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Abstract

:

There is scarce information regarding the dietary intake of adults living in Puerto Rico (PR). We aimed to assess intake of nutrients and foods, adherence to recommended intake of nutrients and diet quality, and sociodemographic and lifestyle factors correlated with diet quality among adults in the San Juan metropolitan area of PR. Data were obtained from participants of the cross-sectional convenience-sample Puerto Rico Assessment of Diet, Lifestyle, and Diseases (n = 248; ages 30–75 years). Diet quality was defined using the Alternate Healthy Eating Index 2010 (AHEI; range 0–110 indicating lower–higher quality). Linear regression models were used to relate AHEI to sociodemographic and lifestyle factors. Most participants met the Estimated Average Requirement (EAR) for iron, folate, and vitamins B12 and B6; 61% met the EAR for magnesium and 56% for calcium. Only 4% met the EAR for vitamin D, and 7% met the adequate intake for potassium. The main contributors to total energy intake were sugary beverages (11.8%), sweets/desserts (10.2%), dairy (8.5%), mixed dishes (7.6%), starches (6.3%), fast foods (5.5%), and rice (4.9%). The mean (SD) AHEI score was 59.8 (11.0). The lowest AHEI components for which recommended servings were met were red/processed meats, fruit, sodium, sugary beverages, and polyunsaturated fats, and the highest were nuts/legumes, omega-3 fats, and whole grains. Significantly higher AHEI scores were noted for older adults, other ethnicities (vs. Puerto Rican), being single, having some college or higher education, and never/formerly smoking. Adults living in PR report healthy and unhealthy dietary intakes, providing an opportunity to improve diet at the population level.
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1. Introduction


Substantial evidence shows that diets rich in fruit and vegetables, dietary fiber, whole grains, and unsaturated fats, and low in sodium, sugars, and trans and saturated fat, can lower the risk of cardiovascular disease (CVD) and type 2 diabetes [1]. Not only is the assessment of single nutrients important, but also the assessment of overall diet quality, which has been linked to a lower risk of type 2 diabetes and CVD [2,3]. Thus, it is important to characterize the dietary intake and nutritional status of a population to prevent chronic disease.



Puerto Ricans living in the United States (US) have been shown to have a poor nutritional intake, as well as a low diet quality [4,5,6], especially when compared to other Hispanic/Latino heritages living in the US [7,8]. Consequently, these poor dietary habits have been associated with higher waist circumference, blood pressure, blood glucose, insulin, and inflammation, and lower HDL-C in this population [6,7,9]. The consistent associations among Puerto Ricans living in the US support crafting population-based nutritional messages and policies to improve dietary intake and prevent disease. Yet, it remains unclear whether these strategies would apply to residents of the country of origin—i.e., Puerto Rico (PR)—because little is known about the dietary intake of the population of PR. Cultural, socioeconomic, and environmental factors may drive differences in food choices and dietary intake among counterparts in a country of origin versus a host country [10], making it important to characterize the dietary intake of the population of PR.



The limited information on dietary intake available from PR suggests poor habits. Data from a cross-sectional study of adults residing in the San Juan metropolitan area showed a low intake of fruit and vegetables (1.9 servings/day) and a high intake of fried foods (2 servings/week) [11]. Other studies show a low intake of fruit, vegetables and dietary fiber, and a high intake of sugar-sweetened beverages [12,13]. Only 32% of adults in PR have been reported to have sufficient vitamin D levels [14]. Reports on food sources are more limited, but a recent small study among adult women residing in San Juan, PR showed that both traditional Puerto Rican foods such as legumes, rice, and plantains, as well as typical Western diet foods such as white bread and sweetened carbonated beverages, contributed to energy intake [15]. As of 2013, there were 59 fast-food establishments per 100,000 residents in PR, and these were visited 7.3 (men) and 6.4 (women) times/month [16]. Given these reports, it may be expected that poor diet quality was observed for 20% of a small study of health center patients [17].



The few existing reports of dietary intake from adults in PR have been conducted in small, geographically confined, or sex-specific studies, or have focused on selected foods or nutrients, with limited data on overall dietary quality. The lack of systematically analyzed dietary intake and nutritional status in PR continues to deter from establishing targeted nutritional messages for this population. Thus, we aimed to contribute new evidence by analyzing intake of multiple nutrients and foods, and adherence to recommended intake of nutrients, foods, and diet quality, as well as to determine the sociodemographic and lifestyle factors correlated with diet quality among adult men and women living in the metropolitan area of PR. A secondary aim was to analyze differences by sex and age groups in nutritional status and dietary intake. Based on reports among Puerto Ricans residing in the mainland US [18], we hypothesized that adults in PR would have a low intake of nutrients and low overall diet quality, and that nutritional status and diet quality would be better in women and in older adults.




2. Materials and Methods


2.1. Participants


Data were analyzed from the cross-sectional survey Puerto Rico Assessment of Diet, Lifestyle, and Diseases (PRADLAD). Details of the study recruitment and procedures have been previously described [19]. Briefly, between July and November 2015, a convenience sample of adults living in the San Juan, PR metropolitan area was recruited by advertising at three partner clinics: a research center and medical care facility, a primary care clinic within a city hospital, and a nonprofit federally-funded primary community health care center. Interested patients, their companions, or visitors to the clinics, were screened to confirm eligibility: (1) living in PR at the time of the study and for at least 10 months of the previous year, (2) aged 30–75 years, and (3) able to answer questions without assistance. All participants provided written informed consent. The Institutional Review Board (IRB) at Harvard T.H. Chan School of Public Health, Ponce Health Sciences University in PR, University of Massachusetts Lowell, and Northeastern University, approved the study in June 2015, with determinations of no greater than minimal risk to participants, and no vulnerable or special populations. This analysis adheres with the STrengthening the Reporting of OBservational studies in Epidemiology—Nutritional Epidemiology (STROBE-nut) guidelines [20].




2.2. Sociodemographic and Lifestyle Measures


Trained, bilingual research assistants administered all questionnaires in a private room at the clinics using the electronic data capture tool ‘Research Electronic Data Capture’ (REDCap) [21]. Information was collected on demographic characteristics, educational attainment, marital status, work history, household income, and food security and assistance through the Supplemental Nutrition Assistance Program (SNAP).



Participants were asked to report history, frequency, quantity, and type of smoking and alcohol use. Physical activity was captured using a modified Paffenbarger questionnaire of the Harvard Alumni Activity Survey [22], which was previously used in a Puerto Rican cohort [18]. A physical activity score was calculated as the sum of hours spent on typical activities over 24 h (heavy, moderate, light, or sedentary activity, and sleeping) multiplied by weighing factors that parallel the rate of oxygen consumption associated with each activity [18]. Sleep hours over 24 h and sleeping difficulties were assessed as previously described [23].




