0.91) 0.89 (0.86, 0.92)

Fruit (80 g/d) 1.00 0.94 (0.93, 0.96) 0.91 (0.89, 0.93) 0.90 (0.88, 0.93) 0.91 (0.88, 0.93) 0.92 (0.89, 0.94) 0.92 (0.89, 0.95)

Nuts (28 g/d) 1.00 0.85 (0.82, 0.89) NA NA NA NA NA

Legumes (100 g/d) 1.00 0.90 (0.85, 0.96) NA NA NA NA NA

Fish (100 g/d) 1.00 0.93 (0.90, 0.96) 0.90 (0.84, 0.96) NA NA NA NA

Positive association

Eggs (55 g/d) 1.00 1.07 (1.01, 1.15) NA NA NA NA NA

Red meat (85 g/d) 1.00 1.16 (1.14, 1.18) 1.35 (1.32, 1.38) NA NA NA NA

Processed meat (30 g/d) 1.00 1.12 (1.10, 1.14) 1.20 (1.17, 1.23) 1.28 (1.23, 1.32) 1.35 (1.28, 1.41) NA NA

Sugar-sweetened beverages

(250 mL/d)

1.00 1.07 (1.01, 1.14) NA NA NA NA NA

Inverse and positive association

Dairy (200 g/d) 1.00 0.97 (0.95, 0.99) 0.99 (0.97, 1.01) 1.04 (1.01, 1.07) 1.11 (1.05, 1.17) 1.16 (1.08, 1.23) NA

No association

Refined grains (30 g/d) 1.00 0.96 (0.92, 1.01) 0.96 (0.90, 1.02) 0.97 (0.91, 1.05) 1.00 (0.92, 1.08) 1.03 (0.92, 1.16) NA

1Values are risk ratios (95% CIs). NA, not applicable.
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(135, 136). On the other hand, unfavorable effects of food groups
such as red and processed meats might be based on opposite
effects (proinflammatory, pro-oxidative, or carcinogenic com-
pounds) triggered by nitrosamines, iron, or SFAs (137). The
detrimental effects observed for SSBs may be partly attributed to
impairments of the otherwise working regulation of hunger and
satiety (138).

The investigated food groups are often part of dietary patterns
or diet quality indexes, such as the Mediterranean diet, vegetarian
diet, or Healthy Eating indexes. A meta-analysis of nearly 5
million subjects reported an 8% reduction of overall mortality for
each 2-point increase in adherence to the Mediterranean diet
(139). Moreover, in a recent meta-analysis high adherence to the
Healthy Eating Index was associated with a 22% lower risk of
mortality (9)

Strengths and limitations

Dietary information of most of the included studies derives
from food frequency questionnaires, which represent a subjective
approximation of past dietary behaviors rather than an assess-
ment of absolute intakes. Hence, our results may reveal higher
accuracy than is actually available (140). Substantial heteroge-
neity was found with respect to the analyzed population size,
follow-up duration, baseline age, and food consumption. We
conducted subgroup analyses for sex, follow-up duration, geo-
graphic location, number of cases, and dietary assessment
methods in order to explore high degrees of statistical hetero-
geneity. Overall, for most food groups, high levels of statistical
heterogeneity persisted in subgroup analyses. People with a high
intake of whole grains, fruits, vegetables, fish, nuts, or legumes
might have different lifestyles or a different socioeconomic status
from those with lower intakes, representing important con-
founders (141). However, our main results were confirmed by
sensitivity analyses including only studies with a low risk of bias
[adjusted for important lifestyle factors (smoking, physical ac-
tivity, and BMI)]. Another important limitation was the in-
dication of small study effects such as publication bias in the
analyses of vegetables, fruits, nuts, dairy products, and red meat.
The results of the nonlinear association between dairy and all-
cause mortality should be interpreted with caution because
these observations were largely influenced by 2 cohort studies
showing a strong positive association (93). Among the strengths
of the present meta-analysis are the a priori published systematic
review protocol (14), the comprehensive literature search, and the
large numbers of prospective studies, death cases, and food
groups included. Furthermore, we performed different types of
analyses (high compared with low intake, dose-response meta-
analysis, nonlinear dose-response analysis, and subgroup and
sensitivity analyses), which allowed us to detect associations
where the relation was nonlinear and find an optimal con-
sumption with the lowest risk of all-cause mortality. Finally, we
assessed the quality of the studies using meta-evidence for each
food group through use of the NutriGrade scoring system.

