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Abstract
Background and Purpose—To date, few studies have examined associations between the
wide range of flavonoid sub-classes and risk of ischemic, hemorrhagic and total stroke.

Methods—We conducted a prospective study among 69,622 women from the Nurses’ Health
Study. Total flavonoid and sub-class intakes were calculated from semi-quantitative food
frequency questionnaires collected every 4 years using an updated and extended US Department
of Agriculture (USDA) flavonoid database.

Results—During 14 years of follow-up, 1803 incident strokes were confirmed. After adjusting
for potential confounders, women in the highest compared to lowest quintile of flavanone intake
had a relative risk (RR) of ischemic stroke of 0.81 and 95% CI = 0.66-0.99, p= 0.04). Citrus fruits/
juices, the main dietary source of flavanones, tended to be associated with a reduced risk for
ischemic stroke (RR= 0.90 and 95% CI = 0.77-1.05), comparing extreme quintiles.

Conclusions—Total flavonoid intake was not inversely associated with risk of stroke; however,
increased intake of the flavanone sub-class was associated with a reduction in risk of ischemic
stroke. Citrus fruit consumption may be associated with a reduction in stroke risk, and
experimental data support these epidemiological associations that the flavanone content of citrus
fruits may potentially be cardioprotective. Further prospective studies are needed to confirm these
associations.
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Introduction
A healthy lifestyle and adherence to a DASH-style or Mediterranean diet, high in fruits,
vegetables and total flavonoids, are associated with reduced stroke risk1-3. Higher fruit and
vegetable intake, per se, has also been associated with reduced risk of stroke, 4 and dietary
flavonoids may explain some of this protective association. Experimental evidence suggests
several protective mechanisms including improving vascular endothelial function, exerting
neuroprotective and anti-inflammatory effects5-7, enhancing nitric oxide (NO) production
and binding to thromboxane A2 receptors 8-11.

However, the relative impact of different dietary flavonoid sub-classes on risk of stroke is
unclear and small differences in chemical structure between sub-classes can alter
bioactivity 10. For several sub-classes, including the anthocyanins, flavanones and flavonols
emerging in vitro and epidemiological data support a reduction in risk of ischemic stroke
with increased intake 5,10. A higher intake of anthocyanins was associated with a 12%
reduction in risk of hypertension, a potent risk factor for stroke12, and citrus fruits, a rich
source of flavanones reduced ischemic stroke risk 13,14 although two studies that previously
assessed flavanone intake did not observed protective effects in relation to risk of ischemic
stroke15,16. Most previous prospective studies have predominantly focused on the flavonol
sub-class with equivocal findings 15, 1716, 18, 19, However a recent meta-analysis showed that
a high flavonol intake was associated with a reduced risk of both fatal and non-fatal
stroke20. Potential reasons for the inconsistent findings may relate to measurement error in
dietary assessment or the lack of availability of comprehensive food composition tables
covering the range of flavonoid subclasses. Therefore no previous published prospective
studies on stroke had the opportunity to use an updated food database that integrated levels
of intake of the wide range of sub-classes consumed in the habitual diet 21,22.

Using the updated database to more accurately assess intake, we examined the relationship
of the six main sub-classes of flavonoids commonly consumed in the US diet, flavanones,
anthocyanins, flavan-3-ols, flavonoid polymers, flavonols, and flavones, with risk of
ischemic, hemorrhagic and total stroke. We hypothesized, on the strength of the available
mechanistic and human data that a high intake of anthocyanins, flavanones and flavonols
would be associated with a reduced risk of ischemic stroke.

Methods
Study population

In 1976 the Nurses’ Health Study (NHS) enrolled 121,700 female nurses aged 30-55 who
returned a mailed questionnaire regarding lifestyle and medical history 23. Participants
received follow-up questionnaires biennially to record newly diagnosed illnesses and to
update lifestyle factors, and every four years received semi-quantitative food frequency
questionnaires (FFQ)24,25. The FFQ from 1990 was used as baseline because of the
inclusion of a sufficient number of fruits and vegetables to more accurately estimate
flavonoid intake. In 1990, a total of 80,332 women completed the FFQ. Those who had
implausible values for total caloric intake (<500 or >3500 kcal/d) or too many missing items
were excluded (1,448), resulting in 78,884 with FFQ data. We excluded those who reported
a history of CVD or cancer prior to 1990 (9,262), leaving a total of 69,622 women for this
analysis. We stopped updating dietary information if cancer or CVD was diagnosed during
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follow-up, although these individuals continued to contribute follow-up time. The
institutional review board at Brigham and Women’s Hospital reviewed and approved this
study and participants provided implied consent by virtue of returning their questionnaires.

