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ABSTRACT
Background: Symptomatic gallstones cause high financial and
disease burden for public health systems. The combined role of diet
and other lifestyle factors has not been studied so far.
Objectives: We aimed to investigate the association between an
a priori defined healthy lifestyle score (HLS, including healthy
diet, moderate alcohol and regular coffee intakes, never smoking,
physical activity, and normal weight) and the risk of symptomatic
gallstone disease, and to estimate the proportion of cases potentially
preventable by lifestyle modification.
Methods: We followed 60,768 women from the Nurses’ Health
Study (NHS) and 40,744 men from the Health Professionals Follow-
up Study (HPFS), both ongoing prospective cohort studies, from
baseline (1986) until 2012. Symptomatic gallstone disease was self-
reported and validated by review of medical records. The association
between the HLS and the risk of symptomatic gallstone disease was
investigated using Cox proportional hazards regression.
Results: During 1,156,079 and 769,287 person-years of follow-
up, respectively, 6946 women and 2513 men reported symptomatic
gallstone disease. Comparing 6 with 0 points of the HLS, the
multivariable HR of symptomatic gallstone disease was 0.26 (95%
CI: 0.15, 0.45) for women, and 0.17 (95% CI: 0.07, 0.43) for men.
For individual lifestyle factors, multivariable and mutually adjusted
partial population attributable risks (women and men) were 33% and
23% for BMI <25 kg/m2, 10% and 18% for ≥2 cups of coffee
per day, 13% and 7% for moderate alcohol intake, 8% and 11%
for a high Alternate Healthy Eating Index 2010, 9% and 5% for
being physically active, and 1% and 5% for never smoking. The full
population attributable risk percentage for all factors combined was
62% and 74%, respectively.
Conclusions: Findings from these large prospective studies indicate
that adopting a healthy lifestyle, especially maintaining a healthy

weight, can help to prevent a considerable proportion of symptomatic
gallstone diseases. Am J Clin Nutr 2020;112:586–594.

Keywords: gallstones, cholecystectomy, cholelithiasis, lifestyle
factors, diet, epidemiology

Introduction
Gallstone disease is a common and costly disease that occurs

in 10–25% of adults in Westernized countries (1–3). Despite
a low mortality rate of symptomatic gallstone disease, serious
complications (e.g., cholecystitis, cholangitis, and pancreatitis)
and the recurrence of gallstones—even after cholecystectomy
(gallbladder removal)—have been reported (4, 5). More than
600,000 hospitalizations, and ∼1.8 million ambulatory care visits
result in more than USD 6.5 billion/y attributed to symptomatic
gallstone disease and its treatment (1–3, 6). Furthermore, gall-
stones have been associated with mortality and increased risks of
major chronic diseases, such as diabetes, cardiovascular diseases,
and cancer, most likely due to shared pathways and common risk
factors (7–10). As the incidence of symptomatic gallstone disease
is escalating with a shift toward younger age at onset, so will
gallstone-related complications and related diseases (11).

Abdominal obesity (12), smoking (13), and dietary factors
such as saturated fat, trans fat, and heme iron (14–16) have
been identified as risk factors for symptomatic gallstone disease.
However, physical activity (17), moderate alcohol drinking
(18), coffee consumption (19), and the intakes of some plant
foods, such as nuts, fruits, and vegetables, as well as fiber and
polyunsaturated and monounsaturated fats (20–23), have been
associated with lower gallstone risk. In addition, our research
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group has recently shown that healthy dietary patterns expressed
by 3 diet quality scores—Alternate Healthy Eating Index (AHEI-
2010), the Dietary Approaches to Stop Hypertension diet score,
and the alternate Mediterranean diet score—were inversely
associated with risk of symptomatic gallstone disease in men
(24).

Yet, little is known about the combined effects on risk of
symptomatic gallstone disease and the number of cases that
could be prevented by adopting a healthy lifestyle. Therefore,
we investigated the association between a healthy lifestyle score
(HLS) and risk of symptomatic gallstone disease in 2 large
prospective cohort studies.