2.3. Dietary Assessment


Usual dietary intake over the past 12 months was self-reported using a semi-quantitative food frequency questionnaire (FFQ) adapted and validated for this population [24,25]. The FFQ was adapted from the National Cancer Institute-Block FFQ by including culturally-appropriate foods and portion sizes, and was shown to capture total nutrient estimates and ranking of individuals’ intake more accurately than the original questionnaire in a validation against 24-h recalls [24]. The FFQ has been validated against plasma carotenoids (correlations of 0.16 to 0.28) [26], vitamin E [27] and vitamin B12 [4] in older Hispanic adults. Participants were excluded if they had implausible energy intakes of <600 or >4800 kcal and/or 2 or more sections of the questionnaire left blank. The electronically-captured file was linked with the Minnesota Nutrient Data System (version 5.0_35) for food and nutrient analyses. Reported serving equivalents of individual foods were used to create food groups. Mixed dishes were disaggregated into individual food items then added to the appropriate food group. Dietary intake values are reported for dietary intake only, without supplement use.



Diet quality was measured using the Alternate Healthy Eating Index 2010 (AHEI), which has been shown to be associated with a lower risk of cardiometabolic disease [28], including among Puerto Ricans residing in the mainland US [6]. A score for each of 11 food groups or nutrient components was created by giving a continuous score between 0 for minimal observance of the recommended intake of the component and 10 points for maximal observance; intermediate values were prorated (i.e., the score for each AHEI food component ranged from 0 (least healthy) to 10 (healthiest)). The scores for all components were added, and the total AHEI score ranged from 0 (lowest diet quality) to 110 (highest diet quality).




2.4. Statistical Analyses


Of the 380 PRADLAD participants, 248 had complete and valid dietary data and were included in this analysis. Sociodemographic and behavioral characteristics were similar for PRADLAD participants with complete and valid FFQ data versus those who did not complete the FFQ, except that fewer participants with completed FFQs (vs. not) were unemployed (12.1% vs. 21.2%) and reported having sleep difficulties (45.5% vs. 61.0%) (Supplementary Table S1). Means (standard deviation) for nutrient intake, food group serving sizes, and AHEI (and its components) were calculated, and differences by sex and age categories were tested using t-test or ANOVA. All nutrients (except for percent from total energy intake of carbohydrates, protein, fat, and alcohol) were log-transformed to achieve normality, due to skewed distributions. Mean intake was adjusted for sex, age, and energy intake using the residuals method. For key micronutrients, intakes were estimated in relation to the age- and sex-specific Estimated Average Requirement (EAR), except for sodium and potassium for which there is no EAR and thus Adequate Intake (AI) was used instead, based on the current US government dietary reference intake tables. Differences by sex and age categories in the percent of participants meeting the EAR or AI were tested using chi-square or Fisher’s exact test. A sample size of 248 participants had sufficient power (>99%) to detect a medium effect size of 0.3 or large effect size of 0.5 in mean intake or in the proportion of individuals meeting recommended intake by sex or age category (assuming one or two degrees of freedom, respectively), using a two-sided significance level of 5% for a two-sample t-test or chi-square.



To determine factors associated with AHEI, we fitted a multivariable-adjusted general linear model including age, sex, ethnicity, marital status, educational attainment, household income, employment status, receiving SNAP, physical activity level, sleep hours, sleeping difficulties, smoking status, and total energy intake. Other factors, including food insecurity, living alone, household size, having health insurance, and rural residency, were tested in the model but made no change to the results. A sample size of 248 participants had sufficient power (>99%) to detect a mean difference (±SD) in AHEI of 1.0 (±2.5) units by exposure category, assuming a two-sided significance level of 5%. The proportional contribution (as percent) of food groups to total energy intake was estimated and then ranked from highest to lowest contribution. SAS version 9.4 (SAS Institute) was used for all analyses. All tests were 2-tailed; p < 0.05 was considered significant.





3. Results


3.1. Participant Characteristics


Most participants were women (69.0%), Puerto Rican (vs. other ethnicities, 79.4%), 43.7% were married or living with a partner, 62.4% had completed some college or higher education, 56.9% had a household income of $10,000 or less, 47.6% were retired or stay-at-home, and 50.4% were SNAP recipients (Supplementary Table S2). Among healthy lifestyle behaviors, 28.8% reported moderate/vigorous physical activity, 53.8% slept 7–8 h/day, 54.5% rarely had sleeping difficulties, and 82.6% never or formerly smoked.




3.2. Nutrient and Food Intake


Carbohydrate contributed to 53.4% of total energy intake, followed by dietary fats (30.9%), which were mostly monounsaturated (MUFA) and saturated (SFA) fatty acids (Table 1). Mean (SD) animal protein intake was higher than plant protein intake (51.3 (16.0) vs. 27.2 (6.6) g/day). Mean intake was generally similar by sex, except for a higher intake of total energy (2388 (109) vs. 2117 (75) kcal/day) and a lower intake of iron (14.6 (0.4) vs. 15.6 (0.3) mg/day) for men vs. women. Significantly higher mean intakes of dietary fiber, magnesium, and potassium, but lower intakes of starch-to-total-fiber ratio and vitamin B12 were observed with increasing age category.



Few participants met the age- and sex-specific dietary recommended intake of vitamin D (3.6%) or potassium (6.9%), while more than half of the participants met the recommendations for calcium (55.7%) and magnesium (60.5%), most met them for folate (90.3%) and vitamins B12 (94.8%) and B6 (99.2%), and everyone (100%) met the recommended intake for iron (Table 2). Significantly fewer men than women met the EAR for magnesium (19.5% vs. 79.9%, p < 0.001). Fewer older adults (61–75 years) than younger adults (30–45 years) met the EAR for vitamin B12 (92.7% vs. 98.5%) and calcium (47.3% vs. 70.6%), but more met the recommended intake for potassium (14.6% vs. 0%). No adults aged 30–45 years met the AI for potassium.



Ranking foods by percent contribution to total energy showed that the top food groups were sugary beverages (11.8% of daily energy intake), sweets and desserts (10.2%), dairy (8.5%), mixed dishes and soups (7.6%), starchy vegetables (6.3%), fast foods (5.5%), and rice (4.9%) (Table 3). The rice category excluded some rice intake that was instead included in the mixed dishes group as mixed riced-based dishes (i.e., 19.3% of the total rice intake, or 41.6 g/day, data not shown). Within sugary beverages, juices contributed more to energy than sodas and other sugary drinks (7.9% vs. 3.9%). The main sources of starchy vegetables were potatoes, plantains, and sweet potatoes. Animal products included processed meats (3.6% of daily energy intake), eggs (3.6%), poultry (2.9%), fish and seafood (2.3%), and red meat (2.2%). Water does not contribute energy, but mean intake (SD) was 3.9 (3.4) servings/day. Similarly, spices and condiments contributed little to energy intake but 3.0 (2.3) servings/day were consumed, on average. The ranking of the top energy-contributing food groups was similar by sex, except for a higher intake (servings/day) of eggs among men than women (0.84 (1.03) vs. 0.58 (0.66)) (Supplementary Table S3). Daily servings of several food groups differed by age group.