Assessment of flavonoid intakes
Dietary intake data were collected from NHS participants in 1990 and subsequently every
four years. FFQs administered prior to 1990 contained fewer questions on specific
flavonoid-rich fruits and vegetables (for example, onions were absent from questionnaires
before 1990). A database for assessment of intake of the different flavonoid sub-classes was
constructed as previously described 12. Intakes of individual compounds were calculated as
the sum of the consumption frequency of each food multiplied by the content of the specific
flavonoid for the specified portion size. We derived intakes of the six main sub-classes
commonly consumed in the US diet; specifically, flavanones (eriodictyol, hesperetin,
naringenin), anthocyanins (cyanidin, delphinidin, malvidin, pelargonidin, petunidin,
peonidin), flavan-3-ols (catechins, epicatachins), flavonols (quercetin, kaempferol,
myricetin, isohamnetin), flavones (luteolin, apigenin) and polymers (including
proanthocyanidins, theaflavins and thearubigins). Total flavonoid intakes were derived by
addition of the component sub-classes (flavanones, anthocyanins, flavan-3-ols, polymers,
flavonols, flavones). Cumulative intakes (energy adjusted) were calculated for a given
questionnaire cycle by averaging the intake for the current and preceding FFQs 26. The
validity and reproducibility of the FFQs have been reported previously; for example
correlations between several major dietary sources of flavonoids including fruits, vegetables,
tea and wine measured by diet-records and FFQ were 0.70, 0.50, 0.77 and 0.83
respectively 27,28.

Outcome assessment
We requested permission to review medical records of all participants who reported a
physician diagnosis of a stroke during follow-up. Physicians blinded to risk factor status
reviewed the medical records. Cerebrovascular pathology due to infection, trauma or
malignancy was excluded and “silent” strokes discovered only by radiologic imaging were
also excluded. Strokes were confirmed using the National Survey of Stroke criteria, 29

requiring neurological deficit of rapid or sudden onset lasting ≥24 hours or until death. Fatal
strokes were identified by next of kin, postal authorities, or the National Death Index and
confirmed by medical records, autopsy reports, and death certificates with stroke listed as
the underlying cause. We categorized types of stroke as ischemic (embolic or thrombotic),
hemorrhagic (subarachnoid or intraparenchymal), and unknown. Strokes that required
hospitalization and for which confirmatory information was obtained but medical records
were unavailable were designated as probable (25% of total strokes). Because the exclusion
of probable strokes did not alter the results, we included both confirmed and probable
strokes in this analysis.

Statistical methods
Participants contributed person-time of follow-up from the date of return of the 1990
questionnaire to the date of stroke diagnosis, death, or end of follow-up (June 2006).
Mantel-Haenzel age-adjusted incidence rate ratios (RR) and 95% confidence intervals (CI)
were obtained relative to the incidence rates among those in the lowest quintile of nutrient of
interest. We used Cox proportional-hazard modeling to assess the associations between
different flavonoid sub-classes and risk of stroke. We used separate models for ischemic and
hemorrhagic stroke, given that the underlying biological mechanisms for the subtypes may
differ. In multivariate models, we adjusted for age (continuous), body mass index (BMI;
<25, 25-29.9, or ≥30 kg/m2), physical activity (metabolic equivalents/week, in quintiles),
alcohol consumption (0, 0.1-4.9, 5-14.9, 15-29.9, ≥30 g/day), energy intake (kcal/day, in
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quintiles), use of multivitamin supplements (yes, no), use of aspirin (non-user, <6/week, 6+
per week), menopausal status (premenopausal, dubious menopause, postmenopausal),
postmenopausal hormone use (never, past, or current hormone use), smoking (never, past
and current), and history of type 2 diabetes, CHD, hypercholesterolemia, hypertension. We
stopped updating dietary information if cancer (all except non-melanoma skin cancer) or
CHD was diagnosed. All analyses were conducted with the SAS software, version 9 (SAS
Institute, Inc., Cary, North Carolina). All p values are two sided.

In secondary analyses, we stratified by hypertension and aspirin use, which were updated
through follow-up, to evaluate potential interactions.

Results
During 14 years of follow-up among the 69,622 participants included in the analyses, we
documented 1803 cases of stroke (943 ischemic, 253 hemorrhagic and 607 of unknown
type). Baseline characteristics of the study population according to quintiles of total
flavonoid intake are presented in Table 1. Women with higher total flavonoid intake tended
to smoke less, exercise more, have greater intakes of fiber, folate, fruits and vegetables, but
lower intakes of caffeine and alcohol.

The median intake of total flavonoids was 232 mg/d and the median intakes of the flavonoid
sub-classes across quintiles are shown in Table 1. The polymer subclass contributed most to
total flavonoid intake while the contribution to total intake from flavones was negligible.
Tea was the main food contributor to total flavonoid intake, with apples and oranges/orange
juice as other significant contributors. Flavan-3-ols were predominantly consumed from tea,
while blueberries were the main source of anthocyanins, and oranges/orange juice were the
main contributors to flavanone and flavone intake (Supplement Figure 1).

Flavanone intake was inversely related to risk of ischemic stroke; women in the top quintile
of flavanone intake had a relative risk (RR) of 0.81 and 95% CI = 0.66-0.99, p for trend
=0.1, Quintile 5 vs. Quintile 1 (Q5 v Q1), p=0.038) compared with those in the lowest
quintile (Table 2). When we further adjusted for calcium or magnesium the results were not
materially altered (data not shown). Given that 95% of the flavanones were derived from
citrus fruit and juice consumption (Supplement Figure 1), a high intake of citrus fruits/juice
tended to be associated with a reduced risk of ischemic stroke (RR 0.90 and 95% CI=
0.77-1.05, Q5 vs. Q1). Citrus fruits and juices contain other constituents that may reduce the
risk of stroke, including Vitamin C and potassium. The addition of vitamin C to the
flavanone multivariate model had little effect on the RR (0.80 and 95% CI = 0.64-0.99),
while potassium slightly attenuated the association (RR 0.83 and 95% CI = 0.67-1.03).

