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Abstract
Objective—To evaluate the association between coffee consumption and mortality from all
causes and cardiovascular disease (CVD).

Patients and Methods—Data from the Aerobics Center Longitudinal Study (ACLS)
representing a total of 43,727 participants contributing to 699,632 person-years of follow-up time,
were included. Baseline data were collected by an in-person interview based on standardized
questionnaires and a medical examination, including fasting blood chemistry analysis,
anthropometry, blood pressure, electrocardiography, and a maximal graded exercise test, between
February 3, 1971 and December 30, 2002. Cox regression analysis was used to quantify the
association between coffee consumption and all-cause and cause-specific mortality.

Results—During the 17-year median follow-up period, 2512 deaths occurred (32% due to CVD).
In multivariate analyses, coffee intake was positively associated with all-cause mortality in men.
Men who drank >28 cups coffee per week had higher all-cause mortality (hazard ratio (HR): 1.21;
95% confidence interval (CI): 1.04–1.40). However, after stratification based on age, both younger
(<55 years) men and women showed a statistically significant association between high coffee
consumption (>28 cups/week) and all-cause mortality, after adjusting for potential confounders
and fitness level (HR: 1.56; 95% CI: 1.30–1.87 for men and HR: 2.13; 95% CI: 1.26–3.59 for
women, respectively).

Conclusion—In this large cohort, a positive association between coffee consumption and all-
cause mortality was observed among men and both men and women <55 years of age. Based on
our findings, it seems appropriate to suggest that younger people avoid heavy coffee consumption
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(ie, averaging >4 cups/day). However, this finding should be assessed in future studies from other
populations.

Introduction
Drinking coffee has become a normal daily routine for more than half of Americans and
large numbers of people worldwide. According to the latest National Coffee Drinking Study
from the National Coffee Association, approximately 64% of American adults drink coffee
each day, and among coffee drinkers, the average coffee consumption in the United States is
3.1 cups per day.1 Nevertheless, coffee has long been suspected to contribute to a variety of
chronic health conditions. Over the last four decades, the association between coffee
consumption and chronic health outcomes has been investigated in relation to conditions
such as obesity234–6, hypertension 7,8, and coronary heart disease 9,10. However, studies on
coffee consumption in relation to all-cause and cause-specific mortality are limited, and the
results are often controversial. Several studies have found a positive association between
higher levels of coffee consumption and all-cause and cardiovascular disease (CVD)
mortality 11–13, while others have found an inverse association with all-cause mortality in
both men and women 14–16, only in women 17,18, or only in men19–21, with some evidence
suggesting that there may be a U- shape or J- shape relationship between coffee drinking and
health outcomes. Still, other researchers suggest that the association may not exist at
all 22–24. The objective of the current study was to investigate the effect of coffee
consumption on all-cause and CVD mortality in the Aerobics Center Longitudinal Study
(ACLS) cohort, with an average follow-up period of 16 years and a relatively large sample
size of men and women.

Patients and Methods
Patients

The ACLS is a prospective observational study and has been described in detail
previously24,25. Between 1979 and 1998, 44,963 individuals aged 20–87 years participated
and returned a medical history questionnaire assessing lifestyle habits (including coffee
intake) and personal and family medical history. We examined a total of 43,727 participants
(33,900 men and 9,827 women) in our final analysis, after excluding those with a prior
history of myocardial infarction (MI) (n=54), stroke (n=11), or cancer (n=141), those with
abnormal resting or exercise electrocardiogram (ECG; n=319), those who did not achieve
85% age-predicted maximal heart rate (n=122), those who were underweight (body mass
index (BMI) <18.5 kg/m2) (n=501), and those with less than 1 year mortality follow-up
(n=88). All of the study participants provided written informed consent. The Cooper Clinic
Institutional Review Board reviewed and approved the study protocol annually.