3.3. Diet Quality


The total mean (SD) AHEI score was 59.8 (11.0), with no differences by sex or age category (Table 4). For AHEI individual components, higher mean scores were observed for trans fats (7.9 (1.3)) and omega-3 fatty acids (7.2 (3.3)), and lowest mean scores were observed for whole fruit (2.9 (2.6)) and sugary beverages and fruit juice (1.4 (2.6)). Men had a higher score for the alcohol component than women (7.2 (1.7) vs. 5.8 (6.1), p < 0.001). A significantly higher mean intake of vegetables, whole fruit, and whole grains, and a higher mean score of whole fruit and red/processed meats (lower intake) was observed by increasing age category. A lower mean intake of omega-3 fatty acids in the 61–75 years age category (261 (250) mg/day) vs. the 46–60 year (392 (396) mg/day) and 30–45 year (274 (222) mg/day) age categories was noted. Few participants met the recommended servings/day for red/processed meats (1.2%), whole fruit (2.4%) or sugary beverages and fruit juice (3.2%); the most commonly met components were nuts/legumes (29.8%), omega-3 fatty acids (21.4%), whole grains (21.0%), and vegetables (19.8%) (Figure 1).



The recommended amounts are: ≥5 serving/day of vegetables without potatoes; ≥4 serving/day of fruit without fruit juices; ≥½ cup of whole grains; <1 serving/day of sugary beverages; ≥1 serving/day of nuts/legumes; <1.5 serving/day red/processed meats; ≤0.5% energy from trans fats; >250 mg/day omega-3 fatty acids; ≥10% energy from polyunsaturated fatty acids (PUFA); <2300 mg/day of sodium; ≤2 drinks/day for men or ≤1drink/day for women of alcohol.



For AHEI components, positive significant correlations were noted for intake of fruit with vegetables and whole grains; vegetables with nuts/legumes, whole grains, and sodium; red and processed meats with nuts/legumes, sugary beverages, omega-3 fatty acids, trans fats, sodium, and alcohol; nuts/legumes with sugary beverages, whole grains, polyunsaturated fatty acids (PUFA), and sodium; sugary beverages with sodium; whole grains with sodium; omega-3 fatty acids with PUFA, trans fat, and sodium; PUFA with trans fat and sodium; trans fat with sodium; and sodium with alcohol. Inverse significant correlations were observed for intake of trans fat with fruit, vegetables, nuts/legumes, sugary beverages, and whole grains; and PUFA with alcohol (data not shown).




3.4. Determinants of Diet Quality


A multivariable-adjusted general linear model showed that age, ethnicity, marital status, educational attainment, and smoking status were significantly associated with AHEI; physical activity level was marginally significant (Figure 2; Supplementary Table S2). Mean (SD) AHEI was higher among older rather than younger adults (62.1 (2.5) vs. 59.2 (1.8) vs. 53.9 (2.4), p = 0.009); ethnicities other than Puerto Rican (61.2 (2.4) vs. 55.6 (1.7), p = 0.011); single rather than married or divorced adults (61.7 (2.1) vs. 56.7 (2.4) vs. 56.8 (2.0), p = 0.037); adults with some college or higher education vs. 12th grade or less (62.2 (1.8) vs. 57.8 (2.2) vs. 55.2 (2.9), p = 0.026); and never/former smokers rather than current smokers (61.0 (1.6) vs. 55.7 (2.5), p = 0.018).





4. Discussion


Adults residing in the metropolitan area of PR have mostly unhealthy nutritional status and dietary quality, evidenced by highly-ranked unhealthy foods (such as sweets, sugary beverages, and fast foods) and low adherence to the recommended intakes of potassium, vitamin D, and high-quality food groups. However, some nutrients and foods were observed at healthy recommended intakes, such as B vitamins, nuts and legumes, trans fat, and omega-3 fatty acids. Sociodemographic factors associated with better diet quality included older age, non-Puerto Rican ethnicity, single status, and higher educational attainment. The observations emphasize both nutrients and foods as well as population subgroups that should be targeted to improve dietary intake in PR with the goal of ultimately reducing the risk of chronic disease.



Similar to our study, others have found consistent results for low intake of fruit and vegetables and high intake of fried foods, starches, rice, and sugar-sweetened beverages [12,13,15]. A recent study ranked the top foods contributing to total energy among women in PR as white bread/rolls/crackers, rice, plantain dishes, rice and vegetable dishes, and reduced-fat milk [15]. While the percent contribution and specific ranking varied from our study, likely due to differences in food groupings, the results were consistent in ranking refined carbohydrates, dairy, and starch as the main contributors to energy. For example, the total intake of rice is likely higher than reported in our sample as some rice intake was instead captured in the mixed dishes group. Because the proportion of rice to mixed dishes was small, we expect that disaggregating the components would have changed the food rankings just slightly. The top foods consumed by adults in our study—in some cases contributing a large proportion of energy—are of clinical concern for the population’s health, given that intake of sugary beverages (including commercial juices) [29,30], sweets and desserts [31], starchy foods [32], fast foods [33], and white rice [34,35] has been associated with a higher risk of cardiometabolic conditions. Furthermore, adults in this sample in PR consumed mostly animal protein rather than plant-based protein such as nuts and legumes, and animal protein has been linked to higher cardiovascular mortality [36]. Animal products were mostly comprised of processed meats, also associated with a higher risk of chronic disease [37]. Healthy foods that ranked lower in our sample and that should be emphasized in nutritional programs include water, spices and condiments, whole grains, nuts, legumes, fish and seafood, and fruit.



We showed extremely low adherence to sex- and age-specific recommendations of vitamin D and potassium, in agreement with previous work in PR [14] and with current estimates in the general US population [38,39]. While we noted vitamin D adequacy in 3.6% of our sample using dietary intake only, a study in PR that measured serum vitamin D accounting for sunlight sources showed that only 31.5% of the studied population had sufficient vitamin D concentrations, suggesting that vitamin D deficiency may be prevalent even in areas rich in sunlight such as PR [14]. Vitamin D sources include eggs and fortified dairy; the former did not rank highly in this population and the latter ranked highly, but we could not assess information on fortification. The low consumption of fruits and vegetables likely explains the low adherence to potassium and magnesium recommendations. Despite relatively low intakes of red meat and seafood, iron requirements were generally met, likely from the intake of legumes and some fortified cereals. Strategies to improve nutritional status in PR should include policies for vitamin D fortification [40], clinically-managed vitamin D supplementation [41], and public health programs that promote fruit and vegetable consumption. Additionally, public health messages should be tailored by age groups, with emphasis on increasing dietary fiber, magnesium, and potassium among younger adults, and vitamin B12 and calcium among older adults.



