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Abstract
The association between the consumption of dairy products and risk of CVD has been inconsistent. There is a lack of studies in populations with
high intakes of dairy products. We aimed to examine the association between intake of dairy products and risk of incident major adverse
coronary events and stroke in the Swedish Malmö Diet and Cancer cohort study. We included 26 190 participants without prevalent CVD or
diabetes. Dietary habits were obtained from amodified diet history, and endpoint datawere extracted from registers. Over an average of 19 years
of follow-up, 3633major adverse coronary events cases and 2643 stroke caseswere reported. After adjusting for potential confounders, very high
intakes of non-fermented milk (>1000 g/d) compared with low intakes (<200 g/d) were associated with 35 % (95 % CI (8, 69)) higher risk of
major adverse coronary events. In contrast, moderate intakes of fermentedmilk (100–300 g/d)were associatedwith a lower risk ofmajor adverse
coronary events compared with no consumption. Intakes of cheese (only in women) and butter were inversely associated with the risk of major
adverse coronary events. We observed no clear associations between any of the dairy products and stroke risk. These results highlight the
importance of studying different dairy foods separately. Further studies in populations with high dairy consumption are warranted.
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CVD including CHD and stroke, remain the global leading cause
of deaths and disability-adjusted life-years(1). High blood
pressure, high LDL-cholesterol, obesity, unhealthy diet and
tobacco use are the top modifiable risk factors for CVD(1). SFA,
mainly of animal origin, is known to increase circulating LDL-
cholesterol concentration(2). As dairy products (i.e. milk and
other dairy products) are a major source of SFA, reducing their
intake, especially high-fat dairy products, has been recom-
mended for the prevention of CVD(3,4). However, dairy products
have a complex mixture of nutrients and other bioactive
components including specific amino acids, vitamin K, Ca,
medium and odd-chain SFA and unsaturated fatty acids, which
might influence coronary health and cardiometabolic path-
ways(5). Additionally, the processing methods result in diverse
types of dairy products, such as fermented dairy products (e.g.
fermented milk and cheese) and non-fermented milk, which
could have different effects on coronary health(6).

Numerous studies have examined the association between
the consumption of dairy products and the risk of CVD. Many
studies have shown inverse associations or no associations,
while others reported positive associations between intake of
milk or other dairy products and increased risk of CVD or CVD

mortality(3,6–11). Thus, the association between the consumption
of dairy products and the risk of CVD remains inconsistent. In
addition, very few studies have examined the risk associated
with very high intakes. For example, studies examining the risk
with very high intake levels (i.e. more than 1 l of milk/d) are
lacking. We have previously found inverse associations across
quintiles for fermented milk and cheese (only in women) and
risk of CVD during an average of 12 years of follow-upwithin the
Swedish Malmö Diet and Cancer (MDC) cohort(12). We now
aimed to examine the association between specific types of milk
(non-fermented and fermented milk), other dairy products
(cheese, butter and cream) and the risk of major adverse
coronary events, CHD and stroke (total and subtypes) with an
additional 7 years of follow-up andwith a focus onmore extreme
intakes (e.g. consumption of more than 1 l of milk daily).

Methods and materials

Selection criteria and data collection

This study included participants from the MDC cohort. The MDC
is a Swedish population-based cohort study with baseline
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examination conducted in 1991–1996 from the source popula-
tion comprising 74 138 women and men born in 1923–1950 and
living in the city of Malmö. The MDC study has been previously
detailed(13). To participate in theMDC study, the individualsmust
be fluent in Swedish and had no mental incapacity. This study
was conducted according to the guidelines laid down in the
Declaration of Helsinki. The study was approved by the Ethical
Review Board at the Medical Faculty at Lund University (LU 51-
90) and the study participants signed written informed consent
forms before participating in this study.

During the recruitment period, the participants visited the
study centre twice. On the first visit, each participant measured
anthropometrics and answered a detailed self-administered
questionnaire that covered smoking status, physical activity
level, socio-economic status, demographic factors, educational
level, medication and dietary supplement use. Additionally, the
participants were instructed to record their dietary intake. On the
second visit, a diet interview was conducted. Complete baseline
examinations (i.e. lifestyle questionnaires, dietary assessment
and anthropometric measurements) were obtained from 28 098
participants. After excluding individuals with prevalent CVD (n
820), prevalent diabetes or diabetes medication use (n 870),
incomplete information on leisure-time physical activity (n 191),
smoking status (n 12) and educational level (n 71), 26 190
individuals remained (9947 men and 16 243 women) (Fig. 1).

Diet assessment

Information on dietary habits was obtained from the diet history
method(14,15) comprised of a dietary questionnaire, a 7-d food
record and a diet interview. In the 7-d food record, the
participants recorded their intakes of lunch and dinner meals,
cold beverages and supplements. The dietary questionnaire
recorded the frequency and portion size of 168 items not
covered in the food record (e.g. breakfast snacks and hot drinks)
during the year prior to the study. In the 7-d food record, the

amount of both non-fermented milk and fermented milk (i.e.
yogurt and sour milk) consumed as drinks was recorded
according to the fat content (low: ≤0·5 % fat, medium: 0·6–2·4 %
fat and high, 2·5–7 % fat), and other dairy products in the cooked
meals were collected. Other intakes of dairy products not
covered by the food records such as milk in tea, milk-based
spread on bread, milk in porridge and cereals, chocolate milk,
yogurt, cream in coffee and on fruits compote, butter on bread
and cheese not in hot meals were recorded in the dietary
questionnaire. During the 1-h diet interview, which was
shortened to 45 min interview in September 1994, information
was collected on serving sizes and preparation methods of foods
recorded in the 7-d food record. The average daily intake of non-
fermented milk, fermented milk and other dairy products was
calculated as a sum of the intake from the food record and the
dietary questionnaire. We categorised the intake of dairy
products (g/d) in groups to get as wide intake ranges as possible
but still with enough number of participants in each group. The
cut-offs have been used in a previous publication(16). Non-
fermented milk was categorised into 0–200, 200–400, 400–600,
600–800, 800–1000 and above 1000 g/d; fermented milk was
categorised into 0, 0–100, 100–200, 200–300 and above 300 g/d;
cheese was categorised into 0–20, 20–40, 40–60, 60–80, 80–100
and >100 g/d; cream intake was categorised into 0–10, 10–20,
20–30, 30–40, 40–50 and >50 g/d and butter intake was
categorised into 0, 0–10, 10–20, 20–30, 30–40, 40–50 and
>50 g/d. Total energy intake was recorded in MJ/d and fibre
density was recorded in g/4.18 MJ. Coffee, meat (processed and
unprocessed), vegetables and fruits and sugar-sweetened
beverages were recorded in grams per day.