Measurement of Exposure
Regular coffee consumption, expressed as number of cups per week, was assessed by a
standardized questionnaire. Consumption of regular coffee was grouped as 0, 1–7, 8–14, 15–
21, 22–28, and >28 cups per week for primary analysis.

Measurement of outcome
All participants were followed for mortality from the baseline examination to the date of
death or December 31, 2003. All-cause mortality and CVD mortality were identified
through the National Death Index or by accessing the death certificates in the decedents’
states of residence. CVD mortality was determined using the International Classification of
Diseases ninth version, codes 390–449.9 before 1999, and tenth version, codes 100–178
from 1999–2003.
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Measurement of covariates
All participants underwent a baseline clinical examination at the Cooper Clinic in Dallas,
Texas. The medical examination was performed after an overnight fast (>12 hours)
including fasting blood chemistry analysis, personal and family health history,
anthropometry, blood pressure, electrocardiography, and a maximal graded exercise test.
BMI was calculated as weight in kilograms divided by the square of height in meters.
Responses to a standardized questionnaire were used to assess smoking status, alcohol
drinking, regular tea (cups/week), regular and decaffeinated coffee (cups/week),
decaffeinated or herbal tea (cups/week), physical activity, and parental history of CVD.
Medical conditions, including hypertension, hypercholesterolemia, diabetes, cancer, MI and
stroke, were evaluated using a standardized questionnaire.

Cardiorespiratory fitness (CRF) was quantified by the total time of the treadmill test using a
modified Balke protocol 26. Participants were encouraged to reach their maximal effort and
the test was terminated once the participant requested to stop because of exhaustion or when
the physician stopped the test due to medical reasons. Maximal metabolic equivalents
(METs; 1 MET = 3.5 ml of oxygen uptake per kilogram/minute) were estimated from the
final treadmill speed and grade 27.

Statistical Analysis
Baseline characteristics of the population were estimated by baseline coffee consumption
categories and gender status. Hazard ratios and 95% confidence intervals for mortality
associated with coffee consumption were estimated using Cox proportional-hazards
regression models, with person-years as the underlying time metric; models also were
stratified by age and BMI using the same underlying time metric. The proportional-hazards
assumption was tested by Martingale-based residuals and the observed results satisfied the
assumption. Analyses were conducted with the use of SAS® software, version 9.3.
Statistical tests were two-sided, and the significant level was set at α = 0.05.

Risk estimates are presented separately for men and women. Multivariate models were
adjusted for age, baseline examination year, decaffeinated coffee use, regular tea use,
decaffeinated or herbal tea use, physical inactivity, BMI, smoking, alcohol drinking,
diabetes, hypertension, hypercholesterolemia, parental history of CVD and CRF. Hazard
ratios for death associated with categories of coffee consumption (1–7, 8–14, 15–21, 22–28,
>28 cups per week), was compared with no coffee consumption. In stratified analysis, we
categorized age and BMI into two groups (age<55 and age ≥55) and (BMI<25 and BMI 25),
respectively. The covariates were the same as the main analysis.

Results
During the 17-year median follow-up period, 2512 deaths occurred (men: 87.5%; women:
12.5%) and 32% were caused by CVD. Tables 1 and 2 show the association between coffee
consumption and participants’ characteristics at baseline. Both men and women who
consumed higher amounts of coffee were more likely to smoke and had lower levels of
CRF.

Coffee consumption and all-cause mortality
The hazard ratios for all-cause mortality among coffee consumption groups are shown in
Table 3 (top portion). In the age-adjusted analyses, compared to men who did not drink
coffee, men who drank coffee at a rate of 8–14 cups/week, 15–21 cups/week and ≥28 cups/
week had a higher risk of all-cause mortality. In the multivariable-adjusted model, men who
consumed >28 cups coffee per week had the highest risk of all-cause mortality. This
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association persisted in the final model, which further adjusted for CRF level. However,
coffee consumption was not associated with all-cause mortality risk among women. Kaplan-
Meier survival curves indicate that both women (Figure 1a) and men (Figure 1b) with higher
coffee consumption had lower mortality-free time as compared with those did not drink
coffee.