The diet quality scores for components of the AHEI were mixed, with some components scoring higher, such as trans fat and omega-3 fatty acids, and some scoring poorly, such as whole fruit and sugary beverages. Despite the high intake of sweets and desserts and fast foods, PR has had mandatory measures on trans fats and banned its use in restaurants since 2007 [42,43], likely explaining the higher scoring for this component. Plant oils (such as canola oil) and fortified foods may contribute to omega-3 fatty acid intake, as intake of fish and nuts was low. Of note, the low intake of omega-3 fatty acids in the 61–75 years age category should be addressed, as this has been associated with a higher risk of cognitive decline and metabolic syndrome in Puerto Ricans [44,45]. Concurrent with the food and nutrient results, adherence to recommended servings/day for diet quality components was poor for red/processed meats (due mainly to processed meats), fruit, and sugary beverages. Furthermore, poorer diet quality was noted among younger adults, reinforcing the priority for nutritional programs for this age group.



Improvements in diet quality should be emphasized among participants of Puerto Rican ethnicity, married or divorced adults, adults with an educational attainment of high school or lower, and current smokers. Similar correlations between sociodemographic factors and diet in studies in PR have been reported. Among adults residing in San Juan, a higher consumption of fruit and vegetables was observed among older adults and those with higher educational levels, whereas higher intakes of fast food and fried foods were noted for younger ages, higher income, and 12–15 years of formal education [11]. Our study included participants of other ethnic groups, predominantly Dominican or US-American, and studies concur that Puerto Ricans in the mainland US report lower diet quality and nutritional intake than other ethnic groups [7,8]. Both education and income have been correlated with diet quality in the general US population [46], but in our study, education took a more prominent role. The economic downturn in PR [47] may have attenuated the impact of income on food choices, as people cut back expenditures or shift their diets toward staple foods and less expensive unhealthy foods [48].



Our results mirror the poor dietary behaviors and nutritional intake reported for Puerto Ricans living in the US, who have been shown to have low intakes of vitamin C, dietary fiber, fruit, vegetables, whole grains, fish, and high intakes of saturated and trans fat, added sugars, sodium, sugary beverages and red/processed meats [5,7,8]. Surprisingly, diet quality as measured using the AHEI was higher in our sample (59.8 (11.0)) than for Puerto Ricans aged 45–75 years living in Boston (54.0 (8.9)) and for Puerto Ricans aged 18–74 years living in four US cities (43.0 (0.2)). This may be explained by differences in the cohorts; for example, the Boston-Puerto Rican cohort was mostly low income with lower educational attainment and multiple chronic conditions [18], and the US-based Puerto Rican study was restricted to participants without diabetes, who tended to have a better diet, and included younger participants, who tended to have a more inadequate diet. Other factors, such as food access and acculturation, may also drive differences in food choice between groups [10]. We have shown that Puerto Ricans in the US mainland with stronger ethnic orientation had poorer AHEI, but higher adherence to a traditional diet marked by rice, beans, and oils [49]. The combined results underscore that Puerto Ricans in both PR and the mainland US need to improve their diets, and that dietary intake should be studied for this ethnic group distinctly in the mainland US and in their country of origin.



Our study is limited by its cross-sectional design, limiting our ability to establish directionality of the factors associated with diet quality. PRADLAD showed wide socioeconomic representation across clinics [19], but the convenience recruitment in the metropolitan area of PR only may limit generalizability. Specifically, our sample was predominantly comprised of adults with college or higher education, and fewer participants with complete FFQs were unemployed, which may generate selection bias by socioeconomic status. Limited sample size may have reduced our ability to detect some potentially significant correlates of diet quality, such as rural residency (16% of our sample) and frequent food insufficiency (15%) [50], and future larger studies should determine these associations. Furthermore, other characteristics not tested in our study may explain dietary intake, such as seeking information on health or medical topics from health care providers [51], or awareness of current recommendations [12]. Finally, our study was conducted in 2015 and it will be important that future studies recognize recent nutritional status in PR after the impact of Hurricanes Irma and Maria in 2017, as other studies have shown changes in food-related behaviors post-disaster [52,53]. Our study is strengthened by the use of a validated dietary assessment tool and a comprehensive food and nutrient composition database that captured the traditional intake of adults in PR.




5. Conclusions


We characterized the dietary intake and nutritional status, as well as the sociodemographic factors correlated with diet quality, of adults living in the metropolitan area of PR. Furthermore, we identified foods and nutrients that should be prioritized in dietary programs and initiatives according to age categories, with younger adults generally having poorer diet quality and nutritional status but older adults needing to improve their intakes of vitamin B12, calcium, and omega-3 fatty acids. Implications for public health include the need to strengthen strategies for dietary improvements at the population level, which may include couple- or family-based programs [54] and enhancing nutrition and health literacy [55]. Clinically, nutrition and health professionals in PR should be aware of the foods and nutrients that are challenging for their patients’ diet and which subgroups are more vulnerable, so that they can tailor counseling. We have previously shown in this cohort that participants who self-rated their diet quality as fair/poor (vs. excellent/very good) had twice the odds of having two or more chronic diseases [50]. Future research, especially observational studies with large sample size, should expand dietary assessment to the whole territory of PR and to wider age ranges, for a representative evaluation; should assess biomarkers of intake; and should update the analysis to reflect the situation post-Hurricane Maria. Dietary interventions and implementation-science studies aiming to improve nutritional intake and promote healthy diets in PR should also be conducted. Additionally, to better understand the sociodemographic drivers of food choices and diet quality in PR exposed in our study, researchers and public health stakeholders should investigate factors across the socioecological model, such as cost and availability of healthy vs. unhealthy foods, incentives and tax policies, government-sponsored programs, and educational opportunities across the life stages [56]. Thus, to ultimately reduce the risk of chronic disease at the population level, our study supports the public health, clinical, and research need to improve diet among adults living in PR, who report some healthy, but many unhealthy dietary behaviors.








Supplementary Materials


The following are available online at https://www.mdpi.com/2072-6643/11/7/1598/s1, Table S1: Comparison of baseline characteristics for adults living in Puerto Rico with and without complete and valid food frequency questionnaire data, Table S2: Sociodemographic and lifestyle factors associated with the Alternate Healthy Eating Index in adults living in Puerto Rico, Table S3: Mean (standard deviation) of servings per day of foods in adults living in Puerto Rican, by sex and age.