In models adjusting for age and smoking, flavone intake was inversely associated with risk
of total and ischemic stroke; however the relative risk was attenuated following further
adjustment for stroke risk factors (Table 2 and Supplement Table A).

There were no significant associations between any sub-class and hemorrhagic stroke
(Supplement Table B). We stratified by hypertension and aspirin use to investigate if these
factors modified the relationship between flavonoid sub-class intake and risk of stoke but
there were no significant effect modifications (p for interaction >0.05).

Discussion
To our knowledge, this is the first prospective study to examine the main dietary flavonoid
sub-classes on risk of stroke using an updated, comprehensive food database 12. Over 14
years of follow-up, high flavanone intake was associated with a 19% lower risk of ischemic
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stroke, a finding that fits with existing data on the protective effect of citrus fruit
consumption 4,13,14. The main dietary sources of flavanones were orange and grapefruit
juices (63%), oranges (34%), AND grapefruits (4.8%) (Supplement Figure 1) and in food-
based analyses we similarly observed a trend towards an inverse association for citrus fruit
intake and total and ischemic stroke (RR 0.90 and 95% CI = 0.77-1.05, Q5 vs. Q1). On a
mg/100g basis, oranges are a richer source of flavanones, however given the frequency of
consumption of fruit juices, juices are the main source in the US diet 22. Given the higher
flavanone content of citrus fruits and the sugar content of commercial fruit juices, public
health recommendations should focus on increasing citrus fruit intake.

In two previous prospective studies, citrus fruit (including juice) intake but not intake of
other fruits protected against risk of ischemic stroke and intracerebral hemorrhage 13,14.
Vitamin C has often been cited as the potentially protective constituent and plasma vitamin
C levels are inversely associated with stroke risk3. In our analyses, vitamin C intake was not
associated with a reduction in total or ischemic stroke risk (data not shown). The addition of
vitamin C to our model did not substantially attenuate the relationship between flavanones
and ischemic stroke risk, suggesting that flavanones may be another important
cardioprotective constituent of citrus fruits. However in a population-based study like ours it
is impossible to disentangle the relative influence of all the constituents of citrus fruits. The
risk reductions we observe with increased flavanone intake are supported by experimental
data as naringenin and hesperetin exert a diverse array of neuroprotective effects in vitro by
interacting with MAPK, P13 kinase/Akt and PKC signaling pathways 30-32. Recently
naringinen was the most potent anti-inflammatory flavonoid tested; it inhibited iNOS
expression and NO release due to its ability to inhibit p38 MAPK and STAT-1
phosphorylation/activation 32. The flavanone hesperetin has also been shown to increase NO
release from endothelial cells and up-regulate eNOS expression 33.

We observed a modest inverse association between a higher intake of flavones and
anthocyanins and risk of total and ischemic stroke, although these data did not reach
statistical significance. Growing in vitro mechanistic evidence suggest potential beneficial
effects of specific flavonoids and their biologically active metabolites in reducing ischemic
stroke development including inhibitory effects on platelet function, thrombosis,
inflammation, and protection against ischemia-reperfusion injury and arrhythmia 10,34.
Specifically, for several sub-classes, including flavones and anthocyanins evidence is
emerging for beneficial effects by suppressing neuro-inflammation and improving cerebral
blood flow 5. Flavonoid metabolites may inhibit platelet function through multiple
mechanisms (included blocking Fyn kinase activity and the tyrosine phosphorylation of Syk
and PLCg2 following internalisation) which are differentially influenced by specific
structural characteristics10; key structural attributes for the inhibition of platelet function
include a B-ring catechol moiety, presence of a planar C-4 substitution and C-3
hydroxylated C ring 10 at concentrations known to be achieved in plasma following
ingestion of flavone- and flavonol-rich foods 8,9.

We found no evidence for an inverse association for flavonols and risk of total, ischemic or
hemorrhagic stroke. This contrasts with important data from a recent meta-analysis 35 which
showed that a higher intake of flavonols was associated with a lower risk of stroke. Habitual
intakes of flavonols in our study were low (median intake 14.5mg/d) while median intake of
flavanones were much higher (30.4 mg/d). Further studies are therefore required to examine
the effects of flavonols on stroke risk, particularly focusing on stroke type as we had few
hemorrhagic stroke cases (n=253).