Other covariates

BMIwas calculated dividingmeasured bodyweight in kilograms
by measured height in metres squared (kg/m2). Lifestyle
covariates were collected through a self-administered question-
naire. Smoking status was categorised as never smokers, former
smokers and current smokers. Alcohol consumption was
categorised into sex-specific quintiles, while people who
reported neither alcohol intake in the 7 d food record nor for
the previous year were classified as zero consumers. The
adapted Minnesota physical activity instrument(17) was used to
collect information on time spent on seventeen different leisure-
time physical activities. The metabolic equivalent of the task in
hours per week (MET h/week) was calculated, and the
participants were categorised into five groups based on their
total MET h/week: below 7·5, 7·5–15, 15–25, 25–50 and above
50. Education was categorised into five groups: elementary
school, primary and secondary school, upper secondary school,
further education without a degree and education with a
university degree. Individuals reporting a substantial change in
dietary habits in the questionnaire were classified as diet
changers (n 5684) with twenty-five individuals not having
answered this question(18). Individuals with a potential misre-
porting of energy (n 3995 under-reporters and 811 over-
reporters) were defined as having a reported energy intake to
BMR outside of the 95 % CI of physical activity level (estimated
from information on physical activity at work, during leisure

Source popula�on
n=74,138

Completed baseline
assessments

n=28,098

Final sample size
n=26,190

Exclusions:
Prevalent cardiovascular disease (n=820)
Prevalent diabetes (n=870)
Missing informa�on on smoking (n=12), 
leisure-�me physical ac�vity (n=191), 
educa�on (n=71)

Fig. 1. Flow chart of sample selection from the Malmö Diet and Cancer study.
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time, household work, estimated sleeping hours, self-care and
passive time(19)).

Outcome assessment

The study participants were followed from entry until the
diagnosis of major adverse coronary events or stroke, death,
emigration or end of follow-up on 31 December 2016,
whichever came first. Through the personal identity number,
the endpoints were extracted from the Swedish Hospital
Discharger Register and the cause of death register. Major
adverse coronary events included CHD, coronary artery bypass
graft surgery and percutaneous coronary artery intervention. For
CHD, we used the International Classification of Diseases (ICD)
9th revision codes 410–414 or other corresponding codes, which
included fatal and non-fatalmyocardial infarction or death due to
ischaemic heart disease. For stroke, we used the ICD-9 codes 430
(subarachnoid haemorrhage), 431 (intracerebral haemorrhage),
434 (cerebral infarction/ischaemic stroke) and 436 (unspecified
stroke). Validation of stroke diagnoses that occurred at Malmö
University hospital was conducted until 2010 by review of
medical records and in most cases also through patient
interview(20). Autopsy, computed tomography or MRI was used
to diagnose ischaemic stroke and/or exclude haemorrhage or
non-vascular disease. Stroke was classified as unspecified if
neither imaging nor autopsy was executed. Ischaemic and
haemorrhagic (i.e., subarachnoid and intracerebral) stroke were
examined separately.

Statistical analysis

Cox regression proportional hazards models were applied to
estimate the hazard ratios (HR) and 95 % CI for developingmajor
adverse coronary events, CHD and stroke associated with
categories of dairy consumption. Time of follow-up was used as
the underlying time variable. Several risk factors were identified
as potential confounders for the association between dairy
consumption and the risk of cardiovascular outcomes. To reduce
the bias by potential confounders, model 1 (the basic model)
was adjusted for age (continuous), sex (categorical), diet
interview method (categorical), season (categorical) and total
energy intake (continuous). Model 2 was further adjusted for
alcohol (categorical), smoking (categorical), education (cat-
egorical), leisure-time physical activity (categorical) and diet
intake (continuous) of fibre, vegetables, fruits, meat, sugar-
sweetened beverages and coffee. In model 3 (full model), we
additionally adjusted for BMI (continuous) because BMI can also
be considered a mediating factor and it is important to compare
the risk estimates with and without BMI in the model. Pfor trend
was calculated to assess the linear association between milk and
other dairy consumption and the cardiovascular outcomes. We
further used the restricted cubic splines with four knots, placed
according toHarrell’s recommended percentiles (5 %, 35 %, 65 %
and 95 %) with reference at 0 g, to assess the shape and potential
trend of linear association between dairy consumption and
cardiovascular outcomes.

To test the robustness of the results, in sensitivity analysis we
excluded all participants who potentially misreported energy
intake (both under and over reporters)(19), and those who

indicated that they had changed their diet habits before baseline
examinations(18) (n 9259). We also run sensitivity analyses to
examine the effect of adjusting for energy intake using the
residual method and the nutrient density method. The energy-
adjusted intakes were standardised according to the median
energy intake in this population (9·55 MJ). Participants were
thereafter categorised using the same cut-offs based on their
energy-adjusted intake values. We examined interaction with
sex, BMI or leisure-time physical activity by introducing a
multiplicative factor between these variables and the dietary
variables in the full model. For statistically significant inter-
actions, we further performed stratified analyses by sex, BMI
groups (below and above 25 kg/m2) or leisure-time activity
groups (below and above 25 MET h/week). Statistical analyses
were performed using Statistical Package for the Social Sciences
software version 27 (SPSS version 27.0; IBM Corp.), and Survival
R package version 3.2-13 was used for restricted cubic splines.
The two-sided P-value <0·05 was considered statistically
significant.

Results

Characteristics of the study population

Table 1 shows the characteristics of 26 190 participants (62 %
women; mean age 57·8 (SD 7·6), range: 44–74 years) across
categories of non-fermented and fermentedmilk intakes. Higher
compared with lower consumers of non-fermented milk tended
to have higher BMI, high intakes of energy, meat, soft drink and
coffee, higher frequency of smokers and low intakes of fruits and
vegetables, whereas high consumers of fermented milk tended
to have low intakes of meat, low frequency of smokers and high
intake of fruits and vegetables.

Milk and other dairy consumption and the risk of major
adverse coronary events and stroke

Over an average of 19 years (maximum= 26 years), and 501 632
persons-years of follow-up, a total of 3633 (13·9 %) incident
cases of major adverse coronary events (including 2905 cases
with CHD without percutaneous coronary artery intervention or
coronary artery bypass graft surgery) and 2643 (10·1 %) stroke
cases were reported (including 2155 ischaemic stroke and 445
haemorrhagic stroke). Very high (>1000 g/d) compared with
low (<200 g/d) consumption of non-fermented milk was
associated with a 35 % (95 % CI (8, 69)) higher risk of major
adverse coronary events and 30 % (95 % CI (1, 68)) higher risk of
CHD in the full model (Table 2), with a dose–response
association observed (Fig. 2). We observed no significant
association between non-fermented milk and total stroke.

U-shaped associations were observed for fermentedmilk and
major adverse coronary events and CHD (Fig. 2). Moderate
intakes of fermented milk (100–300 g/d) were associated with a
lower risk of major adverse coronary events compared with
zero-consumtion (Table 3). For CHD, intakes between 200 and
300 g/d were associated with 16 % (95 % CI (3, 28)) decreased
risk. For total stroke, although intakes between 0 and 100 g/d of
fermented milk were associated with a slightly decreased risk
compared with no consumption, there was no clear association
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with higher intakes. We observed no difference depending on
the stroke subtype.