In conclusion, an optimal intake of whole grains, vegetables,
fruits, nuts, legumes, and fish, as well as reduced consumption of
red and processed meats and SSBs, can lead to an important
decrease—by w80%—in the relative risk of premature death
when compared with intakes always from the highest risk cat-
egory. To obtain a complete picture, it seems useful to extend the

type of food groups and the clinical end points to be considered.
We will in the future develop methods that are able to rank foods
and diseases according to their contribution to the prevention of
chronic diseases.
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Bes-Rastrollo M, Beunza JJ, López del Burgo C, Toledo E, Carlos S,
Sánchez-Villegas A. The Mediterranean diet is associated with a re-
duction in premature mortality among middle-aged adults. J Nutr
2012;142:1672–8.

51. Nagura J, Iso H, Watanabe Y, Maruyama K, Date C, Toyoshima H,
Yamamoto A, Kikuchi S, Koizumi A, Kondo T, et al. Fruit, vegetable
and bean intake and mortality from cardiovascular disease among Jap-
anese men and women: the JACC Study. Br J Nutr 2009;102:285–92.

52. Nguyen B, Bauman A, Gale J, Banks E, Kritharides L, Ding D. Fruit
and vegetable consumption and all-cause mortality: evidence from
a large Australian cohort study. Int J Behav Nutr Phys Act 2016;13:9.

53. Olsen A, Egeberg R, Halkjaer J, Christensen J, Overvad K,
Tjonneland A. Healthy aspects of the Nordic diet are related to lower
total mortality. J Nutr 2011;141:639–44.

54. Oyebode O, Gordon-Dseagu V, Walker A, Mindell JS. Fruit and
vegetable consumption and all-cause, cancer and CVD mortality:
analysis of Health Survey for England data. J Epidemiol Community
Health 2014;68:856–62.

FOOD GROUPS AND MORTALITY 1471

Downloaded from https://academic.oup.com/ajcn/article-abstract/105/6/1462/4569801
by Universitat Koeln/Instut für Genetik user
on 19 March 2018



55. Sahyoun NR, Jacques PF, Russell RM. Carotenoids, vitamins C and
E, and mortality in an elderly population. Am J Epidemiol 1996;144:
501–11.

56. Shi Z, Zhang T, Byles J, Martin S, Avery JC, Taylor AW. Food habits,
lifestyle factors and mortality among oldest old Chinese: the Chinese
Longitudinal Healthy Longevity Survey (CLHLS). Nutrients 2015;7:
7562–79.

57. Stefler D, Pikhart H, Kubinova R, Pajak A, Stepaniak U, Malyutina S,
Simonova G, Peasey A, Marmot MG, Bobak M. Fruit and vegetable
consumption and mortality in Eastern Europe: longitudinal results
from the Health, Alcohol and Psychosocial Factors in Eastern Europe
study. Eur J Prev Cardiol 2016;23:493–501.

58. Strandhagen E, Hansson PO, Bosaeus I, Isaksson B, Eriksson H. High
fruit intake may reduce mortality among middle-aged and elderly men.
The Study of Men Born in 1913. Eur J Clin Nutr 2000;54:337–41.

59. Tognon G, Lissner L, Saebye D, Walker KZ, Heitmann BL. The
Mediterranean diet in relation to mortality and CVD: a Danish cohort
study. Br J Nutr 2014;111:151–9.