To date, most previous cohort studies have focused specifically on the flavonol
quercetin 17, 35, or specific flavonoid-rich foods like tea 36. In the Iowa women’s study, no
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association between intake of any flavonoid sub-class and stroke mortality was observed
however data on non-fatal stroke were not available 16. In the Finnish study, men in the
highest, compared to lowest quartile of flavonol intake had a lower risk of ischemic stroke 15

Limitations of our study warrant discussion. Although we adjusted for possible confounders,
there is still the possibility of residual or unmeasured confounding. However given our
detailed and updated adjustment for potential confounders it is unlikely that these would
account for the observed results. Although our follow-up rates exceed 85%, follow-up is not
perfect and could theoretically induce some dilution bias of effect estimates. We used
repeated measurements of diet to obtain a more accurate assessment of long-term flavonoid
intake and to reduce measurement error. Mean cumulative dietary flavonoid intakes were
calculated from a database developed using the most recent USDA databases 21, 22, with
additional input from other sources. These datasets allowed us to quantify a broad range of
flavonoid sub-class intakes more robustly than previous analyses. However there is wide
variability in flavonoid content of foods depending on geographical origin, growing season,
different cultivars, agricultural methods and processing and a lack of biomarkers to integrate
intake with the extensive metabolism these compounds undergo in vivo. Finally, it is
possible that our findings for flavonoid subclasses might be due to other nutrients found in
the foods that contribute most to these subclasses.

Increased consumption of fruits and vegetables has been associated with a reduced risk of
stroke. In a meta-analysis of existing cohort studies 4 those consuming 3-5 servings/day and
>5 servings/day had an 11% and 26% reduction in risk of stroke, compared to those
consuming <3 servings/day. However, these data could not determine which specific fruits/
vegetables or their constituents exerted these protective effects. Our findings suggest that
bioactive compounds present in citrus may potentially be associated with a reduced risk of
stroke. Further prospective studies are needed to confirm these associations together with
further molecular mechanistic data on flavanones to inform and optimize the design of
randomized trials of flavanone and citrus-based foods to potentially reduce ischemic stroke
risk.

Supplementary Material
Refer to Web version on PubMed Central for supplementary material.

Acknowledgments
We are indebted to the participants of the Nurses’ Health Study for their continued dedication and commitment

Funding sources

This study was supported by grants HL34594, CA87969 and HL088521 from the National Institutes of Health,
Department of Health and Human Services.

References
1. Fung TT, Chiuve SE, McCullough ML, Rexrode KM, Logroscino G, Hu FB. Adherence to a dash-

style diet and risk of coronary heart disease and stroke in women. Arch Intern Med. 2008; 168:713–
720. [PubMed: 18413553]

2. Fung TT, Rexrode KM, Mantzoros CS, Manson JE, Willett WC, Hu FB. Mediterranean diet and
incidence of and mortality from coronary heart disease and stroke in women. Circulation. 2009;
119:1093–1100. [PubMed: 19221219]

3. Myint PK, Luben RN, Welch AA, Bingham SA, Wareham NJ, Khaw KT. Plasma vitamin c
concentrations predict risk of incident stroke over 10 y in 20 649 participants of the european

Cassidy et al. Page 6

Stroke. Author manuscript; available in PMC 2013 April 01.

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript



prospective investigation into cancer norfolk prospective population study. Am J Clin Nutr. 2008;
87:64–69. [PubMed: 18175738]

4. He FJ, Nowson CA, MacGregor GA. Fruit and vegetable consumption and stroke: Meta-analysis of
cohort studies. Lancet. 2006; 367:320–326. [PubMed: 16443039]

5. Spencer JP. Flavonoids and brain health: Multiple effects underpinned by common mechanisms.
Genes Nutr. 2009; 4:243–250. [PubMed: 19685255]

6. Schewe T, Steffen Y, Sies H. How do dietary flavanols improve vascular function? A position
paper. Arch Biochem Biophys. 2008; 476:102–106. [PubMed: 18358827]

7. Hooper L, Kroon PA, Rimm EB, Cohn JS, Harvey I, Le Cornu KA, et al. Flavonoids, flavonoid-rich
foods, and cardiovascular risk: A meta-analysis of randomized controlled trials. Am J Clin Nutr.
2008; 88:38–50. [PubMed: 18614722]

8. Hubbard GP, Wolffram S, Lovegrove JA, Gibbins JM. Ingestion of quercetin inhibits platelet
aggregation and essential components of the collagen-stimulated platelet activation pathway in
humans. J Thromb Haemost. 2004; 2:2138–2145. [PubMed: 15613018]

9. Hubbard GP, Wolffram S, de Vos R, Bovy A, Gibbins JM, Lovegrove JA. Ingestion of onion soup
high in quercetin inhibits platelet aggregation and essential components of the collagen-stimulated
platelet activation pathway in man: A pilot study. Br J Nutr. 2006; 96:482–488. [PubMed:
16925853]

10. Wright B, Moraes LA, Kemp CF, Mullen W, Crozier A, Lovegrove JA, et al. A structural basis for
the inhibition of collagen-stimulated platelet function by quercetin and structurally related
flavonoids. Br J Pharmacol. 2010; 159:1312–1325. [PubMed: 20148891]

11. Freedman JE, Parker C 3rd, Li L, Perlman JA, Frei B, Ivanov V, et al. Select flavonoids and whole
juice from purple grapes inhibit platelet function and enhance nitric oxide release. Circulation.
2001; 103:2792–2798. [PubMed: 11401934]

12. Cassidy A, O’Reilly EJ, Kay C, Sampson L, Franz M, Forman J, et al. Habitual intake of flavonoid
subclasses and incident hypertension in adults. Am J Clin Nutr. 2010 Nov 24. E pub ahead of
print.

