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Abstract
Xerostomia and salivary gland hypofunction are prevalent conditions in older people and may adversely influence the intake of certain foods, notably fruit
and vegetables. Here, we aimed to investigate whether xerostomia and salivary gland hypofunction were associated with a lower intake of fruit and vege-
tables. The study included 621 community-dwelling adults, mean age 75⋅2 ± 6⋅4 years, 58⋅9 % female, who had participated in the Copenhagen City Heart
Study follow-up, and undergone interviews regarding food intake (preceding month), oral and general health (xerostomia, taste alterations, diseases, medi-
cation, alcohol consumption and smoking), clinical oral examination and measurements of unstimulated and chewing-stimulated whole saliva flow rates.
The average total energy intake (8⋅4 ± 2⋅7 MJ) and protein energy percentage (14⋅8 ± 3⋅1 %) were slightly below recommendations. The average fruit
(234⋅7 ± 201⋅2 g/d) and vegetables (317⋅3 ± 157⋅4 g/d) intakes were within recommendations. Xerostomia and hyposalivation were more prevalent in
women than in men (16⋅4 v. 7⋅1 %, P < 0⋅001 and 40⋅7 v. 27⋅5 %, P < 0⋅001). Multiple linear regression analyses revealed that older age (β −0⋅009, SE

0⋅003, P= 0⋅005), smoking (β −0⋅212, SE 0⋅060, P= 0⋅0005) and wearing complete dentures/being partially or fully edentulous (β −0⋅141, SE 0⋅048,
P= 0⋅003), but neither xerostomia nor salivary flow rates were associated with an inadequate fruit and vegetable intake, after adjustment for covariates.
Older age, smoking, tooth loss and denture-wearing were stronger determinants of low fruit and vegetable intakes than xerostomia and salivary hypofunc-
tion supporting the importance of dietary counselling and maintenance of oral health and an adequate masticatory performance.
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Introduction

There is convincing evidence that a lifestyle characterised by a
high-quality diet rich in fruit and vegetables, adequate physical
activity and non-smoking contributes to healthy ageing, and
that many chronic diseases occurring in older adults can be
related to dietary factors(1,2). It has been shown that high
intakes of fruit, vegetables, fish and wholegrains are associated

with longevity and better cardiometabolic and cognitive health,
whereas dietary patterns rich in red meat and sugar-rich foods
are associated with an increased risk of developing cancer and
cardiometabolic diseases and increased mortality(3,4). With age-
ing, dietary behaviours may be challenged by a variety of fac-
tors, including polypharmacy, polymorbidity, cognitive decline,
dementia, impairment of taste and smell perception, physical
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inactivity and loss of social relations, which eventually can lead
to inadequate nutrition(5). In addition, common oral health
problems in older adults including tooth loss, oral pain and
wearing removable (and ill-fitting) dentures may deteriorate
the ability to chew, leading to food modification and avoidance
of notably crunchy and stringy foods, which can result in inad-
equate nutritional intake(6–9).
Saliva plays an important role in the maintenance of dental

and oral mucosal health, and it also exerts multiple functions
in relation to the digestive processes of taste, initial breakdown
of nutrients, chewing, bolus formation and swallowing(10,11).
Consequently, hyposalivation (objectively measured the reduc-
tion in salivary gland output) may cause changes in dietary
behaviours due to impaired taste perception, chewing and
swallowing difficulties, and discomfort when eating(10).
Hyposalivation is often associated with xerostomia (subjective
feeling of dry mouth), itching and burning sensation of the oral
mucosa, increased risk of developing dental caries, dental ero-
sion, tooth loss and oral candidiasis(10,11). Xerostomia and
hyposalivation are common conditions in older adults, and
especially in women. The prevalence of xerostomia ranges
from 0⋅9 to 46 % in older adults above the age of 65
years(12). The most common cause of xerostomia and hyposa-
livation in older adults is the intake of certain prescribed med-
ications, including polypharmacy, and not ageing per se(13,14).
Older adults may modify food intake or avoid certain foods
in response to xerostomia, but in spite of such potential
changes in dietary behaviours, they seem to maintain an
adequate dietary quality(15). Despite the common clinical
observation that xerostomia and salivary gland hypofunction
negatively influence food choice, evidence supporting an asso-
ciation between xerostomia and salivary gland hypofunction
and food and nutrient intake, including intake of fruit and
vegetables, in older people, is limited(15–18).
The objective of the present study was, therefore, to deter-

mine the nutrient and food intake and to test the hypothesis
that xerostomia and low unstimulated and chewing-stimulated
whole saliva flow rates are associated with lower daily intakes
of fruit and vegetables in a sample of community-dwelling,
independent Danish people aged 65–95 years. Our hypothesis
was based on the assumption that intake of acidic foods
including fruits may be associated with oral discomfort in
terms of burning and itching, and intake of vegetables may
be avoided due to taste alterations, chewing and swallowing
difficulties related to salivary gland hypofunction.