Coffee consumption and CVD-related mortality
The hazard ratios of CVD-related mortality among coffee consumption groups are shown in
Table 3 (lower portion). In the age-adjusted analyses, compared to men who did not drink
coffee, men who drank coffee at a rate of >28 cups/week had a 36% higher risk of CVD
mortality. However, this association disappeared in the final model, which adjusted for
potential confounders and CRF level. For women, coffee consumption was not associated
with CVD mortality risk in any model.

Coffee consumption and all-cause mortality by age group
The associations between coffee consumption and all-cause mortality for younger and older
age groups are depicted in Figure 2. Figure 2a shows that younger men who consumed
coffee at a rate of 8–14 cups/week, 15–21 cups/week and >28 cups/week had higher risks of
all-cause mortality than did those who did not drink coffee, after adjusting for the potential
confounders and CRF level. The final model indicated that younger women who consumed
>28 cups of coffee per week had a higher risk of all-cause mortality than those who did not
drink coffee. However, coffee consumption was not associated with all-cause mortality
among older men and women (Figure 2b).

Coffee consumption and all-cause mortality by BMI group (data not shown)
The only marginally significant association of coffee consumption and all-cause mortality
was observed among men with BMI≥25 who consumed >28 cups of coffee per week,
indicating that overweight/obese men who consumed >28 cups of coffee per week had
slightly higher all-cause mortality risk than those who did not drink coffee. Because of
sample size limitations, we could not further investigate this association based on additional
age stratification.

Discussion
Key findings

We found that coffee intake was positively associated with higher all-cause mortality in
men, but found only a suggestion of an effect in women. In men, those who drank more than
28 cups of coffee weekly had a 21% higher risk of dying compared to their non-coffee
consuming peers. Neither men nor women showed significant associations between CVD
mortality and coffee consumption. The results from the stratified analysis showed that both
younger men and women who consumed >28 cups of coffee/week had a higher risk of all-
cause mortality than those who did not drink coffee, after adjusting for the potential
confounders and CRF level. For people, particularly men, who were overweight or obese,
coffee consumption trended positively, although not significantly, on all-cause mortality.
We did not conduct stratified analysis based on CVD mortality because of the null findings
between coffee consumption and CVD death.

Comparison with other studies
Our findings for all-cause mortality are consistent with earlier studies 11,13,20,21, but the
results among recent studies have been highly variable 15,16, 17,23,28. The majority of inverse
associations between coffee consumption and mortality were observed from studies based
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on middle-aged or older populations. Freedman et al found an inverse association between
coffee consumption and all-cause mortality after adjusting for potential confounders 16.
Lopez-Garcia et al also found an inverse association in men 23. However, Kleemola et al
found this inverse association only in women 18. One possible explanation for this inverse
association between coffee consumption and all-cause mortality might be survival selection,
because the results of the majority of the previous studies are based on older or middle-aged
populations. Our study, however, had a very wide age range, from 20 to 87 years, so the
survival selection might be smaller. Our stratified analyses also support this explanation.
Figure 2 shows that younger men and women had an increased risk of mortality for heavy
coffee drinking (>28 cups/wk) compared to non-coffee drinkers. Additionally, the non-
coffee-drinking group may have had a higher mortality risk not related to the consumption
of coffee; however, those unknown factors maybe exert an inverse effect on the association
between coffee consumption and mortality. No statistically significant association was found
between coffee consumption and CVD mortality in our study. Some cohort studies also have
examined the effect of coffee consumption on CVD mortality, and the results have been
variable, somewhat similar to the situation with all-cause mortality.