Methods

Study population

The Nurses’ Health Study (NHS) and the Health Professionals
Follow-up Study (HPFS) are ongoing prospective cohort studies
among US health professionals. The NHS was established in
1976 with 121,701 female registered nurses aged 30 to 55 y
(25, 26). The HPFS comprised 51,529 men aged 40 to 75 y
at time of recruitment (1986). Follow-up questionnaires were
mailed biennially to update medical history, lifestyle, and other
health-related data. Validated semiquantitative FFQs were mailed
every 4 y to assess habitual dietary intake. Follow-up rates have
exceeded 94% cumulatively, and the studies were approved by
the Institutional Review Board at the Harvard T.H. Chan School
of Public Health and the Brigham and Women’s Hospital.

For this analysis, data from 1986 were used as baseline for
both NHS (n = 73,580) and HPFS (n = 51,529), because
nutritional data were first assessed with the same expanded FFQ.
We excluded participants with missing exposure information and
prevalent/asymptomatic gallstone disease. Because a diagnosis of
diabetes might cause changes in lifestyle habits, and diabetes and
insulin resistance have been linked to development of gallstones,

This work was supported by grants from the NIH (U01 167552, UM1
CA186107, UM1 CA167552, K01 DK110267). The content is solely the
responsibility of the authors and does not necessarily represent the official
views of the NIH. The current study was supported by the German Research
Foundation (grant number WI 4568/2-2 to JW). The funders had no role in
the study design; in the collection, analysis, and interpretation of the data; in
the preparation, review, or approval of the manuscript; or in the decision to
submit the article for publication.

Further information including the procedures to obtain and access data
from the Nurses’ Health Study and Health Professionals Follow-up Study
is described at https://www.nurseshealthstudy.org/researchers (contact email:
nhsaccess@channing.harvard.edu and https://sites.sph.harvard.edu/hpfs/for
-collaborators/).

Supplemental Figure 1 and Supplemental Tables 1 and 2 are available from
the “Supplementary data” link in the online posting of the article and from the
same link in the online table of contents at https://academic.oup.com/ajcn/.

Address correspondence to JW (e-mail: jwirth@hsph.harvard.edu).
Abbreviations used: AHEI-2010, Alternate Healthy Eating Index 2010;

HLS, healthy lifestyle score; HPFS, Health Professionals Follow-up
Study; MET, metabolic equivalent; NHS, Nurses’ Health Study; NSAID,
nonsteroidal anti-inflammatory drug; PAR%, population attributable risk
percentage.

Received February 24, 2020. Accepted for publication May 22, 2020.
First published online July 2, 2020; doi: https://doi.org/10.1093/ajcn/

nqaa154.

we further excluded men and women with a history of diabetes
at baseline and prior to each biennial follow-up cycle (8, 27, 28).
Our final study populations comprised 60,768 women (NHS) and
40,744 men (HPFS) (Supplemental Figure 1).

Assessment of exposure and covariates

Medication use, medical history (including diabetes, hyperc-
holesterolemia, and hypertension), and lifestyle and other health-
related data were measured at baseline and biennially using self-
administered questionnaires.

We collected detailed information on smoking history at
baseline (29). On each biennial questionnaire participants
provided updated information about their smoking status.

BMI was calculated by dividing self-reported weight (in
kilograms, updated biennially) by the square of height (in meters:
kg/m2). Validity of anthropometric measures has been tested by
comparing self-reports with technician-measured data (Pearson
correlation coefficient for weight = 0.97 in both men and women)
(30).

Physical activity was calculated as metabolic equivalent hours
per week (MET-h/wk) from questions on a variety of recreational
and leisure-time activities (e.g., running) (17, 31). Our physical
activity questionnaires were validated previously (32, 33).

Habitual dietary information during the previous year (includ-
ing alcohol and coffee intakes) was obtained at baseline and every
4 y using semiquantitative FFQs including 131–148 food items.
The 9 answers that covered consumption quantity ranged from
“never or less than once per month” to “more than six times per
day” and were based on US standard portion sizes. The FFQs
have been validated by comparisons with multiple dietary records
and biochemical indicators (34, 35). The observed Pearson
correlation coefficients between the FFQ and the diet records
ranged from 0.13 for nuts (component of AHEI-2010) to 0.90
for coffee in men (mean = 0.63), and from an average of 0.35 for
legumes (component of AHEI-2010) to a Spearman correlation
coefficient of 0.90 for alcohol in women (mean = 0.55) (34–36).