Cheese intake was inversely associated with the risk of
major adverse coronary events and CHD (Ptrend = 0·04)
(Table 4), with a dose–response association observed
(Fig. 3). We observed no linear association between cheese
intake and stroke risk. However, moderate intakes of cheese
(20–40 g/d) were associated with a 10 % (95 % CI (0, 18)) lower
risk of total stroke compared with low intakes (0–20 g/d).
Similar risk reductions, although not statistically significant,
were observed with higher intakes. We observed no significant
association between cream consumption and any of the
cardiovascular outcomes (online Supplementary Table 1 and
Fig. 3). Butter consumption of 0–10 g/d, 10–20 g/d and above
50 g/d compared with zero consumption was associated with
approximately 15 % reduced risk of major adverse coronary
events, but no association was observed for stroke
(Ptrend = 0·82) (online Supplementary Table 2). Excluding

potential misreporters of energy intake and diet changers did
not substantially change the results (online Supplementary
Table 3). However, the opposite direction observed for non-
fermented milk with different stroke subtypes was more
pronounced with a decreased risk of ischaemic stroke
(Ptrend = 0·02) and a tendency towards increased risk of
haemorrhagic stroke (Ptrend = 0·07). Adjusting the intake
variables for energy using the residual model or the nutrient
density model did not substantially change the results (online
Supplementary Tables 4 and 5). However, there was a linear
protective association between butter on major adverse
coronary events.

There was a significant interaction between sex and cheese
consumption on risk of major adverse coronary events
(Pinteraction= 0·04) and CHD (Pinteraction= 0·02) (online
Supplementary Table 6) with a linear association between
cheese intake and lower risk of major adverse coronary events
(HRper 10 g= 0·97; 95 % CI (0·95, 0·99); Ptrend= 0·003) and CHD

Table 1. Baseline characteristics of the study participants across intakes of non-fermented and fermentedmilk (Numbers and percentages; mean values and
standard deviations)

Characteristics

Non-fermented milk (g/d)

0–200
(n 11 655)

200–400
(n 8011)

400–600
(n 4155)

600–800
(n 1482)

800–1000
(n 495) >1000 (n 392)

n % n % n % n % n % n %

Women 7515 64·5 5174 64·6 2491 60·0 750 50·6 217 43·8 96 24·5
Mean SD Mean SD Mean SD Mean SD Mean SD Mean SD

Age (years) 57·2 7·4 58·3 7·6 58·6 7·7 58·3 7·6 57·5 7·6 57·0 7·6
BMI (kg/m2) 25·3 3·8 25·7 3·9 25·9 3·9 26·0 4·2 26·4 4·3 26·5 4·1

% % % % % %
Smokers 26·4 27·7 29·8 34·0 35·2 51·8
Zero consumers of alcohol 4·2 6·0 8·9 9·0 11·9 12·5
Elementary education 36·0 42·6 46·7 52·1 47·7 55·6
Low physical activity (<7·5 MET/week) 9·3 8·8 9·7 10·1 11·5 13·8
Dietary intake

Mean SD Mean SD Mean SD Mean SD Mean SD Mean SD

Energy intake (MJ/d) 8.96 2.52 9.49 2.52 10.09 2.65 11.11 2.92 11.87 3.36 13.38 3.87
Meat (g/d) 129·1 63·4 131·4 59·0 136·1 62·8 146·3 68·4 150·3 74·7 179·9 95·7
Fibre density (g/4.18 MJ) 9·7 2·9 9·2 2·5 8·9 2·4 8·4 2·4 8·1 2·4 7·1 2·3
Vegetables and fruits (g/d) 383·8 194 370·8 172 375·9 179 369·3 188 359·4 194 317·1 188
Soft drinks (g/d) 71·8 141 73·3 139 86·6 149 96·1 166 99·3 164 124·3 254
Coffee (g/d) 511·7 393 511·8 366 527·0 392 545·6 418 576·59 457 712·3 676
Fermented milk (g/d)

0 (n 9102) 0–100 (n 7940) 100–200
(n 5728)

200–300
(n 2364)

>300 (n 1056)

n % n % n % n % n %
Women 4684 51·5 5568 70·1 3902 68·1 1494 63·2 595 56·3

Mean SD Mean SD Mean SD Mean SD Mean SD

Age (years) 58·4 7·5 57·3 7·6 57·8 7·6 57·8 7·4 57·3 7·5
BMI (kg/m2) 25·8 4·0 25·6 3·9 25·5 3·8 25·2 3·5 25·2 3·6

% % % % %
Smokers 33·4 27·4 24·1 24·1 24·4
Zero consumers of alcohol 7·3 5·5 5·0 5·3 7·0
Elementary education 49·1 39·0 36·5 34·0 29·8
Low physical activity (<7·5 MET/week) 12·2 8·5 7·3 7·1 7·9
Dietary intake

Mean SD Mean SD Mean SD Mean SD Mean SD

Energy intake (MJ/d) 9.57 2.89 9.29 2.60 9.50 2.57 9.84 2.63 10.73 3.00
Meat (g/d) 144·1 68·7 129·0 60·1 125·5 58·5 125·1 60·3 126·6 64·5
Fibre density (g/4.18 MJ) 8·8 2·8 9·4 2·6 9·6 2·5 9·7 2·7 9·7 2·9
Vegetables and fruits (g/d) 339·0 183 381·4 178 398·9 177 417·6 186 444·7 223
Soft drinks (g/d) 83·7 165 77·6 138 67·3 121 71·9 142 86·0 171
Coffee (g/d) 537·5 416 511·3 386 510·5 371 506·7 377 523·7 417

MET, metabolic equivalent time.
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Table 2. Association between non-fermented milk intakes and risk of major adverse coronary events and stroke (Hazard ratios and 95% confidence intervals)

Outcomes

Non-fermented milk (g/d)

Ptrend0–200 (n 11 655)

200–400 (n 8011) 400–600 (n 4155) 600–800 (n 1482) 800–1000 (n 495) >1000 (n 392) Per 100 g/d

HR 95 % CI HR 95 % CI HR 95 % CI HR 95 % CI HR 95 % CI HR 95 % CI

Major adverse coronary events 1462 1122 633 247 78 91
Person-years 227 480 153 596 77 961 26 871 9164 6559
Model 1* 1·00 1·08 1·00, 1·17 1·15 1·05, 1·27 1·27 1·10, 1·45 1·17 0·93, 1·47 1·85 1·48, 2·30 1·04 1·03, 1·06 <0·001
Model 2† 1·00 1·05 0·97, 1·14 1·09 0·99, 1·20 1·14 0·99, 1·31 1·05 0·83, 1·33 1·45 1·16, 1·82 1·03 1·01, 1·04 <0·001
Model 3‡ 1·00 1·03 0·96, 1·12 1·06 0·96, 1·16 1·10 0·95, 1·26 1·00 0·79, 1·27 1·35 1·08, 1·69 1·02 1·01, 1·03 0·005