Possible mechanism
Coffee is a complex mixture of chemicals consisting of thousands of components 29. Recent
research has found that coffee is one of the major sources of antioxidants in the diet 30,31,
and has potential beneficial effects on inflammation 32,33. However, it is also well-known
that coffee has potential adverse effects because of caffeine’s potential to stimulate the
release of epinephrine 34, inhibit insulin activity35, and increase blood pressure and
homocysteine levels 36. Thus, all of these mechanisms could counterbalance one another.
Research also suggests that heavy coffee drinkers may experience additional risk through
potential genetic mechanisms 37 or because of confounding through the deleterious effects
of other risk factors with which coffee drinking is associated. Genetic factors may partly
explain why moderate coffee consumption is not as likely to be associated with increased
mortality, whereas heavy coffee consumption could lead to increased mortality, as was
especially noted in the men in our study. Therefore, we hypothesize that the positive
association between coffee and mortality may be due to the interaction of age and coffee
consumption, combined with a component of genetic coffee addiction.

Strengths
There are several strengths of this study. First, it examined a large cohort, including a total
of 43,727 participants of both genders and with a wide age range from 20 to almost 90 years.
Although the majority of the study population was white, highly educated, and from middle-
to-upper social economic status, the homogeneity of the study population enhanced our
internal validity. Second, we were able to control for potential confounders, including
physical activity and CRF. Third, subclinical disease is unlikely to be a major problem in
this study, because we excluded people who had baseline CVD, cancer, underweight, and
abnormal ECG and also controlled for major chronic diseases, such as hypertension,
diabetes, and hypercholesterolemia in the analysis. Fourth, the possibility that reverse
causality may bias our results is small because the study population is homogenous.

Limitations
On the other hand, our study does have certain limitations. First, our study did not have
repeated measures of coffee consumption over time, which prevents our ability to analyze
long-term coffee consumption patterns and changes in coffee consumption over time.
However, several studies have examined long-term habitual coffee intake and found that
coffee drinking, besides being easy to measure, tends to be stable in adulthood 23,38 and that
a single point measurement of coffee consumption is a valid indicator for long-term coffee
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consumption 39. Still, future studies with repeated measures of coffee consumption are
warranted to elucidate the effect of change in coffee consumption on longevity. Second, we
did not have data on coffee preparation methods, and the constituents of coffee may differ,
which might also impact its potential association with CVD risk factors based on the
different preparation methods. Third, data on marital status and total energy consumption
were not included in the current study. Although educational level is not available for the
analysis, we stated previously that the ACLS population is highly educated and
homogeneous, which in fact increases the study’s internal validity. Fourth, residual
confounding may still exist even though we adjusted for all the potential confounders
available in the current study. Finally, a cohort effect might exist. A recent ACLS paper
from Willis et al,40 examining the secular change across different decades when participants
entered the ACLS study, from 1970s, 1980s, 1990s and 2000s, reported that there was little
change on participants’ characteristics such as age, BMI, blood profile and chronic disease
over time. However, to remove or control the possible cohort effect, we included the
baseline examination year as a covariate, which is a general approach that we have applied
in most of our ACLS analyses.

Conclusion
In this large U.S. cohort study, the positive association between heavy coffee consumption
(>28 cups/week) and all-cause mortality was observed among our total population of men
and among both men and women younger than 55 years of age. However, for people older
than 55, this association was not statistically significant for either gender. Hence, it may be
appropriate to recommend that younger people, in particular, avoid heavy coffee
consumption (>28 cups/week or > 4 cups in a typical day). Further studies are needed to
assess details regarding the effects of long-term coffee consumption and changes in coffee
consumption over time on all-cause and CVD mortality.

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

Acknowledgments
We thank the Cooper Clinic physicians and technicians for collecting the baseline data, and staff at the Cooper
Institute for data entry and data management.

We also thank Dr. Edsel A. Peña, a professor from Department of Statistics and Erica LIU, a PhD student from
Department of Exercise, for their comments and help.