13. Mizrahi A, Knekt P, Montonen J, Laaksonen MA, Heliovaara M, Jarvinen R. Plant foods and the
risk of cerebrovascular diseases: A potential protection of fruit consumption. Br J Nutr. 2009;
102:1075–1083. [PubMed: 19646291]

14. Johnsen SP, Overvad K, Stripp C, Tjonneland A, Husted SE, Sorensen HT. Intake of fruit and
vegetables and the risk of ischemic stroke in a cohort of danish men and women. Am J Clin Nutr.
2003; 78:57–64. [PubMed: 12816771]

15. Mursu J, Voutilainen S, Nurmi T, Tuomainen TP, Kurl S, Salonen JT. Flavonoid intake and the
risk of ischaemic stroke and cvd mortality in middle-aged finnish men: The kuopio ischaemic
heart disease risk factor study. Br J Nutr. 2008; 100:890–895. [PubMed: 18377681]

16. Mink PJ, Scrafford CG, Barraj LM, Harnack L, Hong CP, Nettleton JA, et al. Flavonoid intake and
cardiovascular disease mortality: A prospective study in postmenopausal women. Am J Clin Nutr.
2007; 85:895–909. [PubMed: 17344514]

17. Keli SO, Hertog MG, Feskens EJ, Kromhout D. Dietary flavonoids, antioxidant vitamins, and
incidence of stroke: The zutphen study. Arch Intern Med. 1996; 156:637–642. [PubMed: 8629875]

18. Hirvonen T, Virtamo J, Korhonen P, Albanes D, Pietinen P. Intake of flavonoids, carotenoids,
vitamins c and e, and risk of stroke in male smokers. Stroke. 2000; 31:2301–2306. [PubMed:
11022054]

19. Knekt P, Isotupa S, Rissanen H, Heliovaara M, Jarvinen R, Hakkinen S, et al. Quercetin intake and
the incidence of cerebrovascular disease. Eur J Clin Nutr. 2000; 54:415–417. [PubMed: 10822289]

20. Hollman PC, Geelen A, Kromhout D. Dietary flavonol intake may lower stroke risk in men and
women. J Nutr. 2010; 140:600–604. [PubMed: 20089788]

21. Bhagwat, SA.; Haytowitz, DB.; Prior, RL.; Gu, L.; Hammerstone, J.; Gebhardt, SE., et al. [2008]
USDA database for proanthocyanidin content of selected foods. 2004.
http://www.nal.usda.gov/fnic/foodcomp/Data/PA/PA.pdf

22. Bhagwat, SA.; Gebhardt, SE.; Haytowitz, DB.; Holden, JM.; Harnly, JM. [2008] USDA database
for the flavonoid content of selected foods. Release 2.1. 2007.
http://www.nal.usda.gov/fnic/foodcomp/Data/Flav/Flav02-1.pdf

Cassidy et al. Page 7

Stroke. Author manuscript; available in PMC 2013 April 01.

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

http://www.nal.usda.gov/fnic/foodcomp/Data/PA/PA.pdf
http://www.nal.usda.gov/fnic/foodcomp/Data/Flav/Flav02-1.pdf


23. Colditz GA. The nurses’ health study: A cohort of us women followed since 1976. J Am Med
Womens Assoc. 1995; 50:40–44. [PubMed: 7722205]

24. Colditz GA, Manson JE, Hankinson SE. The nurses’ health study: 20-year contribution to the
understanding of health among women. J Womens Health. 1997; 6:49–62. [PubMed: 9065374]

25. Willett, WC. Nutritional epidemiology. New York (NY): Oxford University Press; 1998.

26. Hu FB, Stampfer MJ, Rimm E, Ascherio A, Rosner BA, Spiegelman D, Willett WC. Dietary fat
and coronary heart disease: A comparison of approaches for adjusting for total energy intake and
modeling repeated dietary measurements. Am J Epidemiol. 1999; 149:531–540. [PubMed:
10084242]

27. Feskanich D, Rimm EB, Giovannucci EL, Colditz GA, Stampfer MJ, Litin LB, et al.
Reproducibility and validity of food intake measurements from a semiquantitative food frequency
questionnaire. J Am Diet Assoc. 1993; 93:790–796. [PubMed: 8320406]

28. Salvini S, Hunter DJ, Sampson L, Stampfer MJ, Colditz GA, Rosner B, et al. Food-based
validation of a dietary questionnaire: The effects of week-to-week variation in food consumption.
Int J Epidemiol. 1989; 18:858–867. [PubMed: 2621022]

29. Walker AE, Robins M, Weinfeld FD. The national survey of stroke. Clinical findings. Stroke.
1981; 12:I13–44. [PubMed: 7222164]

30. Choi EJ, Ahn WS. Neuroprotective effects of chronic hesperetin administration in mice. Arch
Pharm Res. 2008; 31:1457–1462. [PubMed: 19023542]

31. Choi EM, Lee YS. Effects of hesperetin on the production of inflammatory mediators in il-1beta
treated human synovial cells. Cell Immunol. 2010; 264:1–3. [PubMed: 20538267]

32. Vafeiadou K, Vauzour D, Lee HY, Rodriguez-Mateos A, Williams RJ, Spencer JP. The citrus
flavanone naringenin inhibits inflammatory signalling in glial cells and protects against
neuroinflammatory injury. Arch Biochem Biophys. 2009; 484:100–109. [PubMed: 19467635]