Definition of the HLS

Six factors were considered to define the HLS based on their
previous associations with symptomatic gallstone disease: 1)
following a healthy diet (24); 2) consuming a moderate amount
of alcohol (18); 3) having a normal body weight (12); 4) being
physically active (17); 5) consuming coffee regularly (19); and
6) being a nonsmoker (13).

A healthy diet was defined using the AHEI-2010. We
previously observed an inverse association between the AHEI-
2010 score and the risk of symptomatic gallstone disease in men
(24). The AHEI-2010 (37, 38) is a diet quality score developed to
measure adherence to the USDA Dietary Guidelines for Ameri-
cans. The 2010 version included 7 favorable foods [vegetables
(except potatoes), fruits, nuts and legumes, whole grains, ω-3
(n–3) fatty acids, PUFAs, and moderate alcohol consumption]
and 4 unfavorable foods/nutrients (red and processed meat,
sodium, sugar-sweetened beverages, and trans fat). We excluded
alcohol from the AHEI-2010 score and used it as a separate
component of the HLS. A scoring system based on predefined
cut-points assigned 0 to 10 points for each food component to
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https://sites.sph.harvard.edu/hpfs/for-collaborators/
https://academic.oup.com/ajcn/
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the AHEI-2010, so that the total score could range from 0 to 100
possible points (higher scores representing a healthier diet). For
the present analysis, participants in the upper 2 quintiles of the
cohorts’ AHEI-2010 were considered to be consuming a healthy
diet. We used the cut-points of the original AHEI-2010 score to
define moderate alcohol consumption: 0.5–2 drinks/d for men
and 0.5–1.5 drinks/d for women (37). This equals 7–28 g alcohol
for men and 7–21 g alcohol for women (US standard drink =
14 g alcohol). Coffee consumption of ≥2 cups of caffeinated
coffee per day [we did not include decaffeinated coffee because
there is insufficient evidence supporting a role of decaffeinated
coffee in the formation of gallstones (19)], physical activity of
≥150 vigorous-intensity or ≥300 moderate-intensity minutes per
week [equivalent to 15 MET-h/wk, defined as high activity level
by the Physical Activity Guidelines for Americans (39)], having
a normal weight based on BMI between 18.5 and 24.9 (40), and
being a never-smoker each contributed 1 point to the HLS, which
could range from 0 to 6 points.

Ascertainment of symptomatic gallstone disease

At baseline and on each biennial follow-up questionnaire,
participants were asked whether they had undergone a cholecys-
tectomy or had been diagnosed as having gallstones by a physi-
cian. Participants were also asked whether the gallstone diagnosis
had been confirmed by radiographic procedures or surgery and
whether their gallstones were symptomatic. From 1988 (NHS)
or 2002 (HPFS) onwards participants only reported whether
they had undergone a cholecystectomy. To verify self-reports
of surgical cholecystectomy and diagnosed but unremoved
gallstones, a random sample of 441 medical records of men
who reported a cholecystectomy or gallstones were reviewed.
Of these, the diagnosis was confirmed in all but 5 (99%).
Medical chart review confirmed all self-reported symptoms.
Furthermore, a random sample of 50 women was drawn, 43
of whom responded and on their consent form reiterated their
initial self-report of cholecystectomy. In addition, for these 43
women, 36 medical records could be obtained, all confirming
the surgery. Our primary outcome was incident symptomatic
gallstone disease with or without performed cholecystectomy.
Our secondary outcome was symptomatic gallstone disease with
performed cholecystectomy. For more detail, refer to our previous
publications (12, 17, 31). For women, the primary and secondary
outcomes are identical due to the nature of the assessment from
1988 onwards.

Statistical analyses

Person-years of follow-up were calculated for each participant
from the age at the baseline questionnaire’s return date until
the age at symptomatic gallstone diagnosis or cholecystectomy,
death, loss to follow-up, or end of the 13th follow-up cycle
(2012), whichever came first. We stratified by age (continuous)
and time period to finely control for confounding. Covariate
information was carried forward from prior questionnaire cycles
to replace missing values. For covariates that still had missing
data, we created and included missing value indicators in the
statistical model. HRs and 95% CIs for the association between
the HLS and symptomatic gallstone disease were estimated

using Cox proportional hazards regression analyses further
adjusted for regular use of statins and thiazide diuretics (yes/no),
regular use of nonsteroidal anti-inflammatory drugs (NSAIDs;
≥2 times/wk; yes/no), postmenopausal hormone use (pre-
/missing menopause, never used, current user, past user; only
in NHS), and history of hypercholesterolemia and hypertension
(yes/no). The proportional hazard assumption was validated
by including cross-product terms between the HLS and the
questionnaire cycle to the multivariable model and performing
a Wald test. The assumption was satisfied for the HPFS but
violated for the NHS. Therefore, in the NHS we also examined
associations for 3 time periods separately: 1986–1994, 1994–
2002, and 2002–2012.