Sources of Funding

Supported by National Institutes of Health grants AG06945 and HL62508. Dr. Sui was supported by
R21DK088195 from the National Institute of Diabetes and Digestive and Kidney Diseases and P20 GM10364 from
the National Institute of Cancer. Dr. Hébert was supported by an Established Investigator Award in Cancer
Prevention and Control from the Cancer Training Branch of the National Cancer Institute (K05 CA136975). The
content is solely the responsibility of the authors and does not necessarily represent the official views of the
National Institutes of Health.

List of abbreviations

ACLS Aerobics Center Longitudinal Study

BMI body mass index

CRF cardiorespiratory fitness

Liu et al. Page 6

Mayo Clin Proc. Author manuscript; available in PMC 2014 October 01.

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript



CVD cardiovascular disease

ECG electrocardiogram

MI myocardial infarction

Reference List
1. National Coffee Association. [Accessed December 26, 2012] Coffee Drinking Trends Survey. 2012.

Website. www.ncausa.org/i4a/pages/index.cfm?pageid=731

2. van Dam RM, Hu FB. Coffee consumption and risk of type 2 diabetes: a systematic review. JAMA :
the journal of the American Medical Association. 2005; 294:97–104. [PubMed: 15998896]

3. Tuomilehto J, Hu G, Bidel S, Lindstrom J, Jousilahti P. Coffee consumption and risk of type 2
diabetes mellitus among middle-aged Finnish men and women. JAMA : the journal of the American
Medical Association. 2004; 291:1213–1219. [PubMed: 15010442]

4. Salazar-Martinez E, Willett WC, Ascherio A, et al. Coffee consumption and risk for type 2 diabetes
mellitus. Annals of internal medicine. 2004; 140:1–8. [PubMed: 14706966]

5. Boggs DA, Rosenberg L, Ruiz-Narvaez EA, Palmer JR. Coffee, tea, and alcohol intake in relation to
risk of type 2 diabetes in African American women. The American journal of clinical nutrition.
2010; 92:960–966. [PubMed: 20826625]

6. van Dam RM, Willett WC, Manson JE, Hu FB. Coffee, caffeine, and risk of type 2 diabetes: a
prospective cohort study in younger and middle-aged U.S. women. Diabetes care. 2006; 29:398–
403. [PubMed: 16443894]

7. Sofi F, Conti AA, Gori AM, et al. Coffee consumption and risk of coronary heart disease: a meta-
analysis. Nutrition, metabolism, and cardiovascular diseases : NMCD. 2007; 17:209–223.

8. Mesas AE, Leon-Munoz LM, Rodriguez-Artalejo F, Lopez-Garcia E. The effect of coffee on blood
pressure and cardiovascular disease in hypertensive individuals: a systematic review and meta-
analysis. The American journal of clinical nutrition. 2011; 94:1113–1126. [PubMed: 21880846]

9. Palatini P, Dorigatti F, Santonastaso M, et al. Association between coffee consumption and risk of
hypertension. Annals of medicine. 2007; 39:545–553. [PubMed: 17968701]

10. Winkelmayer WC, Stampfer MJ, Willett WC, Curhan GC. Habitual caffeine intake and the risk of
hypertension in women. JAMA : the journal of the American Medical Association. 2005;
294:2330–2335. [PubMed: 16278361]

11. LeGrady D, Dyer AR, Shekelle RB, et al. Coffee consumption and mortality in the Chicago
Western Electric Company Study. American journal of epidemiology. 1987; 126:803–812.
[PubMed: 3661528]

12. Tverdal A, Stensvold I, Solvoll K, Foss OP, Lund-Larsen P, Bjartveit K. Coffee consumption and
death from coronary heart disease in middle aged Norwegian men and women. BMJ. 1990;
300:566–569. [PubMed: 2108750]