Author Contributions


Conceptualization, J.M. and K.L.T.; methodology, J.M., C.F.R.-B., J.F.R.-O., and K.L.T.; validation, J.M., M.T., S.J.B., S.E.N. and R.S.X.; formal analysis, J.M., M.T., S.J.B., and S.E.N.; resources, J.M. and J.F.R.-O.; supervision, J.M. and J.F.R.-O.; writing—original draft preparation, J.M.; writing—review and editing, M.T., S.J.B., C.F.R.-B., J.F.R.-O., and K.L.T.; funding acquisition, J.M. and J.F.R.-O. All authors have read, edited, and approved the final version of the manuscript.




Funding


The study was funded by private anonymous donations to Harvard TH Chan School of Public Health, a Dry Bean Health Research Program Incentive Award from the Northarvest Bean Growers Association, and institutional funds from FDI Clinical Research of Puerto Rico. Further funding assistance was obtained from the NIH-National Heart Lung and Blood Institute, grant number R01-HL143792, and NIH-National Institute on Minority Health and Health Disparities, grant number R21-MD013650. Mattei received funding from a Mentored Career Development Award to Promote Faculty Diversity in Biomedical Research (K01-HL120951) from the NIH-National Heart Lung and Blood Institute.




Acknowledgments


We recognize Peter J. Bakun for assisting with the analysis of the food frequency questionnaires. PRADLAD was successful thanks to the contribution from all our interviewers, the staff at the partner clinics, and the participants. PRADLAD data and materials are available upon request to the corresponding author.




Conflicts of Interest


The authors declare no conflict of interest. The funders had no role in the design of the study; in the collection, analyses, or interpretation of data; in the writing of the manuscript, or in the decision to publish the results.




References


	



Willett, W.C.; Koplan, J.P.; Nugent, R.; Dusenbury, C.; Puska, P.; Gaziano, T.A. Prevention of Chronic Disease by Means of Diet and Lifestyle Changes. In Disease Control Priorities in Developing Countries, 2nd ed.; Jamison, D.T., Breman, J.G., Measham, A.R., Alleyne, G., Claeson, M., Evans, D.B., Jha, P., Mills, A., Musgrove, P., Eds.; World Bank and Oxford University Press: Washington, DC, USA, 2006. [Google Scholar]

	



Belin, R.J.; Greenland, P.; Allison, M.; Martin, L.; Shikany, J.M.; Larson, J.; Tinker, L.; Howard, B.V.; Lloyd-Jones, D.; Van Horn, L. Diet quality and the risk of cardiovascular disease: The Women’s Health Initiative (WHI). Am. J. Clin. Nutr. 2011, 94, 49–57. [Google Scholar] [CrossRef] [PubMed]

	



Fung, T.T.; McCullough, M.; van Dam, R.M.; Hu, F.B. A prospective study of overall diet quality and risk of type 2 diabetes in women. Diabetes Care 2007, 30, 1753–1757. [Google Scholar] [CrossRef] [PubMed]

	



Kwan, L.L.; Bermudez, O.I.; Tucker, K.L. Low vitamin B-12 intake and status are more prevalent in Hispanic older adults of Caribbean origin than in neighborhood-matched non-Hispanic whites. J. Nutr. 2002, 132, 2059–2064. [Google Scholar] [CrossRef] [PubMed]

	



Mattei, J.; Bhupathiraju, S.; Tucker, K.L. Higher adherence to a diet score based on American Heart Association recommendations is associated with lower odds of allostatic load and metabolic syndrome in Puerto Rican adults. J. Nutr. 2013, 143, 1753–1759. [Google Scholar] [CrossRef] [PubMed]

	



Mattei, J.; Sotos-Prieto, M.; Bigornia, S.J.; Noel, S.E.; Tucker, K.L. The Mediterranean Diet Score Is More Strongly Associated with Favorable Cardiometabolic Risk Factors over 2 Years Than Other Diet Quality Indexes in Puerto Rican Adults. J. Nutr. 2017, 147, 661–669. [Google Scholar] [CrossRef] [PubMed]

	



Mattei, J.; Sotres-Alvarez, D.; Daviglus, M.L.; Gallo, L.C.; Gellman, M.; Hu, F.B.; Tucker, K.L.; Willett, W.C.; Siega-Riz, A.M.; Van Horn, L.; et al. Diet Quality and Its Association with Cardiometabolic Risk Factors Vary by Hispanic and Latino Ethnic Background in the Hispanic Community Health Study/Study of Latinos. J. Nutr. 2016, 146, 2035–2044. [Google Scholar] [CrossRef]

	



Siega-Riz, A.M.; Sotres-Alvarez, D.; Ayala, G.X.; Ginsberg, M.; Himes, J.H.; Liu, K.; Loria, C.M.; Mossavar-Rahmani, Y.; Rock, C.L.; Rodriguez, B.; et al. Food-group and nutrient-density intakes by Hispanic and Latino backgrounds in the Hispanic Community Health Study/Study of Latinos. Am. J. Clin. Nutr. 2014, 99, 1487–1498. [Google Scholar] [CrossRef]

	



Sotos-Prieto, M.; Bhupathiraju, S.N.; Falcon, L.M.; Gao, X.; Tucker, K.L.; Mattei, J. Association between a Healthy Lifestyle Score and inflammatory markers among Puerto Rican adults. Nutr. Metab. Cardiovasc. Dis. 2016, 26, 178–184. [Google Scholar] [CrossRef]

	



Satia-Abouta, J. Dietary Acculturation: Definition, Process, Assessment, and Implications. Int. J. Hum. Ecol. 2003, 4, 71–86. [Google Scholar]

	



Colon-Ramos, U.; Perez-Cardona, C.M.; Monge-Rojas, R. Socio-demographic, behavioral, and health correlates of nutrition transition dietary indicators in San Juan, Puerto Rico. Rev. Panam. Salud Publica 2013, 34, 330–335. [Google Scholar]

	



Colon-Lopez, V.; Banerjee, G.; Gertz, A.M.; Ortiz, A.P.; Calo, W.; Finney-Rutten, L.J.; Colon-Ramos, U.; Hesse, B.W.; Tortolero, G. Behavioral correlates of fruit and vegetable intake in Puerto Rico: Results from the Health Information National Trends Survey. P. R. Health Sci. J. 2013, 32, 194–199. [Google Scholar] [PubMed]

	



Soltero, S.M.; Palacios, C. Association between dietary patterns and body composition in a group or Puerto Rican obese adults: A pilot study. P. R. Health Sci. J. 2011, 30, 22–27. [Google Scholar] [PubMed]

	