Furthermore, we calculated the population attributable risk
percentage (PAR%) for all 6 healthy lifestyle factors, separately
(partial PAR%) and combined (full PAR%), to estimate the per-
centage of symptomatic gallstone cases that could be prevented if
1 or all risk factors were eliminated from the analysis population.
The PAR% and its 95% CI were calculated using the methods and
macro developed by Spiegelman et al. (41). Briefly, HRs from the
multivariable Cox models were estimated and combined with the
observed prevalence rates of each healthy lifestyle factor or all of
them combined, respectively (41).

In our main analysis based on our recent investigation on
AHEI-2010 and gallstones (24), exposure represents the intake
reported on the most recent FFQ before each follow-up interval
(simple update, every 4 y) because our a priori expectation was
that the strongest effects would be with relatively short-term
induction periods (42). For nondietary covariates, information
was updated biennially. In secondary analyses, cumulative
average HLS scores were calculated by averaging all available
measurements starting from baseline until the beginning of each
biennial follow-up interval (42). Cumulative updating reduces
variability related to random error and true changes over time and
has been used previously to assess the role of long-term exposure
in disease risk. We also studied associations including diabetics,
and after exclusion of symptomatic gallstone cases who did not
undergo cholecystectomy in the HPFS (n = 415).

To investigate the associations between each individual
lifestyle factor and the risk of symptomatic gallstone disease
separately, we used Cox proportional hazards regression with
lifestyle factors being mutually adjusted.

All statistical analyses were conducted using SAS release 9.4
(SAS Institute Inc), and a 2-sided P value <0.05 was considered
statistically significant.

Results
In the NHS, we documented 6946 cases of symptomatic

gallstone disease during 1,156,079 person-years of follow-up
(1986–2012), while 2513 symptomatic gallstone cases were
recorded during 769,287 person-years of follow-up (1986–2012)
in the HPFS.

Participants with a higher HLS were older than those with
lower scores. Consistent with the composition of the score,
they were also less likely to smoke, had a lower BMI, a
higher coffee intake, and a higher AHEI-2010 than those with
a lower HLS (Tables 1 and 2). Furthermore, participants with a
higher HLS were considerably more physically active than those
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Healthy lifestyle and symptomatic gallstones 591

FIGURE 1 Number of healthy lifestyle factors and the risk of symptomatic gallstone disease in the Nurses’ Health Study (NHS) and the Health
Professionals Follow-up Study (HPFS). Healthy lifestyle factors were defined as the upper 2 quintiles of the cohort’s Alternate Healthy Eating Index 2010
(excluding alcohol), consuming ≥2 cups of caffeinated coffee per day, performing ≥150 vigorous-intensity or ≥300 moderate-intensity minutes of physical
activity per week (15 MET-h/wk), having a BMI <25 kg/m2, being a never smoker, and consuming a moderate amount of alcohol (men: 0.5–2 drinks/d;
women: 0.5–1.5 drinks/d). HRs and 95% CIs from Cox regression analyses are adjusted for age, questionnaire cycle, regular use of statins and thiazide
diuretics (yes/no), regular use of NSAIDs (≥2 times/wk; yes/no), postmenopausal hormone use (pre-/missing menopause, never used, current user, past user;
only in NHS), and history of hypercholesterolemia and hypertension (yes/no). 1Incidence is per 100,000 person-years. HPFS, Health Professionals Follow-up
Study; MET, metabolic equivalent; NHS, Nurses’ Health Study; NSAID, nonsteroidal anti-inflammatory drug.

with lower scores, especially men. For alcohol intake, the data
suggested a linear relation for women and a U-shaped relation
for men. Both, men and women with higher scores had less
hypercholesterolemia and hypertension, but men and not women
with higher scores were more likely to use statins and NSAIDs.