13. Lindsted KD, Kuzma JW, Anderson JL. Coffee consumption and cause-specific mortality.
Association with age at death and compression of mortality. Journal of clinical epidemiology.
1992; 45:733–742. [PubMed: 1619453]

14. Woodward M, Tunstall-Pedoe H. Coffee and tea consumption in the Scottish Heart Health Study
follow up: conflicting relations with coronary risk factors, coronary disease, and all cause
mortality. Journal of epidemiology and community health. 1999; 53:481–487. [PubMed:
10562866]

15. Tamakoshi A, Lin Y, Kawado M, Yagyu K, Kikuchi S, Iso H. Effect of coffee consumption on all-
cause and total cancer mortality: findings from the JACC study. European journal of
epidemiology. 2011; 26:285–293. [PubMed: 21298466]

16. Freedman ND, Park Y, Abnet CC, Hollenbeck AR, Sinha R. Association of coffee drinking with
total and cause-specific mortality. The New England journal of medicine. 2012; 366:1891–1904.
[PubMed: 22591295]

Liu et al. Page 7

Mayo Clin Proc. Author manuscript; available in PMC 2014 October 01.

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript



17. Sugiyama K, Kuriyama S, Akhter M, et al. Coffee consumption and mortality due to all causes,
cardiovascular disease, and cancer in Japanese women. The Journal of nutrition. 2010; 140:1007–
1013. [PubMed: 20335629]

18. Kleemola P, Jousilahti P, Pietinen P, Vartiainen E, Tuomilehto J. Coffee consumption and the risk
of coronary heart disease and death. Archives of internal medicine. 2000; 160:3393–3400.
[PubMed: 11112231]

19. Iwai N, Ohshiro H, Kurozawa Y, et al. Relationship between coffee and green tea consumption and
all-cause mortality in a cohort of a rural Japanese population. Journal of epidemiology/Japan
Epidemiological Association. 2002; 12:191–198. [PubMed: 12164320]

20. Dawber TR, Kannel WB, Gordon T. Coffee and cardiovascular disease. Observations from the
framingham study. The New England journal of medicine. 1974; 291:871–874. [PubMed:
4412497]

21. Vandenbroucke JP, Kok FJ, van‘t Bosch G, van den Dungen PJ, van der Heide-Wessel C, van der
Heide RM. Coffee drinking and mortality in a 25-year follow up. American journal of
epidemiology. 1986; 123:359–361. [PubMed: 3946381]

22. Jacobsen BK, Bjelke E, Kvale G, Heuch I. Coffee drinking, mortality, and cancer incidence: results
from a Norwegian prospective study. Journal of the National Cancer Institute. 1986; 76:823–831.
[PubMed: 3457969]

23. Lopez-Garcia E, van Dam RM, Li TY, Rodriguez-Artalejo F, Hu FB. The relationship of coffee
consumption with mortality. Annals of internal medicine. 2008; 148:904–914. [PubMed:
18559841]

24. Blair SN, Kohl HW 3rd, Paffenbarger RS Jr, Clark DG, Cooper KH, Gibbons LW. Physical fitness
and all-cause mortality. A prospective study of healthy men and women. JAMA : the journal of the
American Medical Association. 1989; 262:2395–2401. [PubMed: 2795824]

25. Balke B, Ware RW. An experimental study of physical fitness of Air Force personnel. United
States Armed Forces medical journal. 1959; 10:675–688. [PubMed: 13659732]

26. Balke B, Ware RW. An experimental study of physical fitness of Air Force personnel. U S Armed
Forces Med J. 1959; 10:675–688. [PubMed: 13659732]

27. Sui X, LaMonte MJ, Laditka JN, et al. Cardiorespiratory fitness and adiposity as mortality
predictors in older adults. JAMA : the journal of the American Medical Association. 2007;
298:2507–2516. [PubMed: 18056904]

28. Happonen P, Laara E, Hiltunen L, Luukinen H. Coffee consumption and mortality in a 14-year
follow-up of an elderly northern Finnish population. The British journal of nutrition. 2008;
99:1354–1361. [PubMed: 18062826]