Suarez-Martinez, E.B.; Perez, C.M.; Cruz, S.K.; Khorsandi, S.; Chardon, C.; Ferder, L. Importance of vitamin D and vitamin D levels status in Puerto Ricans. J. Health Care Poor Underserved 2011, 24, 38–47. [Google Scholar] [CrossRef] [PubMed]

	



Truesdell, E.; Schelske-Santos, M.; Nazario, C.M.; Rosario-Rosado, R.V.; McCann, S.E.; Millen, A.E.; Ramirez-Marrero, F.A.; Freudenheim, J.L. Foods Contributing to Macronutrient Intake of Women Living in Puerto Rico Reflect Both Traditional Puerto Rican and Western-Type Diets. Nutrients 2018, 10, 1242. [Google Scholar] [CrossRef] [PubMed]

	



Rodríguez-Ayuso, I.R. Encuesta de Consumo de Alimentos en Establecimientos de Comida Rápida 2013; Instituto de Estadísticas de Puerto Rico: San Juan, Puerto Rico, 2017; Available online: https://estadisticas.pr/files/Publicaciones/Encuesta_consumo_comida_rapida_20170619.pdf (accessed on 13 May 2019).

	



Lopez-Cepero, A.; Valencia, A.; Jimenez, J.; Lemon, S.C.; Palacios, C.; Rosal, M.C. Comparison of Dietary Quality Among Puerto Ricans Living in Massachusetts and Puerto Rico. J. Immigr. Minority Health 2017, 19, 494–498. [Google Scholar] [CrossRef] [PubMed]

	



Tucker, K.L.; Mattei, J.; Noel, S.E.; Collado, B.M.; Mendez, J.; Nelson, J.; Griffith, J.; Ordovas, J.M.; Falcon, L.M. The Boston Puerto Rican Health Study, a longitudinal cohort study on health disparities in Puerto Rican adults: Challenges and opportunities. BMC Public Health 2010, 10, 107. [Google Scholar] [CrossRef] [PubMed]

	



Mattei, J.; Rodriguez-Orengo, J.F.; Tamez, M.; Corujo, F.; Claudio, A.; Villanueva, H.; Campos, H.; Willett, W.C.; Tucker, K.L.; Rios-Bedoya, C.F. Challenges and opportunities in establishing a collaborative multisite observational study of chronic diseases and lifestyle factors among adults in Puerto Rico. BMC Public Health 2017, 17, 136. [Google Scholar] [CrossRef]

	



Lachat, C.; Hawwash, D.; Ocke, M.C.; Berg, C.; Forsum, E.; Hornell, A.; Larsson, C.; Sonestedt, E.; Wirfalt, E.; Akesson, A.; et al. Strengthening the Reporting of Observational Studies in Epidemiology-Nutritional Epidemiology (STROBE-nut): An Extension of the STROBE Statement. PLoS Med. 2016, 13, e1002036. [Google Scholar] [CrossRef]

	



Harris, P.A.; Taylor, R.; Thielke, R.; Payne, J.; Gonzalez, N.; Conde, J.G. Research electronic data capture (REDCap)--a metadata-driven methodology and workflow process for providing translational research informatics support. J. Biomed. Inform. 2009, 42, 377–381. [Google Scholar] [CrossRef]

	



Paffenbarger, R.S., Jr.; Wing, A.L.; Hyde, R.T. Physical activity as an index of heart attack risk in college alumni. Am. J. Epidemiol. 1978, 108, 161–175. [Google Scholar] [CrossRef]

	



Sotos-Prieto, M.; Bhupathiraju, S.N.; Falcon, L.M.; Gao, X.; Tucker, K.L.; Mattei, J. A Healthy Lifestyle Score Is Associated with Cardiometabolic and Neuroendocrine Risk Factors among Puerto Rican Adults. J. Nutr. 2015, 145, 1531–1540. [Google Scholar] [CrossRef] [PubMed]

	



Tucker, K.L.; Bianchi, L.A.; Maras, J.; Bermudez, O.I. Adaptation of a food frequency questionnaire to assess diets of Puerto Rican and non-Hispanic adults. Am. J. Epidemiol. 1998, 148, 507–518. [Google Scholar] [CrossRef] [PubMed]

	



Palacios, C.; Trak, M.A.; Betancourt, J.; Joshipura, K.; Tucker, K.L. Validation and reproducibility of a semi-quantitative FFQ as a measure of dietary intake in adults from Puerto Rico. Public Health Nutr. 2015, 18, 2550–2558. [Google Scholar] [CrossRef] [PubMed]

	



Bermudez, O.I.; Ribaya-Mercado, J.D.; Talegawkar, S.A.; Tucker, K.L. Hispanic and non-Hispanic white elders from Massachusetts have different patterns of carotenoid intake and plasma concentrations. J. Nutr. 2005, 135, 1496–1502. [Google Scholar] [CrossRef] [PubMed]

	



Gao, X.; Martin, A.; Lin, H.; Bermudez, O.I.; Tucker, K.L. Alpha-Tocopherol intake and plasma concentration of Hispanic and non-Hispanic white elders is associated with dietary intake pattern. J. Nutr. 2006, 136, 2574–2579. [Google Scholar] [CrossRef] [PubMed]

	



Chiuve, S.E.; Fung, T.T.; Rimm, E.B.; Hu, F.B.; McCullough, M.L.; Wang, M.; Stampfer, M.J.; Willett, W.C. Alternative dietary indices both strongly predict risk of chronic disease. J. Nutr. 2012, 142, 1009–1018. [Google Scholar] [CrossRef] [PubMed]

	



Mattei, J.; Malik, V.; Hu, F.B.; Campos, H. Substituting homemade fruit juice for sugar-sweetened beverages is associated with lower odds of metabolic syndrome among Hispanic adults. J. Nutr. 2012, 142, 1081–1087. [Google Scholar] [CrossRef]

	



Malik, V.S.; Popkin, B.M.; Bray, G.A.; Despres, J.P.; Hu, F.B. Sugar-sweetened beverages, obesity, type 2 diabetes mellitus, and cardiovascular disease risk. Circulation 2010, 121, 1356–1364. [Google Scholar] [CrossRef]

	



Noel, S.E.; Newby, P.K.; Ordovas, J.M.; Tucker, K.L. A traditional rice and beans pattern is associated with metabolic syndrome in Puerto Rican older adults. J. Nutr. 2009, 139, 1360–1367. [Google Scholar] [CrossRef]

	



Feng, R.; Du, S.; Chen, Y.; Zheng, S.; Zhang, W.; Na, G.; Li, Y.; Sun, C. High carbohydrate intake from starchy foods is positively associated with metabolic disorders: A Cohort Study from a Chinese population. Sci. Rep. 2015, 5, 16919. [Google Scholar] [CrossRef]

