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Abstract: Low-grade metabolic acidosis is a condition characterized by a slight decrease in blood
pH, within the range considered normal, and feeding is one of the main factors that may influence
the occurrence of such a condition. The excessive consumption of acid precursor foods (sources of
phosphorus and proteins), to the detriment of those precursors of bases (sources of potassium, calcium,
and magnesium), leads to acid-base balance volubility. If this condition occurs in a prolonged, chronic
way, low-grade metabolic acidosis can become significant and predispose to metabolic imbalances
such as kidney stone formation, increased bone resorption, reduced bone mineral density, and the
loss of muscle mass, as well as the increased risk of chronic diseases such as type 2 diabetes mellitus,
hypertension, and non-alcoholic hepatic steatosis. Considering the increase in the number of studies
investigating the influence of diet-induced metabolic acidosis on clinical outcomes, this review gathers
the available evidence evaluating the association of this disturbance and metabolic imbalances, as well
as related mechanisms. It is necessary to look at the western dietary pattern of most countries and
the increasing incidence of non-comunicable diseases for the balance between fruit and vegetable
intake and the appropriate supply of protein, mainly from animal sources, so that it does not exceed
the daily recommendations.
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1. Background

Maintaining the acid-base balance is one of the most strongly regulated variables in human
physiology. In order to maintain homeostasis, there is a need to balance the ingestion/production of
H* and the effective removal of these ions from the body [1,2]. The real concentration of H* ions can
be expressed in a logarithmic scale, through pH units. Any change in blood pH, which is maintained
within the range of 7.35-7.45, tends to be rapidly controlled by the body’s buffer systems in order to
avoid acidaemia (pH lower than 7.35) or alkalosis (pH higher than 7.45) [1].

In parallel to the definitions of acidaemia and alkalosis, it is reported that there may be minimal
changes in the value of plasma bicarbonate and blood pH within the range considered normal. This
condition, when the pH is balanced at values close to the lower limit (7.35), is called low-grade
metabolic acidosis. There are some factors that can lead to low-grade metabolic acidosis, and diet is
one of the main factors that may influence the occurrence of this condition [3].

Diet-induced low-grade metabolic acidosis is a condition that has been investigated since the
early 1980s, when Kurtz et al. (1983) [4] showed that an increased dietary acid load led to small
changes in the acid-base balance (increase in [H*] and reduction in [HCOOj3™]). From time to time,
other studies have been published focusing on these minimal alterations in the acid-base balance [5-8],
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and several terminologies have been used, such as “eubicarbonatemic metabolic acidosis” [9] and
“acid retention” [10].

Although these changes in the acid-base balance are small, it has been shown that a diet-induced
slight decrease in blood pH can have a significant impact on metabolism. In the last 10 years, many
studies have been published evaluating the association between the consumption of an acidifying
diet and clinical outcomes. Diet-induced metabolic acidosis has been reported to be associated with
the impairment of bone metabolism and an increased risk of a number of chronic noncommunicable
diseases, such as type 2 diabetes mellitus and hypertension [11-13]. Thus, this study aimed to gather
the existing evidence regarding the effects of low-grade metabolic acidosis induced by diet on metabolic
disturbances and an increased risk of diseases.

2. Diet-Induced Acidosis

Diet may contribute to low-grade metabolic acidosis through the ingestion of dietary constituents
of non-volatile acids and bases. The nutrients that release acid precursors into the bloodstream
are phosphorus and proteins (mostly containing sulfur amino acids, such as cysteine, methionine,
and taurine, and cationic amino acids such as lysine and arginine). In addition, sodium chloride (NaCl)
intake is reported to be an independent predictor of plasma bicarbonate concentration. Assuming
a causal relationship, NaCl may exert approximately 50-100% of the acidosis-producing effect of
the dietary acidic load, and is therefore considered a predictor of diet-induced low-grade metabolic
acidosis [14]. On the other hand, the nutrients that are precursors of bases are potassium, magnesium,
and calcium. Thus, in general, the main foods that release precursors of acids into the bloodstream are
mostly of animal origin (except for beans and nuts), and foods that are precursors of bases are mainly
those of plant origin [2,3].

There are some methods to determine the net endogenous production of acids, such as the
quantification of organic and inorganic constituents in urine and faeces, the measurement of 24-hour
urine pH, and the evaluation of acid production from dietary constituents [3]. Out of these,
the evaluation from dietary constituents has often been used by epidemiological studies evaluating the
association between dietary acid load and disease risk (Table 1). The net endogenous acid production
(NEAP) is a method developed by Frasseto et al. in 1998 [15] that takes into account the amount of
protein and potassium, respectively and considers the main nutrients associated with the release of
acids and bases. The potential renal acid load (PRAL), a calculation developed by Remer & Manz
(1994) [16], estimates the intestinal absorption rates of the contributing nutrients, the ionic balance of
calcium, magnesium, and potassium, and the dissociation of phosphate at pH 7.4. The more negative
the PRAL, the more alkalizing the food is. In addition, PRAL can be added to the estimated excretion
value of organic acids, a calculation developed by Sebastian (2002) [7].

Table 1. Estimates of the net endogenous production of acids from dietary constituents.

Net Endogenous Acid Production

(NEAP, mEq/Day) (54.5 X Protein [g/Dayl/Potassium [mg/Day])—10.2

(0.49 x protein [g/day]) + (0.037 x phosphorus [mg/day]) —
(0.021 x potassium [mg/day]) + (0.026 x magnesium [mg/day]) +
(0.013 x calcium [mg/day])

Organic Acid (OA, mEq/day) PRAL + body surface area * (m?) x 41 (mEq/day)/1.73 (m?)
Note: * 0.007184 x weight®4? (kg) x height®72> (m?).

Potential Renal Acid Load
(PRAL, mEq/day)

Thus, from the estimation of the net endogenous production of acids according to the dietary
constituents, it is possible to characterize the foods according to their ability to release acids and bases
in the bloodstream. In Table 2, the values of the acidifying potential of several foods, calculated using
PRAL, are presented. As we can see, the foods that contribute most to the release of acids into the
bloodstream are meats (beef, pork, or poultry), eggs, beans, and oilseeds, and the foods that contribute
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most to the release of bases are fruits and vegetables. If there is an excessive consumption of acid
precursor foods, to the detriment of those precursors of bases, volubility of the acid-base balance
occurs [2,3,17]. If this acid-base balance disorder occurs in a prolonged and chronic way, low-grade
metabolic acidosis may become significant and predispose to diseases [18-21].

Table 2. Renal acid load potential of foods.

Food PRAL (100g)  PRAL (Portion)
Cereals
White rice (cooked) 1.7 1.3(76.9 g)
Brown rice (cooked) 52 8.1 (156 g)
Oat flakes 9.1 2.7 (30 g)
Granola 18.4 9.0 (488 g)
Vegetables
Pumpkin (cooked) -19 —2.1(108 g)
Zucchini (cooked) —0.6 —0.6 (95 g)
Chard (raw) —-21 -1.2(60 g)
Watercress (raw) —-1.2 —0.1(10g)
Artichoke (cooked) —-0.5 —0.6 (120 g)
Curly lettuce (raw) -32 —0.6 (18 g)
Sweet potato (cooked) —-1.8 -1.2(70 g)
Potato (cooked) -1.7 -12(70 g)
Eggplant (cooked) —0.9 —0.8 (90 g)
Beet (cooked) —28 -1.1(40¢g)
Beet (raw) —54 -1.7(32g)
Broccoli (cooked) 0.8 0.2(20g)
Carrot (raw) —4.4 -1.6 (36 g)
Carrot (cooked) -1.6 —0.8 (50 g)
Shiitake mushroom (cooked) —-0.2 -03 (116 g)
Kale (raw) —-2.6 —-0.5(20g)
Kale (braised) —1.6 -03(17g)
Cauliflower (cooked) 0.2 0.2 (100 g)
Spinach (raw) —-15 —0.8 (50 g)
Spinach (braised) 4 2(50 g)
Mustard leaf (raw) -3.2 —0.7 (224 ¢g)
Cucumber (raw) -2 -0.3(15g)
Red bell pepper (raw) —-28 —0.7 (26 g)
Radish (raw) —4.7 —-02(5g)
White cabbage (raw) —-1.5 -0.3 (20 g)
Arugula (raw) —-1.1 —-02(15g)
Tomato -1.8 —0.9 (50 g)
Fruits
Avocado —2.4 -22(90¢g)
Pineapple -1.1 —-0.8(75g)
Plum -1.7 —-0.8(45g)
Prune -10.1 —45@45g)
Blackberry -1.0 —04(45g)
Banana —5.2 —-4.2(80g)
Cherry —-29 -1.8(62g)
Cranberry -0.9 —03(44g)
Apricot -35 -19@35g)
Raspberry —0.6 —0.6 (90 g)
Guava —-33 —5.7(170 g)
Blackcurrant —-2.6 -1145g)
Kiwi —-32 —24(76 g)
Orange -1.6 -1.3(80g)
Lychee -17 —-0.3 (20 g)

Lime —04 ~0.1(29g)
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Table 2. Cont.