CHD 1149 916 513 190 66 71
Person-years 230 567 155 747 79 261 27 584 9326 6791
Model 1 1·00 1·11 1·02, 1·21 1·17 1·06, 1·30 1·22 1·04, 1·42 1·27 0·99, 1·64 1·85 1·45, 2·37 1·05 1·03, 1·06 <0·001
Model 2 1·00 1·07 0·98, 1·17 1·09 0·98, 1·21 1·06 0·90, 1·24 1·10 0·86, 1·42 1·40 1·09, 1·80 1·02 1·01, 1·04 0·003
Model 3 1·00 1·05 0·96, 1·15 1·06 0·95, 1·18 1·02 0·87, 1·20 1·05 0·82, 1·36 1·30 1·01, 1·68 1·02 1·00, 1·03 0·03

Total stroke 1113 839 452 146 55 38
Person-years 230 192 155 913 79 468 27 839 9326 6888
Model 1 1·00 1·02 0·93, 1·12 1·04 0·93, 1·17 0·97 0·82, 1·16 1·15 0·88, 1·52 1·08 0·78, 1·51 1·01 0·99, 1·02 0·41
Model 2 1·00 1·00 0·91, 1·10 1·01 0·90, 1·13 0·90 0·75, 1·08 1·06 0·81, 1·40 0·91 0·65, 1·27 1·00 0·98, 1·01 0·65
Model 3 1·00 0·99 0·90, 1·09 0·99 0·88, 1·11 0·88 0·74, 1·06 1·04 0·79, 1·37 0·88 0·63, 1·23 0·99 0·98, 1·01 0·40

Ischaemic stroke 937 665 356 123 46 28
Model 1 1·00 0·96 0·87, 1·06 0·97 0·86, 1·10 0·97 0·80, 1·17 1·13 0·84, 1·53 0·94 0·64, 1·37 1·00 0·98, 1·02 0·98
Model 2 1·00 0·93 0·84, 1·03 0·93 0·82, 1·05 0·89 0·73, 1·08 1·03 0·76, 1·40 0·77 0·53, 1·14 0·99 0·97, 1·01 0·24
Model 3 1·00 0·92 0·83, 1·02 0·91 0·80, 1·03 0·87 0·71, 1·06 0·99 0·73, 1·35 0·74 0·50, 1·09 0·98 0·96, 1·00 0·10

Haemorrhagic stroke 158 162 84 23 9 9
Model 1 1·00 1·42 1·14, 1·77 1·41 1·07, 1·84 1·12 0·72, 1·75 1·38 0·70, 2·73 1·92 0·96, 3·84 1·04 1·00, 1·08 0·06
Model 2 1·00 1·42 1·14, 1·78 1·39 1·05, 1·83 1·04 0·66, 1·66 1·35 0·68, 2·69 1·69 0·84, 3·42 1·03 0·99, 1·07 0·16
Model 3 1·00 1·43 1·14, 1·79 1·40 1·06, 1·84 1·06 0·67, 1·67 1·37 0·69, 2·73 1·72 0·85, 3·47 1·03 0·99, 1·08 0·14

* Model 1: adjusted for age, sex, diet assessment method, season and energy.
†Model 2: adjusted for age, sex, diet assessment method, season, energy, alcohol, smoking, education, physical activity, fibre, vegetable and fruits, meat, soft drinks and coffee.
‡Model 3: adjusted for age, sex, diet assessment method, season, energy, alcohol, smoking, education, physical activity, fibre, vegetable and fruits, meat, soft drinks, coffee and BMI.
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(HRper 10 g= 0·96; 95 % CI (0·94, 0·99); Ptrend= 0·002) in females
but not in males (HRper 10 g = 1·00; 95 % CI (0·98, 1·01);
Ptrend= 0·60 and HRper 10 g= 1·00; 95 % CI (0·98, 1·02);
Ptrend= 0·77, respectively). In addition, non-fermented was
associated with a decreased risk of stroke among males
(HRper 100 g = 0·98; 95 % CI (0·95, 1·00); Ptrend= 0·04) but not
among women (HRper 100 g = 1·01; 95 % CI (0·99, 1·04);
Ptrend= 0·32). No interaction with BMI was observed; however,
non-fermented milk was associated with increased risk of major
adverse coronary events and CHD among individuals with high
level of leisure-time physical activity (HRper 100 g = 1·03; 95 %
CI (1·01, 1·05); Ptrend= 0·004 and HRper 100 g = 1·03; 95 %
CI (1·01, 1·05); Ptrend= 0·008) but not among individuals with
low level of leisure-time physical activity (HRper 100 g= 1·01; 95 %
CI (0·99, 1·03); Ptrend= 0·28 and HRper 100 g= 1·00; 95 % CI (0·98,
1·03); Ptrend= 0·73). There was also an interaction between
cream and leisure-time physical activity for risk of stroke;
however, there was no statistically significant trend in any of the
groups (HRper 10 g= 0·97; 95 % CI (0·94, 1·01); Ptrend= 0·13 and
HRper 10 g= 1·02; 95 % CI (0·99, 1·05); Ptrend= 0·26).

Discussion

In this Swedish population-based cohort study, very high
consumption of non-fermentedmilk (>1000 g/d) was associated
with a 35 % increased risk of major adverse coronary events and
a 30 % increased risk of CHD compared with low intakes. In
contrast, moderate intakes of fermented milk were inversely
associated with the risk of major adverse coronary events. High
consumers of butter (>50 g/d) had a 15 % lower risk of major
adverse coronary events compared with low consumers

(0 g/d). Additionally, cheese consumption was linearly asso-
ciated with a lower risk of major adverse coronary events in
women. There was no significant association between cream
and the risk of any cardiovascular outcome. We observed no
clear associations between any of the dairy products and stroke
risk. However, after excluding potential misreporters, high
intake of non-fermented milk was associated with a decreased
risk of ischaemic stroke but an increased risk of haemorrhagic
stroke.