60. Tucker KL, Hallfrisch J, Qiao N, Muller D, Andres R, Fleg JL. The
combination of high fruit and vegetable and low saturated fat intakes
is more protective against mortality in aging men than is either alone:
the Baltimore Longitudinal Study of Aging. J Nutr 2005;135:556–61.

61. Whiteman D, Muir J, Jones L, Murphy M, Key T. Dietary questions as
determinants of mortality: the OXCHECK experience. Public Health
Nutr 1999;2:477–87.

62. Zhang X, Shu XO, Xiang YB, Yang G, Li H, Gao J, Cai H, Gao YT,
Zheng W. Cruciferous vegetable consumption is associated with
a reduced risk of total and cardiovascular disease mortality. Am J Clin
Nutr 2011;94:240–6.

63. Atkins JL, Whincup PH, Morris RW, Lennon LT, Papacosta O,
Wannamethee SG. High diet quality is associated with a lower risk of
cardiovascular disease and all-cause mortality in older men. J Nutr
2014;144:673–80.

64. Limongi F, Noale M, Gesmundo A, Crepaldi G, Maggi S; for the
ILSA Working Group. Adherence to the Mediterranean diet and all-
cause mortality risk in an elderly Italian population: data from the
ILSA study. J Nutr Health Aging 2016 Sept 89 (Epub ahead of print;
DOI: 10.1007/s12603-016-0808-9).

65. Prinelli F, Yannakoulia M, Anastasiou CA, Adorni F, Di Santo SG,
Musicco M, Scarmeas N, Correa Leite ML. Mediterranean diet and
other lifestyle factors in relation to 20-year all-cause mortality: a co-
hort study in an Italian population. Br J Nutr 2015;113:1003–11.

66. Knekt P, Jarvinen R, Reunanen A, Maatela J. Flavonoid intake and
coronary mortality in Finland: a cohort study. BMJ 1996;312:478–81.

67. Hodgson JM, Prince RL, Woodman RJ, Bondonno CP, Ivey KL,
Bondonno N, Rimm EB, Ward NC, Croft KD, Lewis JR. Apple intake
is inversely associated with all-cause and disease-specific mortality in
elderly women. Br J Nutr 2016;115:860–7.

68. Bao Y, Han J, Hu FB, Giovannucci EL, Stampfer MJ, Willett WC,
Fuchs CS. Association of nut consumption with total and cause-
specific mortality. N Engl J Med 2013;369:2001–11.

69. Eslamparast T, Sharafkhah M, Poustchi H, Hashemian M,
Dawsey SM, Freedman ND, Boffetta P, Abnet CC, Etemadi A,
Pourshams A, et al. Nut consumption and total and cause-specific
mortality: results from the Golestan Cohort Study. Int J Epidemiol
2016 Mar 5 (Epub ahead of print; DOI: 10.1093/ije/dyv365).

70. Gopinath B, Flood VM, Burlutksy G, Mitchell P. Consumption of nuts
and risk of total and cause-specific mortality over 15 years. Nutr
Metab Cardiovasc Dis 2015;25:1125–31.

71. Luu HN, Blot WJ, Xiang YB, Cai H, Hargreaves MK, Li H, Yang G,
Signorello L, Gao YT, Zheng W, et al. Prospective evaluation of the
association of nut/peanut consumption with total and cause-specific
mortality. JAMA Intern Med 2015;175:755–66.

72. Blomhoff R, Carlsen MH, Andersen LF, Jacobs DR Jr. Health benefits of
nuts: potential role of antioxidants. Br J Nutr 2006;96(Suppl 2):S52–60.

73. Bonaccio M, Di Castelnuovo A, De Curtis A, Costanzo S, Bracone F,
Persichillo M, Donati MB, de Gaetano G, Iacoviello L. Nut con-
sumption is inversely associated with both cancer and total mortality
in a Mediterranean population: prospective results from the Moli-sani
study. Br J Nutr 2015;114:804–11.

74. Fernández-Montero A, Bes-Rastrollo M, Barrio-López MT, Fuente-
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