Food PRAL (100g)  PRAL (Portion)
Fruits
Apple —-1.8 —2.3 (130 g)
Papaya -1.1 -3.1(270 g)
Mango —2.2 -1.3(60 g)
Passion fruit —-34 —-15@45g)
Watermelon -0.9 —1.8 (200 g)
Melon -3.6 —-3.3(90g)
Strawberry —2.2 -1.1(48¢g)
Blueberry —0.6 —-1.1(180g)
Peach —-15 —0.9 (60 g)
Pomegranate -8.1 —229(282g)
Dry date (chuara) —8.7 —12.2 (150 g)
Green grape —2.4 —4.1(170 g)
Purple grape -1.9 -33(170 g)
Dried grape (raisin) -9.0 —3.6 (40 g)
Beans
Pea 4.2 1.3(30g)
Bean 15 12(80¢g)
Chickpea 6.3 7.6 (120 g)
Lentil 31 5.0 (160 g)
Nuts
Almond 22.8 11(5g)
Cashew nut 23.5 9.4 (40 g)
Brazil nut 36.4 14.6 (40 g)
Walnut 15.7 4.7 (30 g)
Fish and sea food
Fresh tuna (roasted) 21.7 304 (140 g)
Shrimp (cooked) 21.1 232 (110 g)
Mackerel (roasted) 16.3 14.3 (88 g)
Lobster (cooked) 514 59.6 (116 g)
Opyster (cooked) 12.3 52(42¢g)
Wild salmon (raw) 7.7 15.3 (198 g)
Wild salmon (grilled) 9.9 15.3 (154 g)
Sardine (roasted) 32.1 27.0 (84 g)
Meat
Striploin steak (grilled) 19.0 28.5 (150 g)
Beef tenderloin (grilled) 214 32.1 (150 g)
Flank steak (cooked) 139 17.1 (123 g)
Eye round (cooked) 17.4 214 (123 g)
Chicken leg (roasted) 14.2 7.1(50 g)
Chicken thigh (roasted) 14.8 13591 g)
Chicken chest (roasted) 19 349 (184 g)
Dairy products
Whole cow’s milk 3.6 8.7 (240 mL)
Low-fat cow’s milk 3.9 9.4 (240 mL)
Brie cheese 16.8 13.5(80 g)
Mozzarella cheese 39.2 7.8(20 g)
Parmesan cheese 56.7 8.5(15g)
Egg
Egg (cooked) 10.4 4.7 (45g)
Beverages
Coconut water —6.1 —12.1 (200 mL)

Coffee —2.3 —1.2 /(50 mL)
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3. Dietary Acid Load and Clinical Outcomes

Many observational studies have been conducted to evaluate the association between dietary acid
load and disease risk. The negative effects to health from low-grade metabolic acidosis are associated
with mineral excretion and an imbalance in hormone secretion, as shown in Figure 1.

Diet-induced metabolic acidosis
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Reduction of pH level within the normal range

| l ! !

T bone resorption
markers excretion
| BMD

| y !

/\
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Figure 1. Consequences to health from low-grade metabolic acidosis induced by diet. Dietary-induced
low-grade metabolic acidosis may predispose to various disorders including bone metabolism
impairment, kidney stone formation, loss of lean mass, increased systemic blood pressure, and risk
of type 2 diabetes mellitus. BMD: bone mineral density; IR: insulin resistance; T2DM: type 2 diabetes
mellitus; HBP: high blood pressure.

3.1. Bone Tissue

Some mechanisms have been proposed to explain the influence of an increased dietary acid load
on bone metabolism (Figure 2). The slight reduction of the extracellular fluid pH suppresses the activity
of osteoblasts and decreases the gene expression of specific matrix proteins and alkaline phosphatase
activity. In addition, low-grade metabolic acidosis has been associated with osteoclast activity and
increased urinary calcium excretion without increased intestinal calcium absorption, resulting in the
depletion of bone calcium [22,23]. Net acid excretion (NAE), a predictor of the acidifying potential of
the diet, is shown to be associated with increased serum levels of parathyroid hormone (PTH) and the
urinary excretion of calcium and N-telopeptide, an important marker of bone resorption [20]. In the
study conducted by Buclin et al. (2001) [11], the ingestion of an acidogenic diet for four days caused an
increase in the urinary excretion of calcium and C-telopeptide of 74% and 19%, respectively, compared
to the intake of an alkalizing diet for the same period. Moreover, the consumption of this dietary
pattern was associated with a discrete, but significant, reduction in blood and urinary pH.

It has been suggested that the ingestion of an acidifying diet is associated with the reduction of
mineralization and bone mass, and a higher risk of fractures. New et al. (2004) [24] showed that high
NEAP values were correlated with a lower bone mineral density of the femur and with a reduction of
the hip and spine bone mass in 1056 women, independently of age and menopausal status. Recently,
Esche et al. (2016) [25] showed that the net acid excretion was inversely related to the mineral content
and the cortical bone area, and was positively associated with the risk of bone fractures in women.

Corroborating these findings, it has been suggested that a diet with negative PRAL is associated
with a reduction in bone turnover. Gunn et al. (2015) [26] showed that the consumption of >9 servings
of fruits and vegetables per day for 12 weeks (diet with PRAL value of —23 mEq/day) was associated
with a reduction in the urinary excretion of procollagen type I N propeptide (bone formation marker)
and calcium, in addition to increasing the urine pH. Furthermore, a significant reduction in the
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excretion of C-terminal telopeptide of type I collagen (bone resorption marker) was observed in
participants with osteopenia.

Excessive release of acids into the bloodstream

!

T osteoclasts activity

!

bone resorption ——> dissolution of salt minerals in the bone matrix — 5 bone fractures

(calcium, phosphorus, magnesium) | bone mass
l :
| :
\4
T excretion of bone I utinary excretion of calcium bone diseases (?)

resorption markers

Figure 2. Schematic representation of the excessive release of acids into the bloodstream on bone tissue.
The excess of acid release into the bloodstream, in detriment of the release of bases, may predispose to
impaired bone metabolism, which involves the increased release of PTH with a consequent increase in
osteoclasts activity and bone resorption, reducing the bone tissue mineralization. As a consequence,
there may be an increased risk of bone fractures and bone mass reduction.

Studies have shown that the deleterious effects of low-grade metabolic acidosis on bone
tissue are independent of calcium intake [11,27]. Shariati-Bafghi et al. (2014) [27] reported that,
in 151 postmenopausal women, PRAL and NEAP were inversely associated with the bone mineral
density—an association that remained significant even in those participants with a calcium intake above
800 mg/day [27]. Recently, Kong et al. (2017) [28] showed in their study with 7187 participants from
the Korean National Health and Nutrition Examination Survey (KNHANES) that the dietary intake
of potassium was positively associated with a higher mineral density in the lumbar spine, femur,
and hip, even in participants with a low dietary calcium intake—a fact that can be attributed to the
lower acidifying potential of diets rich in food sources of potassium [28].

Despite the evidence hereby described, when assessing the association between dietary acid load
and the risk of bone diseases, such as osteoporosis, the results are inconclusive. The available studies
evaluating this association are not controlled for all factors related to the risk and progression of bone
tissue diseases, such as family history, estrogen status, and renal function, which may, at least in part,
explain the inconsistent results emerging from this association. However, since demineralization and
the loss of bone mass are associated with various diseases of bone tissue [29-31], it is believed that,
in the long term, the excessive release of acids into the bloodstream may have a significant impact on
the risk of bone diseases.

Concerning the effect of specific dietary components, many questions are raised about the
association between proteins, the main acidogenic component of the diet, and bone health. It has
been suggested that hyperproteic diets can cause an increase in urinary calcium excretion [16] and,
therefore, it is believed that a high protein intake may increase the risk of bone diseases. In addition,
proteins are the main contributor to the acidifying potential of the diet. In contrast to these facts,
dietary proteins (mainly animal sources) may exert an anabolic effect on bone turnover by increasing
levels of insulin-like growth factor (IGF-1), stimulating intestinal calcium absorption, suppressing
PTH action, and improving shape and muscle mass [32-34]. Furthermore, bones are formed by the
protein matrix, and dietary proteins appear to exert an osteotrophic effect [33,35]. Considering these
facts together, it is raised that in the presence of an adequate dietary intake of base-forming nutrients,
proteins may exert benefits on the bones [32].
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3.2. Kidney Stones

The effects of an acidogenic diet on the formation of kidney stones are the clinical outcome with
the highest number of published studies. In response to diet-induced low-grade metabolic acidosis,
the kidneys perform adaptive responses in an attempt to restore the acid-base balance, and these
responses include an increased excretion of calcium and oxalate salts, and reduced citrate excretion.
Citrate inhibits the formation and agglomeration of calcium oxalate crystals and, thus, the reduction of
its excretion is associated with the formation of a less soluble complex of calcium oxalate [2,36]. In their
study involving 187 renal stone-formers, Trinchieri et al. (2006) [36] showed that the acidifying dietary
pattern (PRAL value between 16 and 24 mEq/day) was associated with reduced citrate excretion in
the urine [36].

The study conducted by Ferraro et al. (2016) [37] evaluated the association between dietary
acid load and the risk of kidney stone formation in the participants of Professionals Follow-Up
Study, the Nurses ‘Health Study I, and the Nurses’ Health Study II. It was found that NEAP and the
animal protein-to-potassium ratio were positively associated with the risk of developing kidney stones
(increased risk by 10-41%) [37]. Corroborating this finding, Trinchieri et al. (2013) [18] showed that a
diet with PRAL higher than 31 mEq/day was associated with a 2.5-fold higher odds of developing
kidney stones, a probability that was significantly reduced with the ingestion of two or more portions
of vegetables per day [18]. Similarly, another study showed that individuals in the last tertile of PRAL
were 2.9 times more likely to form kidney stones compared to those in the first tertile [38].

3.3. Chronic Kidney Disease

Two mechanisms have been proposed to elucidate the associations between dietary acid load
and chronic kidney disease (CKD). As the demand for acid elimination rises, there is an increase in
endothelin-1, angiotensin II, and aldosterone production. These substances are associated with the
reduction of the glomerular filtration rate (GFR) and the stimulation of pro-fibrotic factors, which
are associated with renal fibrosis. In addition, in an attempt to neutralize the H* load, an increase
in ammonia production occurs in the proximal tubule, which can cause tubular toxicity and renal
damage. These processes, when constantly stimulated, are associated with the increased risk and
progression of CKD [39-41].