HRs and 95% CIs for symptomatic gallstone disease according
to the number of healthy lifestyle factors are presented in
Figure 1. In multivariable adjusted analyses, adhering to all
healthy lifestyle factors when compared with none was associated
with an HR of 0.26 (95% CI: 0.15, 0.45) for women, and 0.17
(95% CI: 0.07, 0.43) for men. When we investigated associations
separately by time period, they appeared to be slightly attenuated
over time [multivariable HR for women comparing highest with
lowest HLS score for 1986–1994: 0.22 (95% CI: 0.08, 0.58);
1994–2002: 0.32 (95% CI: 0.15, 0.68); and 2002–2012: 0.30
(95% CI: 0.10, 0.97)].

When we excluded symptomatic gallstone cases without
cholecystectomy in the HPFS (n = 415), we observed similar
results (multivariable HRs comparing highest with lowest HLS:
0.14; 95% CI: 0.05, 0.39). Including diabetics in the analyses
slightly altered the findings in men but not women [multivariable
HRs for highest compared with lowest HLS: women 0.25 (95%
CI: 0.15, 0.44); men: 0.21 (95% CI: 0.10, 0.45)].

The association was weaker when we used cumulative
averages of lifestyle factors to generate the HLS [multivariable
HRs comparing highest with lowest HLS: women 0.36 (95% CI:
0.23, 0.57); men: 0.32 (95% CI: 0.16, 0.67)].

Partial PAR% for each individual healthy lifestyle factor and
full PAR% for all factors combined are shown in Tables 3
and 4. After controlling for potential confounders (see footnotes),
having a BMI between 18.5 and 24.9 was the factor with
the highest partial PAR% in both women and men (33% and
23%, respectively), followed by moderate alcohol intake (13%),

coffee consumption (10%), physical activity (9%), AHEI (8%),
and never-smoking (1%, nonsignificant) in women; and coffee
consumption (18%), AHEI-2010 (11%), moderate alcohol (7%),
physical activity (5%), and never-smoking (5%) in men. The
combined full PAR% was 62% for women and 74% for men.

Analyses of single lifestyle components showed that with
mutual adjustment, all single lifestyle factors were associated
with risk of symptomatic gallstone disease, except for smoking
status in women. For men, only the highest category (>30 MET-
h/wk) of physical activity was associated with a lower risk of
symptomatic gallstone disease (Supplemental Tables 1 and 2).

Discussion
In these 2 large prospective cohort studies of male and

female health professionals, a healthy lifestyle including a
healthy diet (reflected by the highest 40% of the cohorts’
AHEI-2010), moderate alcohol intake (women: 0.5–1.5 drinks/d;
men: 0.5–2 drinks/d), regular consumption of caffeinated coffee
(≥2 cups/d), never-smoking, physical activity (≥15 MET-h/wk),
and normal body weight (BMI between 18.5 and 24.9), was
inversely associated with the risk of symptomatic gallstone
disease. Women and men with the highest HLS had a 74% and
an 83% lower risk of symptomatic gallstone disease, respectively,
than those with no healthy lifestyle factor. The combined
PAR% was 64% for women and 74% for men. Thus, assuming
causal relations, the incidence of symptomatic gallstone disease
might have been reduced by two-thirds to three-quarters if all
participants had adhered to the lowest-risk lifestyle. All selected
lifestyle factors contributed to the population risk, except for
smoking in women. For both women and men, being normal
weight was associated with the highest PAR% (33% and 23%,
respectively).
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TABLE 3 Partial and full population attributable risk percentage (PAR%) of different lifestyle factors on gallstone disease for women in the Nurses’ Health
Study (NHS)1

Lifestyle factor Healthy definition
Person-years with
healthy factor, %

Incidence, no. per
100,000 person-years:

nonhealthy/healthy
PAR% (95% CI):
individual factor

PAR% (95% CI):
combined

Smoking Never smoking 45 595/607 1 (−1, 4) 62 (37, 79)
AHEI-2010 Upper 2 quintiles 41 639/547 8 (5, 11)
BMI, kg/m2 18.5–24.9 51 820/394 33 (30, 36)
Physical activity ≥15 METs/wk 42 662/518 9 (6, 12)
Coffee consumption ≥2 cups/d 39 645/530 10 (7, 13)
Moderate alcohol intake 0.5–1.5 drinks/d 22 634/483 13 (8, 17)