In a systematic review of six observational studies, non-
fermented milk was not associated with CHD(11). In the meta-
analysis, ‘high v. low’ intakes for each cohort study were
compared and the dose–response analysis was per 200 g/d. Such
an approach has been critiqued because it does not take the level
of intake into account and extrapolates results from studies with
small exposure ranges to cover larger ranges. In another
systematic review, the heterogeneity was too large to be able
to perform a meta-analysis(21). In addition, meta-analyses of
nutritional observational studies are challenging with additional
aspects and may, as a result, have increased variability and
reduced possibility to detect real effects(22). In fact, the dairy
intake levels vary, and few studies have examined the
association between very high intakes of non-fermented milk
and CVD risk. In line with our findings of a higher risk of CHD
only among very high consumers of non-fermented milk, 52 %
higher risk of coronary events for the high consumers of
non-fermented dairy products (median intakes: 907 g/d)
compared with the low consumers (0–258 g/d) was observed
in a cohort of men in Finland(23). There was no association
between non-fermented milk and total stroke in this study.
Similarly, a meta-analysis has reported no significant association

Fig. 2. Restricted cubic splines for the associations between milk intakes and risk of major coronary events, CHD and stroke with 0 g/d as the reference value. The HR
and 95% CI were adjusted for age, sex, assessment method, season and energy, alcohol, smoking, education, physical activity, fibre, vegetable and fruits, meat, soft
drinks, coffee and BMI.
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Table 3. Association between fermented milk intakes and risk of major adverse coronary events and stroke (Hazard ratios and 95% confidence intervals)

Outcomes

Fermented milk (g/d)

Ptrend0 (n 9102)

0–100 (n 7940) 100–200 (n 5728) 200–300 (n 2364) >300 (n 1056) Per 100 g/d

HR 95 % CI HR 95 % CI HR 95 % CI HR 95 % CI HR 95 % CI

Major adverse coronary events 1509 1009 695 275 145
Person-years 167 679 154 373 112 633 46 353 20 594
Model 1* 1·00 0·91 0·84, 0·99 0·80 0·73, 0·88 0·74 0·65, 0·84 0·85 0·72, 1·01 0·93 0·90, 0·96 <0·001
Model 2† 1·00 0·98 0·90, 1·06 0·90 0·82, 0·99 0·83 0·73, 0·95 0·97 0·82, 1·15 0·96 0·93, 1·00 0·03
Model 3‡ 1·00 0·97 0·90, 1·06 0·90 0·82, 0·99 0·84 0·74, 0·96 0·98 0·82, 1·16 0·97 0·94, 1·00 0·04

CHD 1198 808 564 214 121
Person-years 171 047 156 425 113 912 47 049 20 844
Model 1 1·00 0·91 0·84, 1·00 0·82 0·74, 0·91 0·72 0·63, 0·84 0·91 0·75, 1·10 0·93 0·90, 0·97 <0·001
Model 2 1·00 0·99 0·91, 1·09 0·93 0·84, 1·04 0·83 0·72, 0·96 1·06 0·87, 1·28 0·98 0·94, 1·01 0·19
Model 3 1·00 0·99 0·90, 1·08 0·94 0·84, 1·04 0·84 0·72, 0·97 1·06 0·88, 1·28 0·98 0·94, 1·02 0·25

Total stroke 1037 712 563 240 91
Person-years 171 406 156 591 113 667 46 848 21 115
Model 1 1·00 0·85 0·77, 0·93 0·87 0·78, 0·97 0·89 0·77, 1·02 0·75 0·61, 0·93 0·95 0·92, 0·99 0·007
Model 2 1·00 0·89 0·81, 0·99 0·95 0·86, 1·06 0·98 0·85, 1·13 0·83 0·67, 1·03 0·98 0·94, 1·02 0·29
Model 3 1·00 0·89 0·81, 0·98 0·95 0·86, 1·06 0·98 0·85, 1·13 0·83 0·67, 1·04 0·98 0·95, 1·02 0·33

Ischaemic stroke 852 573 452 202 76
Model 1 1·00 0·84 0·75, 0·93 0·86 0·76, 0·96 0·92 0·79, 1·07 0·77 0·61, 0·97 0·96 0·92, 1·00 0·05
Model 2 1·00 0·89 0·80, 0·99 0·94 0·84, 1·06 1·02 0·87, 1·19 0·86 0·68, 1·09 0·99 0·95, 1·03 0·72
Model 3 1·00 0·89 0·80, 0·99 0·95 0·84, 1·06 1·02 0·88, 1·20 0·86 0·68, 1·10 0·99 0·95, 1·04 0·79

Haemorrhagic stroke 165 128 102 36 14
Model 1 1·00 0·90 0·72, 1·14 0·95 0·74, 1·22 0·81 0·56, 1·16 0·70 0·40, 1·21 0·92 0·84, 1·01 0·09
Model 2 1·00 0·93 0·74, 1·18 1·00 0·78, 1·29 0·85 0·59, 1·23 0·74 0·42, 1·28 0·94 0·85, 1·03 0·20
Model 3 1·00 0·93 0·74, 1·18 1·00 0·78, 1·29 0·85 0·59, 1·23 0·73 0·43, 1·28 0·94 0·85, 1·03 0·19

* Model 1: adjusted for age, sex, diet assessment method, season and energy.
†Model 2: adjusted for age, sex, diet assessment method, season, energy, alcohol, smoking, education, physical activity, fibre, vegetable and fruits, meat, soft drinks and coffee.
‡Model 3: adjusted for age, sex, diet assessment method, season, energy, alcohol, smoking, education, physical activity, fibre, vegetable and fruits, meat, soft drinks, coffee and BMI.
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Table 4. Association between cheese and risk of major adverse coronary events and stroke (Hazard ratios and 95% confidence intervals)

Outcomes

Cheese (g/d)

0–20 (n 6211)

20–40 (n 8470) 40–60 (n 5885) 60–80 (n 2919) 80–100 (n 1469) >100 (n 1236) Per 10 g/d

PtrendHR 95 % CI HR 95 % CI HR 95 % CI HR 95 % CI HR 95 % CI HR 95 % CI

Major adverse coronary events 990 1201 757 372 170 143
Person-years 114 389 161 518 114 996 57 052 29 355 24 322
Model 1* 1·00 0·91 0·84, 0·99 0·84 0·76, 0·93 0·87 0·77, 0·98 0·75 0·64, 0·89 0·78 0·65, 0·94 0·98 0·96, 0·99 <0·001
Model 2† 1·00 0·97 0·89, 1·05 0·92 0·83, 1·02 0·97 0·86, 1·10 0·85 0·72, 1·01 0·90 0·75, 1·09 0·99 0·98, 1·00 0·08
Model 3‡ 1·00 0·97 0·89, 1·06 0·92 0·84, 1·02 0·96 0·85, 1·09 0·84 0·71, 1·00 0·88 0·73, 1·06 0·99 0·98, 1·00 0·04

CHD 825 955 589 289 137 110
Person-years 116 261 164 167 116 599 57 946 29 637 24 668
Model 1 1·00 0·87 0·80, 0·96 0·80 0·72, 0·89 0·84 0·73, 0·96 0·77 0·64, 0·92 0·75 0·61, 0·93 0·97 0·96, 0·99 <0·001
Model 2 1·00 0·93 0·85, 1·03 0·88 0·79, 0·99 0·95 0·82, 1·09 0·87 0·72, 1·05 0·87 0·70, 1·08 0·99 0·97, 1·00 0·08
Model 3 1·00 0·94 0·85, 1·03 0·88 0·79, 0·99 0·94 0·82, 1·08 0·86 0·71, 1·04 0·85 0·69, 1·05 0·99 0·97, 1·00 0·04