In this context, it has been shown that the serum bicarbonate level is an independent predictor of
CKD progression. Raphael et al. (2011) [42] showed that higher serum bicarbonate levels within the
normal range (20 to 30 mEq/L) are associated with a reduced risk of negative outcomes in patients
with CKD, as dialysis, worsening renal function, and death [42]. An analysis from 217 CKD patients
showed that disease biomarkers (hypoalbuminuria and hyperkalemia) were associated with low serum
bicarbonate levels [43]. In a retrospective cohort of participants with CKD, a low serum bicarbonate
level was an independent risk factor for disease progression, mainly in those with a preserved kidney
function [44].

Population studies have reported associations between net acid excretion, PRAL, and NEAP,
and the increased risk, progression, and prevalence of CKD. Banerjee et al. (2014) [40] showed that,
in 12,293 adult participants in the National Health and Nutrition Examination Survey, the estimated
net acid excretion (eNAE) was inversely associated with the estimated GFR (eGFR) and positively
associated with albuminuria, markers of CKD [40]. In a cohort study of participants of the Tehran Lipid
and Glucose Study, patients in the last quartile of PRAL had a 1.42 higher odds of CKD, independently
of age, body mass index, smoking status, and other confounding factors [45]. The Atherosclerosis Risk
in Communities Study results showed an association between a higher dietary acid load and CKD
(adjusted hazard ratio: 1.14, highest quartile of NEAP compared with the lowest quartile), even after
adjusting for confounding variables, including the presence of diabetes and hypertension [46].

Similarly, the data of observational studies support the hypothesis that increasing the dietary
alkali load may reduce the risk of CKD. Wesson & Simoni (2010) [47] showed in their study with
mice that the dietary alkali slowed the rate of decline in GFR when compared to the endothelin and
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aldosterone receptor antagonist [47]. Another study has showed that the ingestion of base-producing
fruits and vegetables was associated with GFR preservation and reduced urinary angiotensinogen
in patients with stage 3 chronic kidney disease [48]. Additionally, in high-risk individuals with
type 2 diabetes mellitus who participated in the Ongoing Telmisartan Alone and in Combination
with Ramipril Global Endpoint Trial (ONTARGET) study, a vegetable consumption of more than
five servings per week reduced the risk of CKD (odds ratio: 0.90, highest versus the lowest tertile of
vegetable consumption) and the frequent consumption of fruits and fruit juices was associated with
a reduced risk of incident microalbuminuria and risk of CKD (odds ratio: 0.91, highest versus the
lowest tertile of weekly fruit consumption) [49]. In summary, based on available data, the dietary acid
load seems to be an important predictor of CKD and interventions taking into account the frequent
consumption of base-producing foods, such fruit and vegetables, should be considered.

3.4. Type 2 Diabetes Mellitus

The mechanism involving the association between dietary acid load and the risk of diabetes
mellitus has not yet been fully elucidated, but it is believed that the maintenance of blood pH close
to the lower limit of the normal range may lead to a decrease in the uptake of glucose by the muscle,
the disruption of insulin binding to its receptor, and the inhibition of the insulin signaling pathway.
This may lead to peripheral insulin resistance, the main risk factor for the development of type 2
diabetes mellitus [22].

Mandel et al. (2012) [50] showed that reduced levels of plasma bicarbonate were associated
with a higher odds of developing diabetes, independently of factors such as BMI and renal function,
in 630 women (mean age: 56 years) who were accompanied for 10 years [50]. In the study conducted
by Fagherazzi et al. (2014) [12], which included a total of 66,485 women (mean age: 50 years) from the
E3N-EP1C cohort, it was found that high PRAL and NEAP values were associated with a higher risk
of diabetes mellitus, independently of a family history of diabetes and carbohydrate intake [12].

A cross-sectional study developed by Akter et al. (2016) [51] reported that high PRAL and
NEAP values were associated with the presence of insulin resistance (assessed by homeostasis
model assessment insulin resistance—HOMA-IR and homeostasis model assessment B-cell
function—HOMA-B) in 1732 apparently healthy Japanese workers, aged 19-69 years [51]. In another
study conducted by the same group of researchers and including 64,660 participants from the Japan
Public Health Center-based Prospective Study, a positive association between diet PRAL and the
risk of diabetes mellitus was observed in men, but not in women. However, this association was not
significant in individuals aged >50 years. The authors discuss whether this result is due, at least in
part, to the PRAL value of the diet of younger individuals, which was significantly higher compared
to individuals aged >50 years [52].

3.5. Hypertension

The number of studies evaluating the association between dietary acid load and the risk of
hypertension has increased in recent years. Through cross-sectional analyses, research has shown that
PRAL and NEAP are positively associated with increased values of diastolic blood pressure [13,53]
and systolic blood pressure [13] in elderly individuals (1 = 673, ages 70-71 years) and in young women
(n = 1136, ages 18-22 years).

In the study conducted by Zhang et al. (2009) [54], data were collected from 87,293 women
enrolled in the Nurses” Health Study II (NHS II) to assess the association between dietary acid load
and the risk of hypertension. During the 14 years of follow-up, it was observed that NEAP and the
protein-to-potassium ratio were positively associated with the risk of hypertension, independently
of factors such as age, a family history of hypertension, and sodium intake. When compared to
the participants who were in the first decile of NEAP, those who were in the last decile had an
increased risk of hypertension of 23% [54]. In another study, which included 2028 participants from the
Japan Epidemiology Collaboration on Occupational Health Study, PRAL and NEAP were positively
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associated with the increased chance of hypertension; however, when there was adjustment for renal
function, this association did not remain significant [55].

Some mechanisms are suggested to justify the association between a high acid diet load and the
risk of hypertension. In the presence of low-grade metabolic acidosis, there is an increase in the pituitary
stimulus for ACTH synthesis and a consequent production of cortisol and aldosterone [56], which in
excess, may induce an increase in blood pressure [57,58]. In addition, the acid-base balance influences
mineral homeostasis by regulating the calcium absorption in the kidneys, and it is reported that the
increased urinary excretion of this mineral may be associated with an increased blood pressure [59,60].
In addition, NaCl intake, the most known risk factor associated with the etiology of hypertension, is
an independent predictor of diet-induced low-grade metabolic acidosis [14].

3.6. Non-Alcoholic Hepatic Steatosis

Recently, Chan et al. (2015) [61] evidenced a positive association between the acidogenic diet
and the risk of non-alcoholic hepatic steatosis (NASH) in 793 Chinese individuals aged 19-72 years.
An increase of 1.32 in the odds of developing NASH, independently of the intake of fiber, saturated fatty
acids, carbohydrates, and proteins—dietary constituents known to influence the risk of NASH-was
observed for each 20 mEq/day of NEAP [61]. Although this is the only available study evaluating
this association, it can be suggested that the influence of diet on the acid-base balance is a factor that
contributes to the development of this disease.

The mechanisms by which an acidogenic diet may influence the pathogenesis of NASH are not
fully understood. Taking into account that the slight reduction in plasma pH caused by an acidifying
diet is associated with insulin resistance, the consequent hyperglycemia and increased inflammation
could contribute to hepatic insulin resistance, which is related to the increase in the availability of free
fatty acids, and is a risk factor for the development of the disease [62].

3.7. Lean Body Mass Loss

The influence of a diet with acidifying potential on muscle mass has been studied. Evidence
indicates that a high dietary intake of potassium is associated with the better preservation of muscle
mass in elderly individuals [63]. Chan et al. (2015) [64] evaluated the association between NEAP
and longitudinal changes in appendicular muscle mass (AMM) in 3122 elderly subjects. A positive
association between NEAP and the loss of AMM was found during the study follow-up period [64].
Similarly, another study showed that a diet with alkalinizing potential (negative PRAL) was associated
with a better fat-free mass index in 2689 women aged 18-79 years, independently of factors such as
age and physical activity [65].

The mechanism that surrounds the association between a high dietary acid load and the loss of
muscle mass involves the effect of low-grade metabolic acidosis on the stimulation of the proteolysis
pathways. This stimulus can be triggered by an increased production of glucocorticoids, such as
cortisol, which stimulates the degradation of amino acids for release into the bloodstream. Glutamine
is essential for the process of tubular ammoniagenesis, important for the elimination of the body’s
hydrogen ions [66,67].

3.8. Mortality

As described above, an increased dietary acid load is associated with an increased risk and
progression of non-comunicable diseases. In this sense, researchers have investigated whether a higher
dietary acid load can be considered a predictor for the prevalence of mortality. In a retrospective
cohort study including 31,590 adults, reduced serum bicarbonate levels were inversely associated
with all-cause mortality (adjusted hazard ratio: 1.460, lowest quartile of serum bicarbonate compared
with the highest quartile). When analyses for cancer mortality and cardiovascular mortality were
performed, higher rates were found: compared with the highest quartile, the adjusted hazard ratio of
the lowest quartile of serum bicarbonate was 1.604 and 2.647, respectively. Further, acidic (pH < 5.5)
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and neutral (pH 6.0-7.5) urine pH were associated with higher all-cause mortality (adjusted hazard
ratio: 2550), compared to alkaline urine pH (pH > 8.0) [68].

Using data from two large cohorts, Xu et al. (2016) [69] evaluated the association between dietary
acid load (assessed by PRAL), and cardiovascular and all-cause mortality in 81,697 individuals who
were followed up for 15 years. An association between high PRAL values and higher mortality rates
was found. However, this association was weak (compared to neutral PRAL, the HR for all-cause
mortality for the 90th percentile of PRAL were 1.03 in women and 1.04 in men, and for cardiovascular
disease mortality were HR 1.06 in women and HR 1.06 in men) [69].