1The PAR% is dependent on the magnitude of the association and the prevalence of exposure and describes the proportion of symptomatic gallstone
disease that could be prevented if 1 or all of the mentioned exposures were to be eliminated from the population. Briefly, the PAR% was calculated by
combining the observed prevalence rates of each healthy lifestyle factor with the estimated HR from the multivariable Cox proportional hazards model, which
was adjusted for age, questionnaire cycle, regular use of statins and thiazide diuretics (yes/no), regular use of NSAIDs (≥2 times/wk; yes/no),
postmenopausal hormone use (pre-/missing menopause, never used, current user, past user), history of hypercholesterolemia and hypertension (yes/no), and
mutually adjusted for each of the healthy lifestyle factors. AHEI-2010, Alternate Healthy Eating Index 2010; MET, metabolic equivalent; NSAID,
nonsteroidal anti-inflammatory drug; PAR%, population attributable risk percentage.

Although the etiology of gallstones remains unclear, biologi-
cally plausible mechanisms suggested to play a role in gallstone
development include insulin resistance and alterations of lipid
metabolism (28, 43). Lifestyle factors associated with gallstone
formation are also related to insulin resistance, including obesity
(12, 44), smoking (13, 45), the AHEI-2010 (24, 46), physical
activity (17, 31, 47), alcohol (18, 48) and coffee consumption
(19, 49). Furthermore, the investigated lifestyle factors have
been shown to favorably alter the lipid profile and, thus, could
counteract pathways related to cholesterol supersaturation in the
bile (5, 50–55).

Overall, the association between the HLS and symptomatic
gallstone disease appeared to be more pronounced in men than
in women. Differences in the distribution/prevalence of single
lifestyle factors might have contributed to these disparities; for
example, men in the highest HLS group were substantially more
physically active than women in the highest HLS group (58.3
compared with 39.6 MET-h/wk). Furthermore, the BMI range
between the lowest and highest HLS group was wider in women
than in men, which can also explain the higher partial PAR%
for being normal weight found in the NHS compared with the
HPFS. Second, underlying mechanisms in the development of

gallstones might differ between men and women. Especially
worth mentioning is the increase of estrogen by BMI (56), which,
in turn, increases biliary cholesterol secretion, the first step to
gallstone development (57). Although the overall PAR% was
higher in men than in women, the absolute number of potentially
preventable cases of symptomatic gallstone disease is likely
higher in women, due to the 2–3-fold higher incidence of this
disease in women (1).

This large prospective study including >100,000 participants
with almost 10,000 symptomatic gallstone cases provides further
support for a role of lifestyle modification in the primary
prevention of symptomatic gallstone disease. To the best of our
knowledge, this is the first study to examine associations between
both individual healthy lifestyle factors and joint effects within
a healthy lifestyle pattern and the risk of symptomatic gallstone
disease. Other studies relating several lifestyle factors and dietary
patterns to gallstone disease are scarce and often limited by
inadequate assessment, inadequate control of confounding, or
small numbers of cases (58).

A small prospective cohort study (n = 2848, gallstone cases
n = 256) has investigated the association between different
lifestyle factors and the risk of gallstones (58). In agreement

TABLE 4 Partial and full population attributable risk percentage (PAR%) of different lifestyle factors on gallstone disease for men in the Health
Professionals Follow-up Study (HPFS)1

Lifestyle factor Healthy definition
Person-years with
healthy factor, %

Incidence, no. per
100,000 person-years:

nonhealthy/healthy
PAR% (95% CI):
individual factor

PAR% (95% CI):
combined

Smoking Never smoking 49 357/295 5 (1, 10) 74 (43, 90)
AHEI-2010 Upper 2 quintiles 42 349/295 11 (7, 16)
BMI, kg/m2 18.5–24.9 43 385/250 23 (18, 27)
Physical activity ≥15 METs/wk 66 378/300 5 (2, 8)
Coffee consumption ≥2 cups/d 33 354/270 18 (12, 23)
Moderate alcohol intake 0.5–2 drinks/d 35 343/297 7 (2, 13)