Total stroke 743 851 556 262 125 106
Person-years 116 181 164 326 116 435 58 297 29 760 24 628
Model 1 1·00 0·86 0·78, 0·95 0·86 0·76, 0·96 0·86 0·74, 0·99 0·81 0·67, 0·99 0·86 0·70, 1·07 0·98 0·97, 1·00 0·02
Model 2 1·00 0·90 0·82, 1·00 0·91 0·81, 1·02 0·93 0·80, 1·07 0·89 0·73, 1·08 0·95 0·76, 1·19 0·99 0·98, 1·01 0·29
Model 3 1·00 0·90 0·82, 1·00 0·91 0·81, 1·02 0·92 0·80, 1·07 0·88 0·73, 1·08 0·94 0·76, 1·17 0·99 0·98, 1·01 0·24

Ischaemic stroke 622 676 465 205 98 89
Model 1 1·00 0·82 0·74, 0·92 0·86 0·76, 0·98 0·81 0·69, 0·96 0·77 0·62, 0·96 0·88 0·69, 1·11 0·98 0·97, 1·00 0·03
Model 2 1·00 0·86 0·77, 0·97 0·92 0·81, 1·04 0·88 0·74, 1·04 0·84 0·67, 1·05 0·98 0·77, 1·25 0·99 0·98, 1·01 0·36
Model 3 1·00 0·87 0·77, 0·97 0·92 0·81, 1·05 0·87 0·74, 1·03 0·84 0·67, 1·04 0·97 0·76, 1·23 0·99 0·98, 1·01 0·29

Haemorrhagic stroke 107 163 84 52 23 16
Model 1 1·00 1·11 0·87, 1·42 0·85 0·64, 1·14 1·11 0·79, 1·56 0·97 0·61, 1·55 0·82 0·47, 1·42 0·98 0·95, 1·02 0·34
Model 2 1·00 1·16 0·90, 1·48 0·90 0·67, 1·21 1·18 0·83, 1·68 1·07 0·67, 1·72 0·85 0·48, 1·52 0·99 0·96, 1·03 0·61
Model 3 1·00 1·16 0·90, 1·48 0·90 0·67, 1·21 1·18 0·83, 1·21 1·07 0·67, 1·72 0·86 0·48, 1·52 0·99 0·96, 1·03 0·62

* Model 1: adjusted for age, sex, diet assessment method, season and energy.
†Model 2: adjusted for age, sex, diet assessment method, season, energy, alcohol, smoking, education, physical activity, fibre, vegetable and fruits, meat, soft drinks and coffee.
‡Model 3: adjusted for age, sex, diet assessment method, season, energy, alcohol, smoking, education, physical activity, fibre, vegetable and fruits, meat, soft drinks, coffee and BMI.
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between non-fermented milk and the risk of stroke(24).
Interestingly, we observed, especially after excluding potential
misreporters, a protective association between non-fermented
milk and ischaemic stroke but a positive association with risk of
haemorrhagic stroke (i.e. subarachnoid and intracerebral
stroke). In another large Swedish cohort study, high intake of
non-fermented milk was also positively associated with
haemorrhagic stroke, while there was no association with
ischaemic stroke(25). In addition, in the European EPIC cohort
with 12·7 years of follow-up (where MDCS is one of the centres),
a protective association was found with ischaemic stroke and a
marginally higher risk of haemorrhagic stroke, especially after
excluding the first 4 years of follow-up(26).

In a systematic review andmeta-analysis by Fontecha et al.(6),
fermented milk was associated with a lower risk of CVD and
related biomarkers, such as LDL-cholesterol and blood pressure.
Moreover, a multinational cohort study from five continents in
twenty-one countries reported lower risk of major CVD and
composite outcomes with higher intake of fermented milk,
specifically yogurt (median intakes of> 1·5 v. 0 g/d)(10). These
findings are consistent with the present results; moderate intakes
of fermented milk (100–300 g/d) were significantly associated
with a lower risk of coronary events compared with low intakes.

However, therewas no reduced risk among higher consumers of
fermented milk (>300 g/d) for major adverse coronary events or
any of the other outcomes. The lack of an association in the
higher group may be explained by lower power (i.e. few
numbers of individuals) in the higher group. However, a
U-shaped association has previously been shown between
fermentedmilk and cardiovascular mortality in a similar Swedish
population(27). In a meta-analysis of fifteen cohort studies,
fermented milk intake (average= 200 g/d) was significantly
associated with a 20 % lower risk of stroke(24).

In the current study, we observed a lower risk of CHD
associatedwith cheese intake amongwomen, but no association
was observed for stroke. In a meta-analysis of thirty-one cohort
studies, cheese intake was inversely associated with the risk of
CHD(3). Similarly, another meta-analysis of fifteen cohort studies
has reported an inverse association between cheese intake and
the risk of CVD, CHD and stroke, although the association was
nonlinear(28). Other meta-analyses and systematic reviews have
also reported a lower risk of coronary events(11) and stroke(24)

associated with cheese intake.
Non-fermented milk is a major source of D-galactose, which

has been hypothesised to have a detrimental effect on CVD. For
example, when D-galactose was given to laboratory animals

Fig. 3. Restricted cubic splines for the associations between intakes of cheese, cream and butter and risk of major coronary events, CHD and stroke. The HR and 95%
CIwere adjusted for age, sex, assessmentmethod, season and energy, alcohol, smoking, education, physical activity, fibre, vegetable and fruits, meat, soft drinks, coffee
and BMI.
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subcutaneously, they were predisposed to premature ageing
caused by oxidative stress and chronic inflammation(29,30).
However, the different results for non-fermented and fermented
milk on major adverse coronary events risk are not easily
explained. We have previously found that non-fermented milk
intake was positively associated with plasma leptin levels, which
has linked to endothelial dysfunction(31), and inversely asso-
ciated with HDL-cholesterol levels(32). Several potential biologi-
cal mechanisms can explain the association between fermented
dairy products and CVD, for example, the bacteria found in
fermented milk and cheese. Mechanistically, bacteria are
suggested to produce SCFA and ferment indigestible carbohy-
drates, which inhibit the synthesis of cholesterol(33), and could
thereby lower the blood cholesterol level. The bacteria in the
large intestine can bind cholesterol to bile acids to form
cholesterol-bile acid complexes, which are excreted in faeces;
the reduced bile acid circulation inhibits the take-up of
cholesterol from the circulation into the liver(33). In a human
trial, the consumption of 200 ml fermented milk daily reduced
LDL-cholesterol concentrations after 3 months; however, after 6
months, there were no difference in LDL-cholesterol compared
with the control group(34). In addition, the confounding structure
for non-fermented and fermented milk differed. For example,
while high intake non-fermentedmilk was associated with lower
educational level, high intake of fermented milk was associated
with higher educational level. Although we were able to adjust
for multiple potential confounding, residual confounding may
still be present.