	



Bahadoran, Z.; Mirmiran, P.; Azizi, F. Fast Food Pattern and Cardiometabolic Disorders: A Review of Current Studies. Health Promot. Perspect. 2015, 5, 231–240. [Google Scholar] [CrossRef]

	



Sun, Q.; Spiegelman, D.; van Dam, R.M.; Holmes, M.D.; Malik, V.S.; Willett, W.C.; Hu, F.B. White rice, brown rice, and risk of type 2 diabetes in US men and women. Arch. Intern. Med. 2010, 170, 961–969. [Google Scholar] [CrossRef] [PubMed]

	



Mattei, J.; Hu, F.B.; Campos, H. A higher ratio of beans to white rice is associated with lower cardiometabolic risk factors in Costa Rican adults. Am. J. Clin. Nutr. 2011, 94, 869–876. [Google Scholar] [CrossRef] [PubMed]

	



Song, M.; Fung, T.T.; Hu, F.B.; Willett, W.C.; Longo, V.D.; Chan, A.T.; Giovannucci, E.L. Association of Animal and Plant Protein Intake with All-Cause and Cause-Specific Mortality. JAMA Intern. Med. 2016, 176, 1453–1463. [Google Scholar] [CrossRef]

	



Wolk, A. Potential health hazards of eating red meat. J. Intern. Med. 2017, 281, 106–122. [Google Scholar] [CrossRef] [PubMed]

	



Whelton, P.K. Sodium and Potassium Intake in US Adults. Circulation 2018, 137, 247–249. [Google Scholar] [CrossRef]

	



Forrest, K.Y.; Stuhldreher, W.L. Prevalence and correlates of vitamin D deficiency in US adults. Nutr. Res. 2011, 31, 48–54. [Google Scholar] [CrossRef]

	



Pilz, S.; Marz, W.; Cashman, K.D.; Kiely, M.E.; Whiting, S.J.; Holick, M.F.; Grant, W.B.; Pludowski, P.; Hiligsmann, M.; Trummer, C.; et al. Rationale and Plan for Vitamin D Food Fortification: A Review and Guidance Paper. Front. Endocrinol. 2018, 9, 373. [Google Scholar] [CrossRef]

	



Bordelon, P.; Ghetu, M.V.; Langan, R.C. Recognition and management of vitamin D deficiency. Am. Fam. Physician 2009, 80, 841–846. [Google Scholar]

	



Resnik, D. Trans fat bans and human freedom. Am. J. Bioeth. 2010, 10, 27–32. [Google Scholar] [CrossRef]

	



Wanders, A.J.; Zock, P.L.; Brouwer, I.A. Trans Fat Intake and Its Dietary Sources in General Populations Worldwide: A Systematic Review. Nutrients 2017, 9, 840. [Google Scholar] [CrossRef] [PubMed]

	



Noel, S.E.; Newby, P.K.; Ordovas, J.M.; Tucker, K.L. Adherence to an (n-3) fatty acid/fish intake pattern is inversely associated with metabolic syndrome among Puerto Rican adults in the Greater Boston area. J. Nutr. 2010, 140, 1846–1854. [Google Scholar] [CrossRef] [PubMed]

	



Bigornia, S.J.; Scott, T.M.; Harris, W.S.; Tucker, K.L. Prospective Associations of Erythrocyte Composition and Dietary Intake of n-3 and n-6 PUFA with Measures of Cognitive Function. Nutrients 2018, 10, 1253. [Google Scholar] [CrossRef] [PubMed]

	



Wang, D.D.; Leung, C.W.; Li, Y.; Ding, E.L.; Chiuve, S.E.; Hu, F.B.; Willett, W.C. Trends in dietary quality among adults in the United States, 1999 through 2010. JAMA Intern. Med. 2014, 174, 1587–1595. [Google Scholar] [CrossRef] [PubMed]

	



Cohn, D.; Patten, E.; Lopez, M.H. Puerto Rican Population Declines on Island, Grows on U.S. Mainland. Pew Research Center. 2014. Available online: https://www.pewhispanic.org/2014/08/11/puerto-rican-population-declines-on-island-grows-on-u-s-mainland/ (accessed on 13 May 2019).

	



Thompson, B. Impact of the Financial and Economic Crisis on Nutrition—Policy and Programme Responses. FAO: Nutrition and Consumer Protection Division. 2019. Available online: http://www.fao.org/ag/agn/nutrition/docs/Impact%20of%20the%20financial%20and%20economic%20crisis%20on%20nutrition.pdf (accessed on 13 May 2019).

	



Mattei, J.; McClain, A.C.; Falcon, L.M.; Noel, S.E.; Tucker, K.L. Dietary Acculturation among Puerto Rican Adults Varies by Acculturation Construct and Dietary Measure. J. Nutr. 2018, 148, 1804–1813. [Google Scholar] [CrossRef]

	



Mattei, J.; Tamez, M.; Rios-Bedoya, C.F.; Xiao, R.S.; Tucker, K.L.; Rodriguez-Orengo, J.F. Health conditions and lifestyle risk factors of adults living in Puerto Rico: A cross-sectional study. BMC Public Health 2018, 18, 491. [Google Scholar] [CrossRef] [PubMed]

	



Colon-Ramos, U.; Finney Rutten, L.J.; Moser, R.P.; Colon-Lopez, V.; Ortiz, A.P.; Yaroch, A.L. The association between fruit and vegetable intake, knowledge of the recommendations, and health information seeking within adults in the U.S. mainland and in Puerto Rico. J. Health Commun. 2015, 20, 105–111. [Google Scholar] [CrossRef]

	



Centers for Disease C & Prevention Needs assessment following hurricane Georges—Dominican Republic, 1998. MMWR Morb. Mortal. Wkly. Rep. 1999, 48, 93–95.

	



Rose, D.; Bodor, J.N.; Rice, J.C.; Swalm, C.M.; Hutchinson, P.L. The effects of Hurricane Katrina on food access disparities in New Orleans. Am. J. Public Health 2011, 101, 482–484. [Google Scholar] [CrossRef]

	



Ziebarth, D.; Healy-Haney, N.; Gnadt, B.; Cronin, L.; Jones, B.; Jensen, E.; Viscuso, M. A community-based family intervention program to improve obesity in Hispanic families. WMJ 2012, 111, 261–266. [Google Scholar]

	



Carbone, E.T.; Zoellner, J.M. Nutrition and health literacy: A systematic review to inform nutrition research and practice. J. Acad. Nutr. Diet. 2012, 112, 254–265. [Google Scholar] [CrossRef] [PubMed]

	



Everyone Has a Role in Supporting Healthy Eating Patterns. The Social-Ecological Model. Dietary Guidelines 2015–2020. Available online: https://health.gov/dietaryguidelines/2015/guidelines/chapter-3/social-ecological-model/ (accessed on 13 May 2019).