33. Liu L, Xu DM, Cheng YY. Distinct effects of naringenin and hesperetin on nitric oxide production
from endothelial cells. J Agric Food Chem. 2008; 56:824–829. [PubMed: 18197618]

34. Heiss C, Schroeter H, Balzer J, Kleinbongard P, Matern S, Sies H, et al. Endothelial function, nitric
oxide, and cocoa flavanols. J Cardiovasc Pharmacol. 2006; 47(Suppl 2):S128–135. discussion
S172-126. [PubMed: 16794450]

35. Hollman PC, Geelen A, Kromhout D. Dietary flavonol intake may lower stroke risk in men and
women. J Nutr. 2010; 140:600–604. [PubMed: 20089788]

36. Sesso HD, Paffenbarger RS Jr, Oguma Y, Lee IM. Lack of association between tea and
cardiovascular disease in college alumni. Int J Epidemiol. 2003; 32:527–533. [PubMed:
12913023]

Cassidy et al. Page 8

Stroke. Author manuscript; available in PMC 2013 April 01.

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript



N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

Cassidy et al. Page 9

TA
B

LE
 1

A
ge

-s
ta

nd
ar

di
ze

d 
ba

se
lin

e 
ch

ar
ac

te
ri

st
ic

s 
of

 6
96

22
 w

om
en

 in
 th

e 
N

ur
se

s’
 H

ea
lth

 S
tu

dy
, a

cc
or

di
ng

 to
 q

ui
nt

ile
s 

of
 to

ta
l f

la
vo

no
id

 in
ta

ke
 in

 1
99

0

Q
ui

nt
ile

s 
(Q

) 
of

 t
ot

al
 f

la
vo

no
id

 in
ta

ke

Q
1

Q
2

Q
3

Q
4

Q
5

T
ot

al
 F

la
vo

no
id

s 
(m

g/
d)

96
.8

16
1.

7
23

2.
0

35
6.

3
76

1.
2

P
os

tm
en

op
au

sa
l %

70
69

69
70

69

H
is

to
ry

 o
f 

hi
gh

 c
ho

le
st

er
ol

 %
36

38
37

38
37

H
is

to
ry

 o
f 

di
ab

et
es

 %
4

4
4

4
5

H
is

to
ry

 o
f 

hy
pe

rt
en

si
on

 %
30

29
29

30
30

C
ur

re
nt

 s
m

ok
in

g,
 %

27
17

13
12

14

C
ur

re
nt

 p
os

tm
en

op
au

sa
l h

or
m

on
e 

us
e 

%
26

29
30

30
28

A
lc

oh
ol

 g
/d

6.
5

5.
7

5.
0

4.
5

3.
8

R
eg

ul
ar

 a
sp

ir
in

 u
se

 (
6+

 t
ab

le
ts

 p
er

 w
ee

k)
10

10
10

10
10

B
M

I 
kg

/m
2

26
.0

25
.7

25
.6

25
.5

25
.6

M
ul

ti
vi

ta
m

in
 u

se
rs

 %
34

38
40

39
38

P
hy

si
ca

l a
ct

iv
it

y 
m

et
s/

w
k

13
.1

15
.8

16
.7

17
.4

15
.2

E
ne

rg
y 

in
ta

ke
 (

K
ca

l/d
)

17
86

18
12

17
98

17
47

15
95

C
af

fe
in

e 
m

g/
d

29
6

26
1

25
1

24
5

27
0

F
ib

er
 g

/d
15

.2
17

.6
19

.0
19

.6
18

.9

F
ru

it
s 

an
d 

ve
ge

ta
bl

es
 (

po
rt

io
ns

/d
)

4.
7

6.
0

6.
7

6.
9

6.
0

W
ho

le
gr

ai
ns

 g
/d

16
.0

19
.2

20
.2

20
.5

19
.9

F
ol

at
e 

ug
/d

37
0

42
1

44
5

45
5

46
2

C
al

ci
um

 m
g/

d
94

1
99

0
10

05
10

00
97

8

So
di

um
 m

g/
d

18
96

18
43

18
21

18
07

18
37

P
ot

as
si

um
 m

g/
d

26
12

28
21

29
34

29
82

29
90

M
ag

ne
si

um
 m

g/
d

28
1

30
2

31
0

31
2

30
9

O
m

eg
a 

3 
g/

d
1.

2
1.

2
1.

2
1.

2
1.

2

F
la

vo
no

ls
 m

g/
d

9.
6

12
.5

15
.3

19
.6

34
.3

F
la

vo
ne

s 
m

g/
d

1.
0

1.
7

2.
0

2.
1

2.
0

F
la

vo
no

ne
s 

m
g/

d
18

.9
35

.5
44

.3
48

.4
44

.9

Stroke. Author manuscript; available in PMC 2013 April 01.



N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

Cassidy et al. Page 10

Q
ui

nt
ile

s 
(Q

) 
of

 t
ot

al
 f

la
vo

no
id

 in
ta

ke

Q
1

Q
2

Q
3

Q
4

Q
5

F
la

va
n-

3-
ol

s 
m

g/
d

8.
6

15
.1

25
.1

51
.9

17
5.