In the present study, both moderate (0–20 g/d) and higher
(>50 g/d) butter intakes were associated with a reduced risk of
coronary events compared with zero consumers, while no
significant association was observed with stroke risk. A
systematic review and meta-analysis found no significant
association between butter consumption with the risk of CHD
or stroke(35). Cream consumption was not associated with risk of
major adverse coronary events or stroke in the current study. In
line with our results, other studies(24) have reported no
association between cream and the risk of stroke. However,
cream intake was inversely associated with the risk of ischaemic
stroke and intracerebral haemorrhage, but not subarachnoid
haemorrhage, in a study of Finnish male smokers(36). Relatively
few studies have examined the health effects of these high-fat
dairy products and more studies examining the relation to CVD
risk are needed. In a meta-analysis of eighteen observational
studies, higher levels of biomarkers of dairy fat measured in
blood (i.e. 15:0 and 17:0) were associated with lower risk
of CVD(37).

Similar results were observed regardless of whether the
intakes were categorised based on absolute intakes (i.e. g/d) or
based on energy-adjusted variables (using the residual model or
the nutrient density model). When using energy-adjusted
variables, the intakes were standardised according to themedian
energy intake in this population (i.e. evaluated at an isoenergetic
level) and therefore fully independent on body size, metabolic
efficiency and physical activity, which are all determinants of
energy intake(38). The slight differences in results when
investigating linear associations between intake of butter and
major adverse coronary events could be due to the residual and

nutrient density approaches having more power to detect
associations than the standard multivariate model when the
exposure variables are categorised(38,39). Most studies inves-
tigating the association between dairy consumption and health
effects use absolute intake for categorisation and adjust for
energy intake in the model (i.e. standard multivariable model).
Therefore, we decided to use the standard multivariate model as
the main model since it is easier to interpret than the residual
model, and unlike the nutrient density approach, it also allows us
to compare the results to other studies and recommendations.

The strengths of this study include its large population-based
cohort design, long-time follow-up and detailed classification of
major adverse coronary events (including myocardial infarction,
death due to ischaemic health disease, coronary artery bypass
graft surgery and percutaneous coronary artery intervention)
and stroke from registers. Additionally, the 7-d food records and
dietary questionnaire provided detailed information onmilk and
dairy consumption, which enabled us to analyse non-fermented
milk, fermented milk, cheese, butter and cream separately. For
example, milk consumed as drink and used in cooked foods was
collected in the 7-d food record and milk in coffee, tea, porridge
and breakfast cereals was collected in the dietary questionnaire.
Most other studies have collected data on milk intake from
questionnaires. However, similar intakes have been observed in
Swedish studies with data collection during the same period
although different diet assessment methods were used(27). We
also have information on other lifestyle and dietary factors,
which enabled us to adjust for multiple potential confounders.
However, there were some limitations. The dietary data were
self-reported, which are prone to recall bias(40), and might have
affected our results due to the misclassification of food intakes.
Moreover, the study population included restricts the general-
isability of our findings to the external population. Finally, the
analytic sample may be different from the target sample. While
representative samples are necessary for estimating prevalence
or incidence, this is not the case when the study aims to examine
the association between exposure and outcome(41).

In conclusion, a very high intake of non-fermented milk
(>1000 g/d) was associated with an increased risk of major
adverse coronary events, while no significant association was
observed with stroke. In contrast, moderate intake of fermented
milk, butter and cheese was associated with lower risk of major
adverse coronary events, whereas no significant association was
observed for cream. These results highlight the importance of
studying dairy products separately, and future studies should
also incorporate metabolomics data to investigate the
differences more in detail. The consumption of milk and other
dairy products is high in Sweden. Thus, even small harmful or
beneficial health effects would have a large impact on the
population and community, and future studies in populations
with high intakes are encouraged.

Acknowledgements

The authors gratefully acknowledge all people who contributed
to this study.

This study was funded by the Swedish Research Council
(2020-01412), Heart and Lung foundation (20190555), Albert

Dairy products and CVD risk 509

https://doi.org/10.1017/S0007114523001939 Published online by Cam
bridge U

niversity Press

https://doi.org/10.1017/S0007114523001939


Påhlsson Foundation, and Sparbanksstiftelsen Färs & Frosta
research grant in stroke research.

E. S. formulated the research question and the design of the
study, J. D. analysed the data and drafted the manuscript, S. J., C.
H., S. Z., Y. B. and E. S., assisted in the interpretation of the
findings and revising of the article. All authors read and
approved the final manuscript.

There are no conflicts of interest.

Supplementary material

For supplementary material referred to in this article, please visit
https://doi.org/10.1017/S0007114523001939

References

1. Roth GA, Mensah GA, Johnson CO, et al. (2020) Global burden
of cardiovascular diseases and risk factors, 1990–2019: update
from the GBD 2019 study. J Am Coll Cardiol 76, 2982–3021.

2. Mensink RP (2016) Effects of Saturated Fatty Acids on Serum
Lipids and Lipoproteins: A Systematic Review and Regression
Analysis. Geneva: World Health Organization.

3. Alexander DD, Bylsma LC, Vargas AJ, et al. (2016) Dairy
consumption and CVD: a systematic review and meta-analysis.
Br J Nutr 115, 737–750.

4. Nordic Council of Ministers (2014) Nordic Nutrition
Recommendations 2012 – Integrating Nutrition and Physical
Activity, 5th ed. Copenhagen: Nordic Council of Ministers.

5. Mozaffarian D & Wu JHY (2018) Flavonoids, dairy foods, and
cardiovascular and metabolic health: a review of emerging
biologic pathways. Circ Res 122, 369–384.

6. Fontecha J, Calvo MV, Juarez M, et al. (2019) Milk and dairy
product consumption and cardiovascular diseases: an over-
view of systematic reviews and meta-analyses. Adv Nutr 10,
S164–S189.

7. Qin LQ, Xu JY, Han SF, et al. (2015) Dairy consumption and risk
of cardiovascular disease: an updated meta-analysis of
prospective cohort studies. Asia Pac J Clin Nutr 24, 90–100.

8. Drouin-Chartier JP, Brassard D, Tessier-Grenier M, et al. (2016)
Systematic review of the association between dairy product
consumption and risk of cardiovascular-related clinical out-
comes. Adv Nutr 7, 1026–1040.

9. Soedamah-Muthu SS, Ding EL, Al-Delaimy WK, et al. (2011)
Milk and dairy consumption and incidence of cardiovascular
diseases and all-cause mortality: dose-response meta-analysis
of prospective cohort studies. Am J Clin Nutr 93, 158–171.

10. Dehghan M, Mente A, Rangarajan S, et al. (2018) Association of
dairy intake with cardiovascular disease and mortality in 21
countries from five continents (PURE): a prospective cohort
study. Lancet 392, 2288–2297.

11. Jakobsen MU, Trolle E, Outzen M, et al. (2021) Intake of dairy
products and associations with major atherosclerotic cardio-
vascular diseases: a systematic review and meta-analysis of
cohort studies. Sci Rep 11, 1303.