Despite these evidences showing an association between diet-induced low-grade metabolic
acidosis, and all-cause and cause-specific mortality, further studies are needed to confirm these
associations, as well as the causality in this relationship.

4. Discussion

Several studies have indicated the influence of low-grade metabolic acidosis on health outcomes,
and diet is one of the factors that directly influence this condition [70]. This article provides an overview
of the currently available evidence regarding the health effects of low-grade metabolic acidosis induced
by diet and metabolic disorders. There are several methods for assessing dietary acid load; however,
dietary constituent estimation has often been used by epidemiological studies to assess the association
between dietary acid load and disease risk. This estimate is mainly calculated through the NEAP
and PRAL formulas, which are simple and validated methods to estimate the dietary acid load from
diet-composition data.

Studies have shown that diets with high values of NEAP and PRAL may predispose to several
metabolic damages, such as the stimulation of bone resorption associated with a decrease in bone
mineral density and bone mass, leading to a higher risk of fractures. There are some interventional
and observational studies showing that increasing fruit and vegetable consumption is associated
with better bone outcomes, such as reduced reabsorption markers excretion, an increased bone
mineral content, and lower fractures and osteoporosis risk [27,71-73]. Furthermore, other studies have
reported that alkalinizing supplementation (including potassium citrate or potassium bicarbonate) can
attenuate the deleteriuous effects of low-grade metabolic acidosis on bone tissue, as demonstrated
by Dawson-Hughes et al. (2009 and 2015) [74,75] and Moseley et al. (2013) [76]. However, the effects
promoted by alkalinizing supplementation are acute and there must be a dietary pattern change to
reduce the risk of negative bone outcomes, and the frequent consumption of base-producing foods
should be considered.

The excessive release of acids into the bloodstream is associated with a higher chance of
developing kidney stones, a consequence of the increased urinary excretion of calcium and oxalate
salts and reduced citrate excretion (which is associated with an inhibitory effect on the stone
formation) [19,77]. As the demand for acid elimination increases, the kidney plays other adaptive
responses that may culminate in an increased risk of CKD. As previously mentioned, a diet rich in
fruits and vegetable might reduce the formation of kidney stones [18] and CKD risk [27,29]. Since low
serum bicarbonate levels are an independent predictor of CKD progression, the high consumption of
fruit and vegetables is also associated with a reduced progression of early CKD. Therefore, in renal
stone-formers and patients with CKD, the dietary intake of fruits and vegetables should be considered
to neutralize the acid retention and to ameliorate metabolic acidosis.

Current evidence suggests that diet-induced metabolic acidosis is a risk factor for type 2 diabetes
mellitus. Some studies have shown that a slight reduction in extracellular pH decreases the beta cell
response and leads to a disruption of insulin binding to its receptor. This may lead to peripheral insulin
resistance, the main risk factor for the development of type 2 diabetes mellitus [78-80]. In addition to
high PRAL and NEAP values, other markers of metabolic acidosis have been associated with insulin
resistance, such as plasma bicarbonate reduction, an increased anion gap, elevated levels of plasma
lactate, and low urinary pH values [12,51,52,80]. Insulin resistance, in addition to being involved in
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the etiology of type 2 diabetes mellitus, is a risk factor for non-alcoholic hepatic steatosis, and recently,
a study has shown a positive association between NEAP and the likelihood of developing the disease.
Several studies has showed that fruit and vegetable consumption is associated with lower glycosylated
haemoglobin levels, greater insulin sensitivity, and a reduced risk of type 2 diabetes mellitus [81-84].
Despite their content of base-forming nutrients, fruits and vegetables also present dietary fiber that
can contribute to better glycemic control [85,86].

In addition to these clinical outcomes, the high acid load of the diet has also been studied as a risk
factor for hypertension. Among the mechanisms involved is the increase of the pituitary stimulus for
ACTH synthesis and the consequent production of cortisol and aldosterone [28]. Furthermore, it has
been suggested that intracellular potassium reduction is compensated for by elevated sodium levels
and, as a consequence, blood pressure elevation [87]. In this context, studies have showed that a higher
intake of fruit, vegetables [88-90], and some specific nutrients (i.e., potassium and magnesium) [91-93]
are associated with a lower hypertension risk. However, there are no studies evaluating the effect
of specific dietary interventions correcting low-grade metabolic acidosis on the hypertension risk.
Further studies on this topic need to be performed, especially regarding increased serum bicarbonate
levels and a reduced blood pressure.

Finally, the available evidences indicate the existence of a slight, yet significant, association
between diet-induced low-grade metabolic acidosis, and all-cause and cause-specific mortality. As we
discussed in this review, diet-induced metabolic acidosis is linked to the increased progression and
risk of many non-comunicable diseases (NCDs). Since NCDs account for 60% of global deaths [94],
it is possible to think that diet-induced metabolic acidosis may be associated with higher mortality
rates. In addition, the acidogenic dietary pattern is characterized by a low fruit and vegetable intake.
Previous studies have shown that the consumption of these food items is associated with lower
mortality rates [95-98].

5. Conclusions

The excessive release of acids into the bloodstream may predispose to various metabolic imbalances,
such as increased mineral excretion, insulin resistance, and the stimulation of glucocorticoid hormone
release. Such imbalances are associated with an increased risk of non-comunicable diseases. Taking
into account the acidifying potential of the western food standard of the vast majority of countries and
the increase in the incidence of chronic diseases worldwide, it is necessary to encourage public policies
that stimulate the intake of fruits and vegetables in the course of life, so that there is no volubility in
the acid-base balance and the risk of chronic diseases is attenuated.

Author Contributions: Renata Alves Carnauba, Ana Beatriz Baptistella, Valéria Paschoal, and Gilberti Helena
Hiibscher drafted and edited the manuscript. All the authors revised and approved the final version of manuscript.

Conflicts of Interest: The authors declare no conflict of interest.

References

1. Guyton, A.C.; Hall, ].E. Regulagao acidobasica. In Tratado de Fisiologia Médica, 12th ed.; Guyton, A.C.,
Hall, J.E., Eds.; Elsevier: Rio de Janeiro, Brasil, 2011; ISBN 978-85-352-3735-1.

2. Adeva, M.M.; Souto, G. Diet-induced metabolic acidosis. Clin. Nutr. 2011, 30, 416-421. [CrossRef] [PubMed]

3. Pizzorno, J.; Frassetto, L.A.; Katzinger, ]. Diet-induced acidosis: Is it real and clinically relevant? Br. ]. Nutr.
2010, 103, 1185-1194. [CrossRef] [PubMed]

4. Kurtz, I; Maher, T.; Hulter, HN.; Schambelan, M.; Sebastian, A. Effect of diet on plasma acid-base
composition in normal humans. Kidney Int. 1983, 24, 670-680. [CrossRef] [PubMed]

5. Lutz, J. Calcium balance and acid-base status of women as affected by increased protein intake and by
sodium bicarbonate ingestion. Am. J. Clin. Nutr. 1984, 39, 281-288. [PubMed]

6. Lemann, J., Jr.; Bushinsky, D.A.; Hamm, L.L. Bone buffering of acid and base in humans. Am. . Physiol.
Ren. Physiol. 2003, 285, F811-F832. [CrossRef] [PubMed]


http://dx.doi.org/10.1016/j.clnu.2011.03.008
http://www.ncbi.nlm.nih.gov/pubmed/21481501
http://dx.doi.org/10.1017/S0007114509993047
http://www.ncbi.nlm.nih.gov/pubmed/20003625
http://dx.doi.org/10.1038/ki.1983.210
http://www.ncbi.nlm.nih.gov/pubmed/6663989
http://www.ncbi.nlm.nih.gov/pubmed/6320628
http://dx.doi.org/10.1152/ajprenal.00115.2003
http://www.ncbi.nlm.nih.gov/pubmed/14532161

Nutrients 2017, 9, 538 12 of 16

10.
11.

12.

13.

14.

15.

16.

17.

18.

19.

20.

21.

22.

23.

24.

25.

26.

27.

28.

Sebastian, A ; Frassetto, L.A.; Sellmeyer, D.E.; Merriam, R.L.; Morris, R.C., Jr. Estimation of the net acid load
of the diet of ancestral preagricultural Homo sapiens and their hominid ancestors. Am. J. Clin. Nutr. 2002,
76, 1308-1316. [PubMed]

Frassetto, L.; Morris, R.C,, Jr.; Sellmeyer, D.E.; Todd, K.; Sebastian, A. Diet, evolution and aging—the
pathophysiologic effects of the post-agricultural inversion of the potassium-to-sodium and base-to-chloride
ratios in the human diet. Eur. |. Nutr. 2001, 40, 200-213. [CrossRef] [PubMed]

Alpern, RJ.; Sakhaee, K. The clinical spectrum of chronic metabolic acidosis: Homeostatic mechanisms
produce significant morbidity. Am. |. Kidney Dis. 1997, 29, 291-302. [CrossRef]

Wesson, D.E. Assessing acid retention. Am. J. Physiol. 2011, 301, 1140. [CrossRef]

Buclin, T.; Cosma, M.; Appenzeller, M.; Jacquet, A.E; Décosterd, L.A.; Biollaz, J.; Burckhardt, P. Diet acids
and alkalis influence calcium retention in bone. Osteoporos. Int. 2001, 12, 493-499. [CrossRef] [PubMed]
Fagherazzi, G.; Vilier, A.; Bonnet, F,; Lajous, M.; Balkau, B.; Boutron-Rualt, M.C.; Clavel-Chapelon, F. Dietary
acid load and risk of type 2 diabetes: The E3N-EPIC cohort study. Diabetologia 2014, 57, 313-320. [CrossRef]
[PubMed]