[image: Nutrients 11 01598 g001 550]





Figure 1. Percent of adults living in Puerto Rico meeting the recommended intake of food and nutrient components of the Alternate Healthy Eating Index. 
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Figure 2. Mean (standard error) of the Alternate Healthy Eating Index by sociodemographic and lifestyle factors in adults living in Puerto Rico. Shown as mean (standard error) from a multivariable-adjusted general linear model including all variables shown and total energy intake. AHEI score is a range of 0–110 points with higher scores indicative of better diet quality. Significant factors shown as * p < 0.05; ** p < 0.01. n = 248. 
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Table 1. Mean intakes of energy and nutrients of adults living in Puerto Rico, by age and sex category.
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Dietary Intake a

	
Overall b

	
Sex c

	
Age d




	

	
(n = 248)

	
Men (n = 77)

	
Women (n = 171)

	
30–45 y (n = 68)

	
46–60 y (n = 125)

	
61–75 y (n = 55)






	
Total energy, kcal/d

	
2228 (940)

	
2388 (109) *

	
2117 (75)

	
2440 (118)

	
2293 (84)

	
2026 (132)




	
Percent from total energy

	

	

	

	

	

	




	
Carbohydrate %

	
53.4 (7.4)

	
54.0 (0.9)

	
53.7 (0.6)

	
53.4 (0.9)

	
52.7 (0.7)

	
55.5 (1.1)




	
Protein %

	
15.1 (2.8)

	
14.6 (0.3)

	
15.1 (0.2)

	
14.8 (0.3)

	
15.3 (0.2)

	
14.5 (0.4)




	
Fat %

	
30.9 (5.9)

	
30.5 (0.7)

	
30.7 (0.5)

	
30.8 (0.7)

	
31.3 (0.5)

	
29.7 (0.8)




	
Alcohol % e

	
0.7 (2.1)

	
1.0 (0.3)

	
0.5 (0.2)

	
1.0 (0.3)

	
0.7 (0.2)

	
0.5 (0.3)




	
Total carbohydrate, g/d

	
299 (43)

	
302 (5.0)

	
301 (3.5)

	
301 (5.4)

	
296 (3.9)

	
308 (6.1)




	
Dietary fiber

	
24.1 (7.7)

	
24.1 (0.9)

	
24.5 (0.6)

	
22.0 (0.9) **

	
23.9 (0.7)

	
27.2 (1.1)




	
Starch

	
106 (25)

	
107 (3)

	
107 (2)

	
108 (3)

	
103 (2)

	
109(4)




	
Added sugar

	
75.0 (35.8)

	
76.5 (4.2)

	
74.8 (2.9)

	
79.4 (4.6)

	
73.9 (3.3)

	
73.7 (5.1)




	
Starch to total fiber ratio

	
4.7 (1.6)

	
4.7 (0.2)

	
4.7 (0.1)

	
5.2 (0.2) **

	
4.6 (0.1)

	
4.3 (0.2)




	
Total protein, g/d

	
85.5 (16.2)

	
83.5 (1.9)

	
85.1 (1.3)

	
84.0 (2.0)

	
87.0 (1.5)

	
82.0 (2.3)




	
Vegetable protein

	
27.2 (6.6)

	
26.9 (0.8)

	
27.6 (0.5)

	
26.8 (0.8)

	
26.6 (0.6)

	
28.4 (0.9)




	
Animal protein

	
51.3 (16.0)

	
49.0 (1.9)

	
51.0 (1.3)

	
49.8 (2.0)

	
53.1 (1.4)

	
47.0 (2.3)




	
Total fat, g/d

	
79.5 (14.5)

	
78.1 (1.7)

	
79.7 (1.2)

	
78.0 (1.8)

	
80.2 (1.3)

	
78.5 (2.1)




	
Monounsaturated fatty acids

	
26.3 (5.4)

	
25.6 (0.6)

	
26.4 (0.4)

	
25.3 (0.7)

	
26.6 (0.5)

	
26.2 (0.8)




	
Polyunsaturated fatty acids

	
15.8 (4.4)

	
15.5 (0.5)

	
15.8 (0.4)

	
16.0 (0.6)

	
15.9 (0.4)

	
15.1 (0.6)




	
Omega-3 fatty acids

	
1.7 (0.6)

	
1.7 (0.1)

	
1.7 (0.0)

	
1.7 (0.1)

	
1.8 (0.1)

	
1.6 (0.1)




	
Saturated fatty acids

	
23.0 (5.7)

	
22.5 (0.7)

	
23.3 (0.5)

	
22.6 (0.7)

	
23.2 (0.5)

	
22.6 (0.8)




	
Trans fatty acids

	
2.8 (1.0)

	
2.7 (0.1)

	
2.7 (0.1)

	
2.8 (0.1)

	
2.8 (0.1)

	
2.5 (0.1)




	
Cholesterol, mg/d

	
355.7 (202.3)

	
366.7 (23.7)

	
339.7 (16.3)

	
335.5 (25.6)

	
380.7 (18.3)

	
343.3 (28.8)




	
Total alcohol e, g/d

	
2.6 (10.7)

	
4.2 (1.3)

	
1.7 (0.9)

	
4.1 (1.4)

	
3.1 (1.0)

	
1.7 (1.7)




	
Caffeine, g/d

	
132.4 (138.9)

	
140.0 (16.4)

	
131.6 (11.3)

	
128.7 (17.9)

	
131.6 (12.7)

	
147.0 (19.9)




	
Vitamin D, mcg/d

	
4.7 (2.6)

	
4.1 (0.3)

	
4.8 (0.2)

	
4.1 (0.3)

	
4.9 (0.2)

	
4.3 (0.4)




	
Vitamin B12, mcg/d

	
9.7 (8.2)

	
8.8 (1.0)

	
9.4 (0.7)

	
10.2 (1.0) *

	
10.3 (0.7)

	
7.0 (1.2)




	
Vitamin B6, mg/d

	
2.3 (1.1)

	
2.4 (0.1)

	
2.3 (0.1)

	
2.2 (0.1)

	
2.4 (0.1)

	
2.4 (0.2)




	
Folate, mcg/d

	
453 (128)

	
440 (15)

	
461 (10)

	
441 (16)

	
449 (12)

	
462 (18)




	
Calcium, mg/d

	
954 (295)

	
911 (35)

	
973 (24)

	
912 (37)

	
951 (27)

	
963 (42)




	
Magnesium, mg/d

	
317 (70)

	
309 (8)

	
322 (6)

	
296 (9) *

	
316 (6)

	
334 (