0

A
nt

ho
cy

an
in

s 
m

g/
d

5.
8

10
.3

13
.6

16
.6

16
.5

P
ol

ym
er

s 
m

g/
d

48
.6

86
.7

13
4

22
7

66
9

A
ll 

va
ri

ab
le

s 
ar

e 
ag

e-
st

an
da

rd
iz

ed
; a

ll 
nu

tr
ie

nt
s 

ar
e 

en
er

gy
 a

dj
us

te
d

Stroke. Author manuscript; available in PMC 2013 April 01.



N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

Cassidy et al. Page 11

Ta
bl

e 
2

Fl
av

on
oi

d 
su

b-
cl

as
s 

in
ta

ke
 a

nd
 r

is
k 

of
 is

ch
em

ic
 s

tr
ok

e 
am

on
g 

69
,6

22
 w

om
en

 in
 th

e 
N

ur
se

s’
 H

ea
lth

 S
tu

dy
.

Q
ui

nt
ile

s 
(Q

) 
of

 f
la

vo
no

id
 in

ta
ke

 s
ub

cl
as

se
s

Q
1

Q
2

Q
3

Q
4

Q
5

P
 f

or
 t

re
nd

F
la

vo
no

ls
 (

m
g/

d)
<

10
.1

5
10

.1
6-

13
.6

2
13

.6
3-

17
.8

6
17

.8
7-

25
.1

4
>

25
.1

4

N
o.

 o
f 

IS
C

H
E

M
IC

 S
T

R
O

K
E

 c
as

es
19

1
18

1
16

9
20

3
19

9

N
o.

 o
f 

pe
rs

on
 y

ea
rs

10
61

93
10

65
45

10
63

75
10

63
31

10
63

54

A
ge

 a
nd

 s
m

ok
in

g 
R

R
 (

95
%

 C
I)

1.
0

0.
91

(0
.7

4-
1.

12
)

0.
84

(0
.6

8-
1.

03
)

0.
96

(0
.7

8-
1.

17
)

0.
94

(0
.7

7-
1.

14
)

0.
94

M
ul

ti
va

ri
at

e 
m

od
el

* R
R

 (
95

%
 C

I)
1.

0
0.

94
(0

.7
6-

1.
15

)
0.

87
(0

.7
0-

1.
07

)
1.

00
(0

.8
2-

1.
22

)
0.

96
(0

.7
9-

1.
17

)
0.

94

F
la

vo
ne

s 
(m

g/
d)

<
0.

94
0.

94
-1

.4
5

1.
46

-2
.0

0
2.

01
-2

.6
9

>
2.

69

N
o.

 o
f 

ca
se

s
18

9
17

5
18

7
19

4
19

8

N
o.

 o
f 

pe
rs

on
 y

ea
rs

10
62

33
0

10
54

39
10

68
00

10
68

20
10

64
09

A
ge

 a
nd

 s
m

ok
in

g 
R

R
 (

95
%

 C
I)

1.
0

0.
90

(0
.7

3-
1.

11
)

0.
89

(0
.7

3-
1.

09
)

0.
86

(0
.7

0-
1.

05
)

0.
81

(0
.6

6-
0.

99
)

0.
04

8

M
ul

ti
va

ri
at

e 
m

od
el

* R
R

 (
95

%
 C

I)
1.

0
0.

93
(0

.7
5-

1.
14

)
0.

92
(0

.7
5-

1.
13

)
0.

91
(0

.7
4-

1.
12

)
0.

88
(0

.7
2-

1.
08

)
0.

26

F
la

va
no

ne
s 

(m
g/

d)
<

13
.7

2
13

.7
2-

27
.5

0
27

.5
1-

42
.7

1
42

.7
2-

62
.9

5
>

62
.9

5

N
o.

 o
f 

ca
se

s
19

9
16

4
18

4
19

9
19

7

N
o.

 o
f 

pe
rs

on
 y

ea
rs

10
63

54
10

63
76

10
63

79
10

63
22

10
63

67

A
ge

 a
nd

 s
m

ok
in

g 
R

R
 (

95
%

 C
I)

1.
0

0.
82

(0
.6

7-
1.

01
)

0.
84

(0
.6

9-
1.

03
)

0.
84

(0
.6

9-
1.

03
)

0.
75

(0
.6

2-
0.

92
)

0.
02

M
ul

ti
va

ri
at

e 
m

od
el

* R
R

 (
95

%
 C

I)
1.

0
0.

84
(0

.6
9-

1.
04

)
0.

87
(0

.7
1-

1.
07

)
0.

89
(0

.7
3-

1.
09

)
0.

81
(0

.6
6-

0.
99

)
0.

10

F
la

va
n-

3-
ol

s 
(m

g/
d)

<
12

.2
6

12
.2

6-
19

.8
5

19
.8

6-
35

.8
3

35
.8

4-
75

.8
3

>
75

.8
3

N
o.

 o
f 

ca
se

s
21

7
18

5
17

4
18

1
18

6

N
o.

 o
f 

pe
rs

on
 y

ea
rs

10
63

18
10

63
81

10
63

61
10

63
75

10
63

63

A
ge

 a
nd

 s
m

ok
in

g 
R

R
 (

95
%

 C
I)

1.
0

0.
83

(0
.6

8-
1.