Murakami, K.; Sasaki, S.; Takahashi, Y.; Uenishi, K. Association between dietary acid-base load and
cardiometabolic risk factors in young Japanese women. Br. J. Nutr. 2008, 100, 642—-651. [CrossRef] [PubMed]
Frassetto, L.A.; Morris, R.C., Jr.; Sebastian, A. Dietary sodium chloride intake independently predicts the
degree of hyperchloremic metabolic acidosis in healthy humans consuming a net acid-producing diet. Am. J.
Physiol. Ren. Physiol. 2007, 293, F521-F525. [CrossRef] [PubMed]

Frassetto, L.A.; Todd, K.M.; Morris, R.C., Jr.; Sebastian, A. Estimation of net endogenous noncarbonic acid
production in humans from diet potassium and protein contents. Am. ]J. Clin. Nutr. 1998, 68, 576-583.
[PubMed]

Remer, T.; Manz, F. Estimation of the renal net acid excretion by adults consuming diets containing variable
amounts of protein. Am. J. Clin. Nutr. 1994, 59, 1356-1361. [PubMed]

Scialla, J.J.; Anderson, C.A. Dietary acid load: A novel nutritional target in chronic kidney disease?
Adv. Chronic Kidney Dis. 2013, 20, 141-149. [CrossRef] [PubMed]

Trinchieri, A.; Maletta, A.; Lizzano, R.; Marchesotti, F. Potential renal acid load and the risk of renal stone
formation in a case-control study. Eur. J. Clin. Nutr. 2013, 67, 1077-1080. [CrossRef] [PubMed]

Hanley, D.A.; Whiting, S.]J. Does a high dietary acid content cause bone loss, and can bone loss be prevented
with an alkaline diet? J. Clin. Densitom. 2013, 16, 420-425. [CrossRef] [PubMed]

Jajoo, R.; Song, L.; Rasmussen, H.; Harris, S.S.; Dawson-Hughes, B. Dietary acid-base balance, bone
resorption, and calcium excretion. J. Am. Coll. Nutr. 2006, 25, 224-230. [CrossRef] [PubMed]

Williams, R.S.; Kozan, P.; Samocha-Bonet, D. The role of dietary acid load and mild metabolic acidosis in
insulin resistance in humans. Biochimie 2016, 124, 171-177. [CrossRef] [PubMed]

Bushinsky, D.A.; Smith, S.B.; Gavrilov, K.L.; Gavrilov, L.E; Li, J.; Levi-Setti, R. Chronic acidosis-induced
alteration in bone bicarbonate and phosphate. Am. J. Physiol. Ren. Physiol. 2003, 285, F532-F539. [CrossRef]
[PubMed]

Frick, K.K.; Bushinsky, D.A. Effect of metabolic and respiratory acidosis on intracellular calcium in osteoblasts.
Am. ]. Physiol. Ren. Physiol. 2010, 299, F418-F425. [CrossRef] [PubMed]

New, S.A.; MacDonald, H.M.; Campbell, M.K.; Martin, J.C.; Garton, M.].; Robins, S.P.; Reid, D.M. Lower
estimates of net endogenous non-carbonic acid production are positively associated with indexes of bone
health in premenopausal and perimenopausal women. Am. J. Clin. Nutr. 2004, 79, 131-138. [PubMed]
Esche, J.; Johner, S.; Shi, L.; Schonau, E.; Remer, T. Urinary Citrate, an Index of Acid-Base Status, Predicts
Bone Strength in Youths and Fracture Risk in Adult Females. J. Clin. Endocrinol. Metab. 2016, 101, 4914-4921.
[CrossRef] [PubMed]

Gunn, C.A.; Weber, J.L.; McGill, A.T.; Kruger, M.C. Increased intake of selected vegetables, herbs and fruit
may reduce bone turnover in post-menopausal women. Nutrients 2015, 7, 2499-2517. [CrossRef] [PubMed]
Shariati-Bafghi, S.E.; Nosrat-Mirshekarlou, E.; Karamati, M.; Rashidkhani, B. Higher Dietary Acidity is
Associated with Lower Bone Mineral Density in Postmenopausal Iranian Women, Independent of Dietary
Calcium Intake. Int. J. Vitam. Nutr. Res. 2014, 84, 206-217. [CrossRef] [PubMed]

Kong, S.H.; Kim, ].H.; Hong, A.R; Lee, ]. H.; Kim, S.W.; Shin, C.S. Dietary potassium intake is beneficial to
bone health in a low calcium intake population: The Korean National Health and Nutrition Examination
Survey (KNHANES) (2008-2011). Osteoporos. Int. 2017, 28, 1577-1585. [CrossRef] [PubMed]


http://www.ncbi.nlm.nih.gov/pubmed/12450898
http://dx.doi.org/10.1007/s394-001-8347-4
http://www.ncbi.nlm.nih.gov/pubmed/11842945
http://dx.doi.org/10.1016/S0272-6386(97)90045-7
http://dx.doi.org/10.1152/ajprenal.00346.2011
http://dx.doi.org/10.1007/s001980170095
http://www.ncbi.nlm.nih.gov/pubmed/11446566
http://dx.doi.org/10.1007/s00125-013-3100-0
http://www.ncbi.nlm.nih.gov/pubmed/24232975
http://dx.doi.org/10.1017/S0007114508901288
http://www.ncbi.nlm.nih.gov/pubmed/18279559
http://dx.doi.org/10.1152/ajprenal.00048.2007
http://www.ncbi.nlm.nih.gov/pubmed/17522265
http://www.ncbi.nlm.nih.gov/pubmed/9734733
http://www.ncbi.nlm.nih.gov/pubmed/8198060
http://dx.doi.org/10.1053/j.ackd.2012.11.001
http://www.ncbi.nlm.nih.gov/pubmed/23439373
http://dx.doi.org/10.1038/ejcn.2013.155
http://www.ncbi.nlm.nih.gov/pubmed/24002043
http://dx.doi.org/10.1016/j.jocd.2013.08.014
http://www.ncbi.nlm.nih.gov/pubmed/24094472
http://dx.doi.org/10.1080/07315724.2006.10719536
http://www.ncbi.nlm.nih.gov/pubmed/16766781
http://dx.doi.org/10.1016/j.biochi.2015.09.012
http://www.ncbi.nlm.nih.gov/pubmed/26363101
http://dx.doi.org/10.1152/ajprenal.00128.2003
http://www.ncbi.nlm.nih.gov/pubmed/12759230
http://dx.doi.org/10.1152/ajprenal.00136.2010
http://www.ncbi.nlm.nih.gov/pubmed/20504884
http://www.ncbi.nlm.nih.gov/pubmed/14684409
http://dx.doi.org/10.1210/jc.2016-2677
http://www.ncbi.nlm.nih.gov/pubmed/27676395
http://dx.doi.org/10.3390/nu7042499
http://www.ncbi.nlm.nih.gov/pubmed/25856221
http://dx.doi.org/10.1024/0300-9831/a000207
http://www.ncbi.nlm.nih.gov/pubmed/26098484
http://dx.doi.org/10.1007/s00198-017-3908-4
http://www.ncbi.nlm.nih.gov/pubmed/28093633

Nutrients 2017, 9, 538 13 of 16

29.

30.

31.

32.

33.

34.

35.

36.

37.

38.

39.

40.

41.

42.

43.

44.

45.

46.

47.

48.

Fenton, T.R.; Tough, S.C.; Lyon, A.W.; Eliasziw, M.; Hanley, D.A. Causal assessment of dietary acid load
and bone disease: A systematic review & meta-analysis applying Hill’s epidemiologic criteria for causality.
Nutr. ]. 2011, 10, 41. [CrossRef] [PubMed]

Greenblatt, M.B.; Tsai, ].N.; Wein, M.N. Bone Turnover Markers in the Diagnosis and Monitoring of Metabolic
Bone Disease. Clin. Chem. 2017, 63, 464—474. [CrossRef] [PubMed]

Cauley, ]J.A. Osteoporosis: Fracture epidemiology update 2016. Curr. Opin. Rheumatol. 2017, 29, 150-156.
[CrossRef] [PubMed]

Thorpe, M.P; Evans, E.M. Dietary protein and bone health: Harmonizing conflicting theories. Nutr. Rev.
2011, 69, 215-230. [CrossRef] [PubMed]

Yakar, S.; Rosen, C.J.; Beamer, W.G.; Ackert-Bicknell, C.L.; Wu, Y;; Liu, J.L.; Ooi, G.T; Setser, J.; Frystyk, J.;
Boisclair, Y.R.; et al. Circulating levels of IGF-1 directly regulate bone growth and density. J. Clin. Investig.
2002, 110, 771-781. [CrossRef] [PubMed]

Kerstetter, ].E.; Kenny, A.M.; Insogna, K.L. Dietary protein and skeletal health: A review of recent human
research. Curr. Opin. Lipidol. 2011, 22, 16-20. [CrossRef] [PubMed]

Ginty, F. Dietary protein and bone health. Proc. Nutr. Soc. 2003, 62, 867-876. [CrossRef] [PubMed]
Trinchieri, A.; Lizzano, R.; Marchesotti, F.; Zanetti, G. Effect of potential renal acid load of foods on urinary
citrate excretion in calcium renal stone formers. Urol. Res. 2006, 34, 1-7. [CrossRef] [PubMed]

Ferraro, PM.; Mandel, E.I; Curhan, G.C.; Gambaro, G.; Taylor, E.N. Dietary Protein and Potassium,
Diet-Dependent Net Acid Load, and Risk of Incident Kidney Stones. Clin. J. Am. Soc. Nephrol. 2016.
[CrossRef] [PubMed]