29. Spiller MA. The chemical components of coffee. Progress in clinical and biological research. 1984;
158:91–147. [PubMed: 6396651]

30. Yanagimoto K, Lee KG, Ochi H, Shibamoto T. Antioxidative activity of heterocyclic compounds
found in coffee volatiles produced by Maillard reaction. Journal of agricultural and food
chemistry. 2002; 50:5480–5484. [PubMed: 12207495]

31. Gomez-Ruiz JA, Leake DS, Ames JM. In vitro antioxidant activity of coffee compounds and their
metabolites. Journal of agricultural and food chemistry. 2007; 55:6962–6969. [PubMed:
17655324]

32. Cardenas C, Quesada AR, Medina MA. Anti-angiogenic and anti-inflammatory properties of
kahweol, a coffee diterpene. PloS one. 2011; 6:e23407. [PubMed: 21858104]

33. Kempf K, Herder C, Erlund I, et al. Effects of coffee consumption on subclinical inflammation and
other risk factors for type 2 diabetes: a clinical trial. The American journal of clinical nutrition.
2010; 91:950–957. [PubMed: 20181814]

34. Hartley TR, Lovallo WR, Whitsett TL. Cardiovascular effects of caffeine in men and women. The
American journal of cardiology. 2004; 93:1022–1026. [PubMed: 15081447]

35. Thong FS, Graham TE. Caffeine-induced impairment of glucose tolerance is abolished by beta-
adrenergic receptor blockade in humans. Journal of applied physiology. 2002; 92:2347–2352.
[PubMed: 12015346]

Liu et al. Page 8

Mayo Clin Proc. Author manuscript; available in PMC 2014 October 01.

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript



36. Verhoef P, Pasman WJ, Van Vliet T, Urgert R, Katan MB. Contribution of caffeine to the
homocysteine-raising effect of coffee: a randomized controlled trial in humans. The American
journal of clinical nutrition. 2002; 76:1244–1248. [PubMed: 12450889]

37. Hamza TH, Chen H, Hill-Burns EM, et al. Genome-wide gene-environment study identifies
glutamate receptor gene GRIN2A as a Parkinson’s disease modifier gene via interaction with
coffee. PLoS genetics. 2011; 7:e1002237. [PubMed: 21876681]

38. Uiterwaal CS, Verschuren WM, Bueno-de-Mesquilta HB, Ocké M, Geleijnse JM, Boshuizen HC,
Peeters PH, Feskens EJ, Grobbee DE. Coffee intake and incidence of hypertension. The American
journal of clinical nutrition. 2007; 85:718–723. [PubMed: 17344492]

39. Hebert JR, Ockene IS, Hurley TG, Luippold R, Well AD, Harmatz MG. Development and testing
of a seven-day dietary recall. Dietary Assessment Working Group of the Worcester Area Trial for
Counseling in Hyperlipidemia (WATCH). Journal of clinical epidemiology. 1997; 50:925–937.
[PubMed: 9291878]

40. Willis BL, Morrow JR Jr, Jackson AW, Defina LF, Cooper KH. Secular change in
cardiorespiratory fitness of men: Cooper Center Longitudinal Study. Medicine and science in
sports and exercise. 2011; 43:2134–2139. [PubMed: 21448076]

Liu et al. Page 9

Mayo Clin Proc. Author manuscript; available in PMC 2014 October 01.

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript



Figure 1.
Kaplan-Meier plots for all-cause mortality due to coffee consumption, ACLS, Dallas, TX,
1979–2003 among women (Figure 1a) and men (Figure 1b).
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Figure 2.
Multivariate-adjusted hazard ratios and 95% confidence intervals between coffee
consumption and all-cause mortality for men and women across age groups (Figure 2a. <55
years and Figure 2b. ≥55 years).
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