01
)

0.
79

(0
.6

4-
0.

96
)

0.
82

(0
.6

7-
1.

00
)

0.
85

(0
.7

0-
1.

04
)

0.
59

M
ul

ti
va

ri
at

e 
m

od
el

* R
R

 (
95

%
 C

I)
1.

0
0.

86
(0

.7
1-

1.
05

)
0.

82
(0

.6
7-

1.
00

)
0.

85
(0

.7
0-

1.
04

)
0.

87
(0

.7
2-

1.
06

)
0.

59

A
nt

ho
cy

an
in

s 
(m

g/
d)

<
5.

40
5.

40
-9

.1
9

9.
20

-1
3.

56
13

.5
7-

20
.2

1
>

20
.2

1

N
o.

 o
f 

ca
se

s
19

5
18

5
18

6
19

6
18

1

N
o.

 o
f 

pe
rs

on
 y

ea
rs

10
63

15
10

63
95

10
63

87
10

63
31

10
63

70

A
ge

 a
nd

 s
m

ok
in

g 
R

R
 (

95
%

 C
I)

1.
0

0.
87

(0
.7

1-
1.

07
)

0.
86

 (
0.

70
-1

.0
6)

0.
91

(0
.7

5-
1.

12
)

0.
82

(0
.6

7-
1.

01
)

0.
17

M
ul

ti
va

ri
at

e 
m

od
el

* R
R

 (
95

%
 C

I)
1.

0
0.

89
(0

.7
2-

1.
09

)
0.

89
(0

.7
3-

1.
10

)
0.

96
(0

.7
8-

1.
18

)
0.

89
(0

.7
2-

1.
11

)
0.

59

Stroke. Author manuscript; available in PMC 2013 April 01.



N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

Cassidy et al. Page 12

Q
ui

nt
ile

s 
(Q

) 
of

 f
la

vo
no

id
 in

ta
ke

 s
ub

cl
as

se
s

Q
1

Q
2

Q
3

Q
4

Q
5

P
 f

or
 t

re
nd

P
ol

ym
er

s 
(m

g/
d)

<
77

.1
0

77
.1

0-
11

8.
54

11
8.

55
-1

76
.2

3
17

6.
24

-3
06

.0
4

>
30

6.
04

N
o.

 o
f 

ca
se

s
20

9
20

3
17

6
16

7
18

8

N
o.

 o
f 

pe
rs

on
 y

ea
rs

10
63

37
10

63
46

10
63

69
10

63
81

10
63

65

A
ge

 a
nd

 s
m

ok
in

g 
R

R
 (

95
%

 C
I)

1.
0

0.
96

(0
.7

9-
1.

17
)

0.
85

(0
.6

9-
1.

04
)

0.
79

(0
.6

5-
0.

97
)

0.
89

(0
.7

3-
1.

09
)

0.
33

M
ul

ti
va

ri
at

e 
m

od
el

* R
R

 (
95

%
 C

I)
1.

0
0.

99
(0

.8
2-

1.
21

)
0.

90
(0

.7
3-

1.
10

)
0.

83
(0

.6
8-

1.
02

)
0.

93
(0

.7
6-

1.
14

)
0.

47

T
ot

al
 F

la
vo

no
id

s 
(m

g/
d)

<
15

0.
69

15
0.

69
-2

13
.3

7
21

3.
38

-2
96

.6
0

29
6.

61
-4

70
.8

1
>

47
0.

81

N
o.

 o
f 

ca
se

s
20

3
20

5
17

5
17

1
18

9

P
er

so
n 

ye
ar

s
10

63
43

10
63

45
10

63
73

10
63

77
10

63
60

A
ge

 a
nd

 s
m

ok
in

g 
R

R
 (

95
%

 C
I)

1.
0

0.
94

(0
.7

7-
1.

14
)

0.
80

(0
.6

5-
0.

98
)

0.
77

(0
.6

2-
0.

94
)

0.
86

(0
.7

0-
1.

05
)

0.
22

M
ul

ti
va

ri
at

e 
m

od
el

* R
R

 (
95

%
 C

I)
1.

0
0.

98
(0

.8
0-

1.
19

)
0.

84
(0

.6
8-

1.
03

)
0.

81
(0

.6
6-

1.
00

)
0.

90
(0

.7
3-

1.
11

)
0.

36

* M
ul

ti
va

ri
at

e 
m

od
el

 –
 a

dj
us

te
d 

fo
r 

ag
e,

 p
hy

si
ca

l a
ct

iv
ity

, s
m

ok
in

g,
 H

R
T

, B
M

I,
 a

sp
ir

in
 u

se
, t

yp
e 

2 
di

ab
et

es
, h

yp
er

ch
ol

es
te

ro
le

m
ia

, h
is

to
ry

 o
f 

C
H

D
, a

lc
oh

ol
, m

en
op

au
sa

l s
ta

tu
s,

 e
ne

rg
y,

 u
se

 o
f

m
ul

tiv
ita

m
in

s,
 h

is
to

ry
 o

f 
hy

pe
rt

en
si

on

Stroke. Author manuscript; available in PMC 2013 April 01.