Vezzoli, G.; Dogliotti, E.; Terranegra, A.; Arcidiacono, T.; Macrina, L.; Tavecchia, M.; Pivari, F.; Mingione, A.;
Brasacchio, C.; Nouvenne, A ; et al. Dietary style and acid load in an Italian population of calcium kidney
stone formers. Nutr. Metab. Cardiovasc. Dis. 2015, 25, 588-593. [CrossRef] [PubMed]

Passey, C. Reducing the Dietary Acid Load: How a More Alkaline Diet Benefits Patients With Chronic
Kidney Disease. J. Ren. Nutr. 2017, 27, 151-160. [CrossRef] [PubMed]

Banerjee, T.; Crews, D.C.; Wesson, D.E.; Tilea, A.; Saran, R.; Rios Burrows, N.; Williams, D.E.; Powe, N.R.
Dietary acid load and chronic kidney disease among adults in the United States. BMC Nephrol. 2014, 15, 137.
[CrossRef] [PubMed]

Wesson, D.E.; Simoni, J.; Broglio, K.; Sheather, S. Acid retention accompanies reduced GFR in humans and
increases plasma levels of endothelin and aldosterone. Am. J. Physiol. Ren. Physiol. 2011, 300, F830-F837.
[CrossRef] [PubMed]

Raphael, K.L.; Wei, G.; Baird, B.C.; Greene, T.; Beddhu, S. Higher serum bicarbonate levels within the normal
range are associated with better survival and renal outcomes in African Americans. Kidney Int. 2011, 79,
356-362. [CrossRef] [PubMed]

Kanda, E.; Ai, M.; Kuriyama, R.; Yoshida, M.; Shiigai, T. Dietary acid intake and kidney disease progression
in the elderly. Am. J. Nephrol. 2014, 39, 145-152. [CrossRef] [PubMed]

Dobre, M.; Yang, W.; Chen, ]J.; Drawz, P; Hamm, L.L.; Horwitz, E.; Hostetter, T.; Jaar, B.; Lora, C.M.;
Nessel, L.; et al. Association of serum bicarbonate with risk of renal and cardiovascular outcomes in CKD:
A report from the Chronic Renal Insufficiency Cohort (CRIC) study. Am. J. Kidney Dis. 2013, 62, 670-678.
[CrossRef] [PubMed]

Mirmiran, P.; Yuzbashian, E.; Bahadoran, Z.; Asghari, G.; Azizi, F. Dietary Acid-Base Load and Risk of
Chronic Kidney Disease in Adults: Tehran Lipid and Glucose Study. Iran. . Kidney Dis. 2016, 10, 119-125.
[PubMed]

Rebholz, C.M.; Coresh, J.; Grams, M.E.; Steffen, L.M.; Anderson, C.A.; Appel, L.].; Crews, D.C. Dietary Acid
Load and Incident Chronic Kidney Disease: Results from the ARIC Study. Am. ]. Nephrol. 2015, 42, 427-435.
[CrossRef] [PubMed]

Wesson, D.E.; Simoni, J. Acid retention during kidney failure induces endothelin and aldosterone production
which lead to progressive GFR decline, a situation ameliorated by alkali diet. Kidney Int. 2010, 78, 1128-1135.
[CrossRef] [PubMed]

Goraya, N.; Simoni, J.; Jo, C.H.; Wesson, D.E. Treatment of metabolic acidosis in patients with stage 3 chronic
kidney disease with fruits and vegetables or oral bicarbonate reduces urine angiotensinogen and preserves
glomerular filtration rate. Kidney Int. 2014, 86, 1031-1038. [CrossRef] [PubMed]


http://dx.doi.org/10.1186/1475-2891-10-41
http://www.ncbi.nlm.nih.gov/pubmed/21529374
http://dx.doi.org/10.1373/clinchem.2016.259085
http://www.ncbi.nlm.nih.gov/pubmed/27940448
http://dx.doi.org/10.1097/BOR.0000000000000365
http://www.ncbi.nlm.nih.gov/pubmed/28072591
http://dx.doi.org/10.1111/j.1753-4887.2011.00379.x
http://www.ncbi.nlm.nih.gov/pubmed/21457266
http://dx.doi.org/10.1172/JCI0215463
http://www.ncbi.nlm.nih.gov/pubmed/12235108
http://dx.doi.org/10.1097/MOL.0b013e3283419441
http://www.ncbi.nlm.nih.gov/pubmed/21102327
http://dx.doi.org/10.1079/PNS2003307
http://www.ncbi.nlm.nih.gov/pubmed/15018487
http://dx.doi.org/10.1007/s00240-005-0001-9
http://www.ncbi.nlm.nih.gov/pubmed/16425021
http://dx.doi.org/10.2215/CJN.01520216
http://www.ncbi.nlm.nih.gov/pubmed/27445166
http://dx.doi.org/10.1016/j.numecd.2015.03.005
http://www.ncbi.nlm.nih.gov/pubmed/25921845
http://dx.doi.org/10.1053/j.jrn.2016.11.006
http://www.ncbi.nlm.nih.gov/pubmed/28117137
http://dx.doi.org/10.1186/1471-2369-15-137
http://www.ncbi.nlm.nih.gov/pubmed/25151260
http://dx.doi.org/10.1152/ajprenal.00587.2010
http://www.ncbi.nlm.nih.gov/pubmed/21270096
http://dx.doi.org/10.1038/ki.2010.388
http://www.ncbi.nlm.nih.gov/pubmed/20962743
http://dx.doi.org/10.1159/000358262
http://www.ncbi.nlm.nih.gov/pubmed/24513976
http://dx.doi.org/10.1053/j.ajkd.2013.01.017
http://www.ncbi.nlm.nih.gov/pubmed/23489677
http://www.ncbi.nlm.nih.gov/pubmed/27225719
http://dx.doi.org/10.1159/000443746
http://www.ncbi.nlm.nih.gov/pubmed/26789417
http://dx.doi.org/10.1038/ki.2010.348
http://www.ncbi.nlm.nih.gov/pubmed/20861823
http://dx.doi.org/10.1038/ki.2014.83
http://www.ncbi.nlm.nih.gov/pubmed/24694986

Nutrients 2017, 9, 538 14 of 16

49.

50.

51.

52.

53.

54.

55.

56.

57.

58.

59.

60.

61.

62.

63.

64.

65.

66.

67.

Dunkler, D.; Dehghan, M.; Teo, K K.; Heinze, G.; Gao, P; Kohl, M.; Clase, C.M.; Mann, ].E; Yusuf, S.; Oberbauer, R.
Diet and kidney disease in high-risk individuals with type 2 diabetes mellitus. JAMA Intern. Med. 2013, 173,
1682-1692. [CrossRef] [PubMed]

Mandel, E.I; Curhan, G.C.; Hu, EB.; Taylor, E.N. Plasma bicarbonate and risk of type 2 diabetes mellitus.
CMA] 2012, 184, E719-E725. [CrossRef] [PubMed]

Akter, S.; Eguchi, M.; Kuwahara, K.; Kochi, T.; Ito, R.; Kurotani, K.; Tsuruoka, H.; Nanri, A.; Kabe, I;
Mizoue, T. High dietary acid load is associated with insulin resistance: The Furukawa Nutrition and Health
Study. Clin. Nutr. 2016, 35, 453-459. [CrossRef] [PubMed]

Akter, S.; Kurotani, K.; Kashino, I.; Goto, A.; Mizoue, T.; Noda, M.; Sawada, N.; Tsugane, S. High Dietary
Acid Load Score Is Associated with Increased Risk of Type 2 Diabetes in Japanese Men: The Japan Public
Health Center-based Prospective Study. J. Nutr. 2016, 146, 1076-1083. [CrossRef] [PubMed]

Luis, D.; Huang, X.; Riserus, U.; Sjogren, P.; Lindholm, B.; Arnlgv, J.; Cederholm, T.; Carrero, J.J. Estimated
dietary acid load is not associated with blood pressure or hypertension incidence in men who are
approximately 70 years old. J. Nutr. 2015, 145, 315-321. [CrossRef] [PubMed]

Zhang, L.; Curhan, G.C.; Forman, J.P. Diet-dependent net acid load and risk of incident hypertension in
United States women. Hypertension 2009, 54, 751-755. [CrossRef] [PubMed]

Akter, S.; Eguchi, M.; Kurotani, K.; Kochi, T.; Pham, N.M.; Ito, R.; Kuwahara, K.; Tsuruoka, H.; Mizoue, T.;
Kabe, I; et al. High dietary acid load is associated with increased prevalence of hypertension: The Furukawa
Nutrition and Health Study. Nutrition 2015, 31, 298-303. [CrossRef] [PubMed]

Esche, J.; Shi, L.; Sdnchez-Guijo, A.; Hartmann, M.F,; Wudy, S.A.; Remer, T. Higher diet-dependent renal acid
load associates with higher glucocorticoid secretion and potentially bioactive free glucocorticoids in healthy
children. Kidney Int. 2016, 90, 325-333. [CrossRef] [PubMed]

Whitworth, J.A.; Williamson, PM.; Mangos, G.; Kelly, ].J. Cardiovascular Consequences of Cortisol Excess.
Vasc. Health Risk Manag. 2005, 1, 291-299, PMCID: PMC1993964. [CrossRef] [PubMed]

Whitworth, J.A.; Brown, M.A; Kelly, ] J.; Williamson, PM. Mechanisms of cortisol-induced hypertension in
humans. Steroids 1995, 60, 76—80. [CrossRef]