1The PAR% is dependent on the magnitude of the association and the prevalence of exposure and describes the proportion of symptomatic gallstone
disease that could be prevented if 1 or all of the mentioned exposures were to be eliminated from the population. Briefly, the PAR% was calculated by
combining the observed prevalence rates of each healthy lifestyle factor with the estimated HR from the multivariable Cox proportional hazards model, which
was adjusted for age, questionnaire cycle, regular use of statins and thiazide diuretics (yes/no), regular use of NSAIDs (≥2 times/wk; yes/no), history of
hypercholesterolemia and hypertension (yes/no), and mutually adjusted for each of the healthy lifestyle factors. AHEI-2010, Alternate Healthy Eating Index
2010; MET, metabolic equivalent; NSAID, nonsteroidal anti-inflammatory drug; PAR%, population attributable risk percentage.
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with our results, the authors observed a positive association
between BMI and the risk of gallstones but saw no associations
with smoking, coffee intake, alcohol consumption, or healthy
diet. Although ultrasonography was used to determine gallstone
status, which also captures asymptomatic cases and allows
a more accurate conclusion about gallstone formation, other
reasons could be responsible for the deviation from our findings,
including simplified assessment of covariates and adjustment.
In a subsequent meta-analysis (58) of prospective studies using
ultrasonography to assess gallstone status, the same authors
observed positive associations with gallstone disease for smoking
and BMI but not for alcohol consumption. However, they
did not include results from 2 of their identified studies,
which investigated alcohol consumption and found negative
associations with gallstone disease.

Strengths of our study include its large sample size and
the availability of prospective detailed lifestyle and outcome
data that were regularly updated over almost 30 y of follow-
up, generally not available when studying these associations
in a clinical setting. However, some limitations should be
considered. First, exposure and outcome were self-reported,
which could have led to measurement errors. However, lifestyle
factors have been rigorously tested in several validation studies
showing reasonably high validity and reproducibility (32–34).
Recall bias, if any, might be nondifferential, which would have
attenuated the results toward a null association in most but
not all circumstances. Furthermore, we performed sensitivity
analyses to test the robustness of our findings, including the use of
cumulative averages of lifestyle information to generate the HLS.
Cumulative averaging reduces the impact of random error and
reflects long-term exposures. In our analysis, it yielded weaker
results, suggesting that risk factors in the recent past might
be more etiologically relevant than remote exposure. Moreover,
we showed that self-reports of the outcome had excellent
validity (12), and results from sensitivity analyses restricted to
participants who had undergone cholecystectomy were similar.
In our study population it was not possible to perform systematic
screening for gallstones using ultrasonography. However, possi-
ble misclassification is expected to be nondifferential, because
both cases and noncases might have had silent gallstones.
Furthermore, we examined symptomatic gallstone disease, which
is the most clinically relevant outcome and probably less prone
to detection bias. As described in our Methods section, based
on our validation studies >95% of those who reported gallstone
disease were confirmed (12, 17, 31). Another limitation is that
the proportional hazards assumption was violated in the NHS.
In additional analyses, we observed slight attenuations of the
effect size in later follow-up periods. Thus, our overall result
can be interpreted as an average association over time (59).
Furthermore, our study population consisted of mainly white
health professionals, limiting the generalizability to populations
with other ethnic and socioeconomic backgrounds. Finally, even
though we adjusted for a variety of potential confounders, as with
all observational studies, we cannot exclude the possibility of
residual or unmeasured confounding.

In conclusion, our results indicate that a considerable propor-
tion of symptomatic gallstone disease cases might be prevented
by maintaining a healthy lifestyle including following a healthy
diet, not smoking, moderate alcohol intake, regular coffee
consumption, being normal weight, and exercising regularly.

Recommendations regarding the benefit of moderate alcohol
intake should be weighed against potential health hazards of
alcohol consumption. Alcohol should be consumed carefully,
and according to current USDA dietary guidelines no more
than 7 drinks/wk should be consumed by women. Moreover,
nondrinkers should not start alcohol consumption just to avoid the
development of gallstones. Given the high burden of symptomatic
gallstone disease in Western populations, broader adoption of a
healthy lifestyle could have a substantial impact on the health
care systems. The HLS is easy to communicate in both public and
clinical settings and could serve as a tool for improved precision
medicine. Further studies are warranted to explore the utility of
the HLS to investigate the joint effect of these lifestyle factors in
other less health-conscious populations.
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