12. Sonestedt E, Wirfalt E, Wallstrom P, et al. (2011) Dairy products
and its associationwith incidence of cardiovascular disease: the
Malmo diet and cancer cohort. Eur J Epidemiol 26, 609–618.

13. Manjer J, Elmstahl S, Janzon L, et al. (2002) Invitation to a
population-based cohort study: differences between subjects
recruited using various strategies. Scand J Public Health 30,
103–112.

14. Elmstahl S, Riboli E, Lindgarde F, et al. (1996) The Malmo Food
Study: the relative validity of amodified diet historymethod and
an extensive food frequency questionnaire for measuring food
intake. Eur J Clin Nutr 50, 143–151.

15. Wirfalt E, Mattisson I, Johansson U, et al. (2002) A methodo-
logical report from the Malmo Diet and Cancer study:
development and evaluation of altered routines in dietary data
processing. Nutr J 1, 3.

16. Sonestedt E, Borne Y, Wirfalt E, et al. (2021) Dairy
consumption, lactase persistence, and mortality risk in a cohort
from southern Sweden. Front Nutr 8, 779034.

17. Taylor HL, Jacobs DR Jr, Schucker B, et al. (1978) A
questionnaire for the assessment of leisure time physical
activities. J Chron Dis 31, 741–755.

18. Sonestedt E, Wirfalt E, Gullberg B, et al. (2005) Past food habit
change is related to obesity, lifestyle and socio-economic
factors in the Malmo Diet and Cancer Cohort. Public Health
Nutr 8, 876–885.

19. Mattisson I,Wirfalt E, Aronsson CA, et al. (2005) Misreporting of
energy: prevalence, characteristics of misreporters and influ-
ence on observed risk estimates in the Malmo Diet and Cancer
cohort. Br J Nutr 94, 832–842.

20. Jerntorp P & Berglund G (1992) Stroke registry in Malmo,
Sweden. Stroke 23, 357–361.

21. Larsson SC, Crippa A, Orsini N, et al. (2015) Milk consumption
and mortality from all causes, cardiovascular disease, and
cancer: a systematic review and meta-analysis. Nutrients 7,
7749–7763.

22. Barnard ND, Willett WC & Ding EL (2017) The misuse of meta-
analysis in nutrition research. JAMA 318, 1435–1436.

23. Koskinen TT, Virtanen HEK, Voutilainen S, et al. (2018) Intake
of fermented and non-fermented dairy products and risk of
incident CHD: the Kuopio ischaemic heart disease risk factor
study. Br J Nutr 120, 1288–1297.

24. Hu D, Huang J, Wang Y, et al. (2014) Dairy foods and risk of
stroke: a meta-analysis of prospective cohort studies. Nutr
Metab Cardiovasc Dis 24, 460–469.

25. Olsson E, Larsson SC, Hoijer J, et al. (2022) Milk and fermented
milk consumption and risk of stroke: longitudinal study.
Nutrients 14, 1070.

26. Tong TYN, Appleby PN, Key TJ, et al. (2020) The associations
of major foods and fibre with risks of ischaemic and
haemorrhagic stroke: a prospective study of 418 329 partic-
ipants in the EPIC cohort across nine European countries. Eur
Heart J 41, 2632–2640.

27. Michaelsson K, Wolk A, Langenskiold S, et al. (2014) Milk
intake and risk of mortality and fractures in women and men:
cohort studies. BMJ 349, g6015.

28. Chen GC, Wang Y, Tong X, et al. (2017) Cheese consumption
and risk of cardiovascular disease: a meta-analysis of
prospective studies. Eur J Nutr 56, 2565–2575.

29. Song X, Bao M, Li D, et al. (1999) Advanced glycation in D-
galactose induced mouse aging model. Mech Ageing Dev 108,
239–251.

30. Cui X, Zuo P, Zhang Q, et al. (2006) Chronic systemic D-
galactose exposure induces memory loss, neurodegeneration,
and oxidative damage in mice: protective effects of R-α-lipoic
acid. J Neurosci Res 84, 647–654.

31. Knudson JD, Payne GA, Borbouse L, et al. (2008) Leptin and
mechanisms of endothelial dysfunction and cardiovascular
disease. Curr Hypertens Rep 10, 434–439.

32. Zhang S, Li H, Engstrom G, et al. (2023) Milk intake, lactase
persistence genotype, plasma proteins and risks of cardio-
vascular events in the Swedish general population. Eur J
Epidemiol 38, 211–224.

510 J. Dukuzimana et al.

https://doi.org/10.1017/S0007114523001939 Published online by Cam
bridge U

niversity Press

https://doi.org/10.1017/S0007114523001939
https://doi.org/10.1017/S0007114523001939


33. St-Onge MP, Farnworth ER & Jones PJ (2000) Consumption
of fermented and nonfermented dairy products: effects on
cholesterol concentrations and metabolism. Am J Clin Nutr 71,
674–681.

34. Richelsen B, Kristensen K & Pedersen SB (1996) Long-term
(6 months) effect of a new fermented milk product on the level
of plasma lipoproteins – a placebo-controlled and double blind
study. Eur J Clin Nutr 50, 811–815.

35. Pimpin L, Wu JH, Haskelberg H, et al. (2016) Is butter back?
A systematic review and meta-analysis of butter consumption
and risk of cardiovascular disease, diabetes, and total mortality.
PLOS ONE 11, e0158118.

36. Larsson SC, Mannisto S, Virtanen MJ, et al. (2009) Dairy foods
and risk of stroke. Epidemiology 20, 355–360.

37. Trieu K, Bhat S, Dai Z, et al. (2021) Biomarkers of dairy fat
intake, incident cardiovascular disease, and all-cause mortality:
a cohort study, systematic review, and meta-analysis. PLoS Med
18, e1003763.

38. Willett WC, Howe GR & Kushi LH (1997) Adjustment for total
energy intake in epidemiologic studies. Am J Clin Nutr 65,
1220S–1228S.

39. Brown CC, Kipnis V, Freedman LS, et al. (1994) Energy
adjustment methods for nutritional epidemiology: the effect of
categorization. Am J Epidemiol 139, 323–338.

40. Shim JS, Oh K & Kim HC (2014) Dietary assessment methods in
epidemiologic studies. Epidemiol Health 36, e2014009.

41. Rothman KJ, Gallacher JE & Hatch EE (2013) Why representa-
tiveness should be avoided. Int J Epidemiol 42, 1012–1014.

Dairy products and CVD risk 511

https://doi.org/10.1017/S0007114523001939 Published online by Cam
bridge U

niversity Press

https://doi.org/10.1017/S0007114523001939

	High consumption of dairy products and risk of major adverse coronary events and stroke in a Swedish population
	Methods and materials
	Selection criteria and data collection
	Diet assessment
	Other covariates
	Outcome assessment
	Statistical analysis

	Results
	Characteristics of the study population
	Milk and other dairy consumption and the risk of major adverse coronary events and stroke

	Discussion
	Acknowledgements
	Supplementary material
	References