Kesteloot, H.; Tzoulaki, I.; Brown, L].; Chan, Q.; Wijeyesekera, A.; Ueshima, H.; Zhao, L.; Dyer, AR;
Unwin, R.J.; Stamler, J.; et al. Relation of urinary calcium and magnesium excretion to blood pressure: The
International Study of Macro- And Micro-nutrients And Blood Pressure and The International Cooperative
Study on Salt, Other Factors, and Blood Pressure. Am. |. Epidemiol. 2011, 174, 44-51. [CrossRef] [PubMed]
Nielsen, T.E; Rylander, R. Urinary calcium and magnesium excretion relates to increase in blood pressure
during pregnancy. Arch. Gynecol. Obstet. 2011, 283, 443-447. [CrossRef] [PubMed]

Chan, R.; Wong, VW.; Chu, W.C.; Wong, G.L.; Li, L.S.; Leung, J.; Chim, A.M.; Yeung, D.K.; Sea, M.M.; Woo, J.;
et al. Higher estimated net endogenous Acid production may be associated with increased prevalence of
nonalcoholic Fatty liver disease in chinese adults in Hong Kong. PLoS ONE 2015, 10, e0122406. [CrossRef]
[PubMed]

Gaggini, M.; Morelli, M.; Buzzigoli, E.; DeFronzo, R.A.; Bugianesi, E.; Gastaldelli, A. Non-alcoholic fatty
liver disease (NAFLD) and its connection with insulin resistance, dyslipidemia, atherosclerosis and coronary
heart disease. Nutrients 2013, 5, 1544-1560. [CrossRef] [PubMed]

Dawson-Hughes, B.; Harris, S.S.; Ceglia, L. Alkaline diets favor lean tissue mass in older adults. Am. J.
Clin. Nutr. 2008, 87, 662—665. [PubMed]

Chan, R; Leung, J.; Woo, J. Association Between Estimated Net Endogenous Acid Production and Subsequent
Decline in Muscle Mass Over Four Years in Ambulatory Older Chinese People in Hong Kong: A Prospective
Cohort Study. J. Gerontol. A Biol. Sci. Med. Sci. 2015, 70, 905-911. [CrossRef] [PubMed]

Welch, A.A.; MacGregor, A.J.; Skinner, J.; Spector, T.D.; Moayyeri, A.; Cassidy, A. A higher alkaline dietary
load is associated with greater indexes of skeletal muscle mass in women. Osteoporos. Int. 2013, 24, 1899-1908.
[CrossRef] [PubMed]

May, R.C.; Kelly, R.A.; Mitch, W.E. Metabolic acidosis stimulates protein degradation in rat muscle by a
glucocorticoid-dependent mechanism. J. Clin. Investig. 1986, 77, 614-621. [CrossRef] [PubMed]

Guder, W.G.; Haussinger, D.; Gerok, W. Renal and hepatic nitrogen metabolism in systemic acid base
regulation. J. Clin. Chem. Clin. Biochem. 1987, 25, 457-466. [CrossRef] [PubMed]


http://dx.doi.org/10.1001/jamainternmed.2013.9051
http://www.ncbi.nlm.nih.gov/pubmed/23939297
http://dx.doi.org/10.1503/cmaj.120438
http://www.ncbi.nlm.nih.gov/pubmed/22825995
http://dx.doi.org/10.1016/j.clnu.2015.03.008
http://www.ncbi.nlm.nih.gov/pubmed/25863769
http://dx.doi.org/10.3945/jn.115.225177
http://www.ncbi.nlm.nih.gov/pubmed/27052540
http://dx.doi.org/10.3945/jn.114.197020
http://www.ncbi.nlm.nih.gov/pubmed/25644353
http://dx.doi.org/10.1161/HYPERTENSIONAHA.109.135582
http://www.ncbi.nlm.nih.gov/pubmed/19667248
http://dx.doi.org/10.1016/j.nut.2014.07.007
http://www.ncbi.nlm.nih.gov/pubmed/25592007
http://dx.doi.org/10.1016/j.kint.2016.02.033
http://www.ncbi.nlm.nih.gov/pubmed/27165611
http://dx.doi.org/10.2147/vhrm.2005.1.4.291
http://www.ncbi.nlm.nih.gov/pubmed/17315601
http://dx.doi.org/10.1016/0039-128X(94)00033-9
http://dx.doi.org/10.1093/aje/kwr049
http://www.ncbi.nlm.nih.gov/pubmed/21624957
http://dx.doi.org/10.1007/s00404-010-1371-y
http://www.ncbi.nlm.nih.gov/pubmed/20135136
http://dx.doi.org/10.1371/journal.pone.0122406
http://www.ncbi.nlm.nih.gov/pubmed/25905490
http://dx.doi.org/10.3390/nu5051544
http://www.ncbi.nlm.nih.gov/pubmed/23666091
http://www.ncbi.nlm.nih.gov/pubmed/18326605
http://dx.doi.org/10.1093/gerona/glu215
http://www.ncbi.nlm.nih.gov/pubmed/25422383
http://dx.doi.org/10.1007/s00198-012-2203-7
http://www.ncbi.nlm.nih.gov/pubmed/23152092
http://dx.doi.org/10.1172/JCI112344
http://www.ncbi.nlm.nih.gov/pubmed/3511100
http://dx.doi.org/10.1515/cclm.1987.25.8.457
http://www.ncbi.nlm.nih.gov/pubmed/3320262

Nutrients 2017, 9, 538 150f 16

68.

69.

70.

71.

72.

73.

74.

75.

76.

77.

78.

79.

80.

81.

82.

83.

84.

85.

86.

87.

Park, M.; Jung, S.J.; Yoon, S.; Yun, ].M.; Yoon, H.J. Association between the markers of metabolic acid load
and higher all-cause and cardiovascular mortality in a general population with preserved renal function.
Hypertens. Res. 2015, 38, 433-438. [CrossRef] [PubMed]

Xu, H.; Akesson, A.; Orsini, N.; Hakansson, N.; Wolk, A.; Carrero, ].J]. Modest U-Shaped Association between
Dietary Acid Load and Risk of All-Cause and Cardiovascular Mortality in Adults. J. Nutr. 2016, 146,
1580-1585. [CrossRef] [PubMed]

Menon, V.; Tighiouart, H.; Vaughn, N.S.; Beck, G.J.; Kusek, ].W.; Collins, A J.; Greene, T.; Sarnak, M.]. Serum
bicarbonate and long-term outcomes in CKD. Am. ]. Kidney Dis. 2010, 56, 907-914. [CrossRef] [PubMed]
Qiu, R,; Cao, W.T,; Tian, H.Y,; He, J.; Chen, G.D.; Chen, Y.M. Greater Intake of Fruit and Vegetables Is
Associated with Greater Bone Mineral Density and Lower Osteoporosis Risk in Middle-Aged and Elderly
Adults. PLoS ONE 2017, 12, €0168906. [CrossRef] [PubMed]

Benetou, V.; Orfanos, P; Feskanich, D.; Michaélsson, K.; Pettersson-Kymmer, U.; Eriksson, S.; Grodstein, E.;
Wolk, A.; Bellavia, A.; Ahmed, L.A; et al. Fruit and Vegetable Intake and Hip Fracture Incidence in Older
Men and Women: The CHANCES Project. ]. Bone Miner. Res. 2016, 31, 1743-1752. [CrossRef] [PubMed]
Yoon, E.H.; Noh, H.; Lee, HM.; Hwang, H.S.; Park, H.K,; Park, Y.S. Bone Mineral Density and Food-frequency
in Korean Adults: The 2008 and 2009 Korea National Health and Nutrition Examination Survey. Korean J.
Fam. Med. 2012, 33, 287-295. [CrossRef] [PubMed]

Dawson-Hughes, B.; Harris, S.S.; Palermo, N.J.; Castaneda-Sceppa, C.; Rasmussen, H.M.; Dallal, G.E.
Treatment with potassium bicarbonate lowers calcium excretion and bone resorption in older men and
women. J. Clin. Endocrinol. Metab. 2009, 94, 96-102. [CrossRef] [PubMed]

Dawson-Hughes, B.; Harris, S.S.; Palermo, N.J.; Gilhooly, C.H.; Shea, M.K.; Fielding, R.A.; Ceglia, L.
Potassium Bicarbonate Supplementation Lowers Bone Turnover and Calcium Excretion in Older Men and
Women: A Randomized Dose-Finding Trial. J. Bone Miner. Res. 2015, 30, 2103-2111. [CrossRef] [PubMed]
Moseley, K.E.; Weaver, C.M.; Appel, L.; Sebastian, A.; Sellmeyer, D.E. Potassium citrate supplementation
results in sustained improvement in calcium balance in older men and women. J. Bone Miner. Res. 2013, 28,
497-504. [CrossRef] [PubMed]

Di Iorio, B.R.; Di Micco, L.; Marzocco, S.; De Simone, E.; De Blasio, A.; Sirico, M.L.; Nardone, L.
Very Low-Protein Diet (VLPD) Reduces Metabolic Acidosis in Subjects with Chronic Kidney Disease:
The “Nutritional Light Signal” of the Renal Acid Load. Nutrients 2017, 9, 69. [CrossRef] [PubMed]
Rietman, A.; Schwarz, ].; Tomé, D.; Kok, FJ.; Mensink, M. High dietary protein intake, reducing or eliciting
insulin resistance? Eur. J. Clin. Nutr. 2014, 68, 973-979. [CrossRef] [PubMed]

Williams, R.S.; Heilbronn, L.K.; Chen, D.L.; Coster, A.C.; Greenfield, J.R.; Samocha-Bonet, D. Dietary acid
load, metabolic acidosis and insulin resistance—Lessons from cross-sectional and overfeeding studies in
humans. Clin. Nutr. 2016, 35, 1084-1090. [CrossRef] [PubMed]

Kiefte-de Jong, J.C.; Li, Y.; Chen, M.; Curhan, G.C.; Mattei, J.; Malik, V.S.; Forman, ].P.; Franco, O.H.;
Hu, EB. Diet-dependent acid load and type 2 diabetes: Pooled results from three prospective cohort studies.
Diabetologia 2017, 60, 270-279. [CrossRef] [PubMed]

Sargeant, L.A.; Khaw, K.T.; Bingham, S.; Day, N.E.; Luben, R.N.; Oakes, S.; Welch, A.; Wareham, N.J. Fruit
and vegetable intake and population glycosylated haemoglobin levels: The EPIC-Norfolk Study. Eur. .
Clin. Nutr. 2001, 55, 342-348. [CrossRef] [PubMed]

Ford, E.S.; Mokdad, A.H. Fruit and vegetable consumption and diabetes mellitus incidence among U.S.
adults. Prev. Med. 2001, 32, 33-39. [CrossRef] [PubMed]

Li, M;; Fan, Y.; Zhang, X.; Hou, W.; Tang, Z. Fruit and vegetable intake and risk of type 2 diabetes mellitus:
Meta-analysis of prospective cohort studies. BM] Open 2014, 4, €005497. [CrossRef] [PubMed]

Jannasch, E; Kroger, J.; Schulze, M.B. Dietary Patterns and Type 2 Diabetes: A Systematic Literature Review
and Meta-Analysis of Prospective Studies. J. Nutr. 2017. [CrossRef] [PubMed]

Slavin, J.L.; Lloyd, B. Health Benefits of Fruits and Vegetables. Adv. Nutr. 2012, 3, 506-516. [CrossRef]
[PubMed]

Wang, P; Fang, J.; Gao, Z.; Zhang, C.; Xie, S. Higher intake of fruits, vegetables or their fiber reduces the risk
of type 2 diabetes: A meta-analysis. J. Diabetes Investig. 2016, 7, 56—69. [CrossRef] [PubMed]

Han, E.; Kim, G.; Hong, N.; Lee, Y.H.; Kim, D.W,; Shin, H.]J.; Lee, BW.; Kang, E.S.; Lee, I.K.; Cha, B.S.
Association between dietary acid load and the risk of cardiovascular disease: Nationwide surveys
(KNHANES 2008-2011). Cardiovasc. Diabetol. 2016, 15, 122. [CrossRef] [PubMed]


http://dx.doi.org/10.1038/hr.2015.23
http://www.ncbi.nlm.nih.gov/pubmed/25762414
http://dx.doi.org/10.3945/jn.116.231019
http://www.ncbi.nlm.nih.gov/pubmed/27385761
http://dx.doi.org/10.1053/j.ajkd.2010.03.023
http://www.ncbi.nlm.nih.gov/pubmed/20605301
http://dx.doi.org/10.1371/journal.pone.0168906
http://www.ncbi.nlm.nih.gov/pubmed/28045945
http://dx.doi.org/10.1002/jbmr.2850
http://www.ncbi.nlm.nih.gov/pubmed/27061845
http://dx.doi.org/10.4082/kjfm.2012.33.5.287
http://www.ncbi.nlm.nih.gov/pubmed/23115703
http://dx.doi.org/10.1210/jc.2008-1662
http://www.ncbi.nlm.nih.gov/pubmed/18940881
http://dx.doi.org/10.1002/jbmr.2554
http://www.ncbi.nlm.nih.gov/pubmed/25990255
http://dx.doi.org/10.1002/jbmr.1764
http://www.ncbi.nlm.nih.gov/pubmed/22991267
http://dx.doi.org/10.3390/nu9010069
http://www.ncbi.nlm.nih.gov/pubmed/28106712
http://dx.doi.org/10.1038/ejcn.2014.123
http://www.ncbi.nlm.nih.gov/pubmed/24986822
http://dx.doi.org/10.1016/j.clnu.2015.08.002
http://www.ncbi.nlm.nih.gov/pubmed/26299332
http://dx.doi.org/10.1007/s00125-016-4153-7
http://www.ncbi.nlm.nih.gov/pubmed/27858141
http://dx.doi.org/10.1038/sj.ejcn.1601162
http://www.ncbi.nlm.nih.gov/pubmed/11378807
http://dx.doi.org/10.1006/pmed.2000.0772
http://www.ncbi.nlm.nih.gov/pubmed/11162324
http://dx.doi.org/10.1136/bmjopen-2014-005497
http://www.ncbi.nlm.nih.gov/pubmed/25377009
http://dx.doi.org/10.3945/jn.116.242552
http://www.ncbi.nlm.nih.gov/pubmed/28424256
http://dx.doi.org/10.3945/an.112.002154
http://www.ncbi.nlm.nih.gov/pubmed/22797986
http://dx.doi.org/10.1111/jdi.12376
http://www.ncbi.nlm.nih.gov/pubmed/26816602
http://dx.doi.org/10.1186/s12933-016-0436-z
http://www.ncbi.nlm.nih.gov/pubmed/27565571

Nutrients 2017, 9, 538 16 of 16

88.

89.

90.

91.

92.

93.

94.

95.

96.

97.

98.

Wu, L,; Sun, D.; He, Y. Fruit and vegetables consumption and incident hypertension: Dose-response
meta-analysis of prospective cohort studies. . Hum. Hypertens. 2016, 30, 573-580. [CrossRef] [PubMed]

Li, B,; Li, FE; Wang, L; Zhang, D. Fruit and Vegetables Consumption and Risk of Hypertension:
A Meta-Analysis. J. Clin. Hypertens. 2016, 18, 468-476. [CrossRef] [PubMed]

Borgi, L.; Muraki, I; Satija, A.; Willett, W.C.; Rimm, E.B.; Forman, ]J.P. Fruit and Vegetable Consumption
and the Incidence of Hypertension in Three Prospective Cohort Studies. Hypertension 2016, 67, 288-293.
[CrossRef] [PubMed]

Rodriguez-Moran, M.; Guerrero-Romero, F. Hypomagnesemia and prehypertension in otherwise healthy
individuals. Eur. J. Intern. Med. 2014, 25, 128-131. [CrossRef] [PubMed]

Choi, M.; Bae, Y.J. Association of Magnesium Intake with High Blood Pressure in Korean Adults: Korea
National Health and Nutrition Examination Survey 2007-2009. PLoS ONE 2015, 10, e0130405. [CrossRef]
[PubMed]

Houston, M.C. The importance of potassium in managing hypertension. Curr. Hypertens. Rep. 2011, 13,
309-317. [CrossRef] [PubMed]

Islam, SM.S.; Purnat, T.D.; Phuong, N.T.A.; Mwingira, U.; Schacht, K.; Froschl, G. Non-Communicable
Diseases (NCDs) in developing countries: A symposium report. Glob. Health 2014, 10, 81. [CrossRef]
[PubMed]

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

Leenders, M.; Boshuizen, H.C.; Ferrari, P; Siersema, P.D.; Overvad, K.; Tjonneland, A.; Olsen, A.;
Boutron-Ruault, M.C.; Dossus, L.; Dartois, L.; et al. Fruit and vegetable intake and cause-specific mortality
in the EPIC study. Eur. |. Epidemiol. 2014, 29, 639-652. [CrossRef] [PubMed]

Wang, X.; Ouyang, Y.; Liu, J.; Zhu, M.; Zhao, G.; Bao, W.; Hu, EB. Fruit and vegetable consumption
and mortality from all causes, cardiovascular disease, and cancer: Systematic review and dose-response
meta-analysis of prospective cohort studies. BM] 2014, 349, g4490. [CrossRef] [PubMed]

Schwingshackl, L.; Schwedhelm, C.; Hoffmann, G.; Lampousi, A.M.; Kntippel, S.; Igbal, K.; Bechthold, A.;
Schlesinger, S.; Boeing, H. Food groups and risk of all-cause mortality: A systematic review and meta-analysis
of prospective studies. Am. J. Clin. Nutr. 2017. [CrossRef] [PubMed]

® © 2017 by the authors. Licensee MDPI, Basel, Switzerland. This article is an open access
@ article distributed under the terms and conditions of the Creative Commons Attribution

(CC BY) license (http:/ /creativecommons.org/licenses/by/4.0/).


http://dx.doi.org/10.1038/jhh.2016.44
http://www.ncbi.nlm.nih.gov/pubmed/27306085
http://dx.doi.org/10.1111/jch.12777
http://www.ncbi.nlm.nih.gov/pubmed/26826021
http://dx.doi.org/10.1161/HYPERTENSIONAHA.115.06497
http://www.ncbi.nlm.nih.gov/pubmed/26644239
http://dx.doi.org/10.1016/j.ejim.2013.08.706
http://www.ncbi.nlm.nih.gov/pubmed/24035704
http://dx.doi.org/10.1371/journal.pone.0130405
http://www.ncbi.nlm.nih.gov/pubmed/26075385
http://dx.doi.org/10.1007/s11906-011-0197-8
http://www.ncbi.nlm.nih.gov/pubmed/21403995
http://dx.doi.org/10.1186/s12992-014-0081-9
http://www.ncbi.nlm.nih.gov/pubmed/25498459
http://dx.doi.org/10.1186/s12966-016-0334-5
http://www.ncbi.nlm.nih.gov/pubmed/26810760
http://dx.doi.org/10.1007/s10654-014-9945-9
http://www.ncbi.nlm.nih.gov/pubmed/25154553
http://dx.doi.org/10.1136/bmj.g4490
http://www.ncbi.nlm.nih.gov/pubmed/25073782
http://dx.doi.org/10.3945/ajcn.117.153148
http://www.ncbi.nlm.nih.gov/pubmed/28446499
http://creativecommons.org/
http://creativecommons.org/licenses/by/4.0/.