Methods

Study design and study participants

This cross-sectional study included 621 community-dwelling
Caucasian men and women, living in inner Copenhagen or
its suburbs and aged 65–95 years, participating in a survey
and health examination on oral health and lifestyle factors
including dietary intake during 2004–6.
Participants were recruited among survivors of the third

follow-up of the Copenhagen City Heart Study (CCHS) exam-
ination in 2001–3. The original aim of the CCHS was to focus

on risk factors for coronary heart disease and stroke(19).
Details regarding the CCHS population including invitation and
examination procedures have previously been described(20,21).
In brief, a subpopulation including 1918 men and women aged
65 years and above in 2004–6, were invited, and among these,
783 subjects agreed to participate. Inclusion criteria comprised
the ability to communicate verbally and comprehend the study
information and to physically attend the dental clinic at the
University of Copenhagen for interview and clinical oral exam-
ination. Among both genders, non-participants were of older
age than participants (P < 0⋅001), and the most common rea-
sons for not participating were ‘old age’ and ‘poor health/not
feeling well’. Out of the 783 subjects, the 621 with complete
data on dietary intake, oral and general health, systemic dis-
eases, medication intake, alcohol consumption, smoking, and
clinical data on dentition, dentures and unstimulated and
chewing-stimulated whole saliva flow rates were included in
the present study.
The present study was conducted according to the guide-

lines laid down in the Declaration of Helsinki and all proce-
dures involving human subjects/patients were approved by
the ethics committee of the capital region of Denmark (KF
01-144/01). Written informed consent was obtained from all
subjects/patients. The present study was performed following
the STROBE recommendations.

Interview and medical history

All participants underwent an interview with standardised
questions regarding current and previous diseases, daily intake
of prescribed medication, smoking and alcohol habits and xer-
ostomia as described previously(13,14). The presence of diseases
and the daily intake of prescribed medication were registered
and grouped into variables, describing the total numbers of
diseases and prescribed medicines per day (0, 1, 2–3, 4–5
and 6+). Data on smoking habits were used to categorise par-
ticipants as never smokers, former smokers and current smo-
kers. The daily intake of alcohol (g/d) was calculated. An
alcoholic beverage contains about 12 g of alcohol. A high-risk
consumption was defined as a weekly intake of more than 252
g alcohol (>21 beverages) for men and 168 g (>14 beverages)
for women according to the recommendations from the
Danish Health Authority(22). Participants were asked if they
had a daily sensation of xerostomia, if it had been persistent
(i.e., present for more than 3 months), and if it affected oro-
pharyngeal functions (speech, taste, chewing and swallowing
(coded into yes or no)), including the following validated ques-
tions: ‘Does your mouth feel dry when eating a meal?’, ‘Do
you sip liquids to aid in swallowing dry food?’, ‘Do you
have any difficulty swallowing?’, ‘Have you had a daily sensa-
tion of dry mouth for more than 3 months?’ and ‘Does the
amount of saliva in your mouth seem to be too little, too
much, or you do not notice it?’(23). They were also asked if
they had experienced taste alterations in terms of distorted
or impaired taste (coded yes or no). It has previously been
reported that the oldest participants of both genders had the
highest frequency of low income (for women 76 % and men
59 %)(24). In addition, the proportions of participants with
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low education (less than 1 year of education after secondary
school) were the highest among the oldest women (above
the age of 72 years), being 28 % for women and 15 % for
men, respectively(24).

Dietary assessment

The habitual intake of foods and nutrients was assessed by
means of a diet history interview, where a trained interviewer
(TS) questioned the participants about their habitual dietary
intake in the past month. The interview was performed by pre-
coded questions about meal patterns and contents, while the
quantitative information on food intake was collected using
photo-series, cups and measures. Calculations of the total
energy (MJ), nutrient intakes (g/d) of protein, fat, carbohy-
drate, fibre, starch, total sugars, added sugars and sucrose,
intakes of fruit and vegetables (g/d), the percentage of energy
intake (E%) for protein, fat, carbohydrates and added sugar as
well as vitamins were performed by means of the Dankost
3000 computer software (http://dankost.dk). This software
was based on the Danish food composition database (version
7.01), developed by the National Food Institute at the
Technical University of Denmark(25). The Nordic Nutrition
Recommendations, which the Danish food-based dietary
guidelines are based upon, were used as a reference for an
adequate dietary intake(26). Accordingly, for people above the
age of 65 years with a moderate physical activity level, the
total daily energy intake should be on average 8⋅9 MJ (8⋅1
MJ for women and 9⋅7 MJ for men). The recommended
intake for protein (energy percentage) is 15–20 % (optimal
18 %), for total fat 25–40 % and for carbohydrate 45–60 %
of the total energy intake. In addition, the amount of added
sugar should be less than 10 %, the amount of dietary fibres
at least 25 g/d for women and 35 g/d for men, and the
total intake of fruit and vegetables should be no less than
550 g/d (calculation based on a daily energy intake of 9
MJ)(26).

Measurements of whole saliva flow rates and clinical oral
examination

Measurements of unstimulated and paraffin-chewing-
stimulated whole saliva flow rates were performed as previ-
ously described in details(14). In brief, the participants were
asked to refrain from drinking, eating, chewing gum/pastilles,
brushing teeth and smoking for 1 h prior to collection of sal-
iva. The unstimulated whole saliva was sampled over a
10-min period, and the stimulated whole saliva over 5 min,
using chewing on 1 g of paraffin. A normal unstimulated
whole saliva flow rate ranges between 0⋅3 and 0⋅4 ml/min
and a normal chewing-stimulated whole saliva flow rate
ranges between 1⋅0 and 2⋅0 ml/min. The diagnosis hyposali-
vation (abnormal low salivary secretion) is made when the
unstimulated whole saliva flow rate is ≤0⋅1 ml/min and the
chewing-stimulated whole saliva flow rate is ≤0⋅7 ml/
min(27). Finally, a clinical oral examination was performed
to register the number of teeth and the presence of complete
or partial removable dentures.

Statistical analysis

SAS 9.3 (SAS Institute Inc., Cary, NC, USA) and SPSS 20
(SPSS Inc., Chicago, IL, USA) were used for statistical analyses.
Mean values (SD) for continuous clinical characteristics and the
corresponding proportions/frequencies for categorical data
were computed and presented in tables. The distributions
were compared by using one-way ANOVA for continuous vari-
ables and χ2 test for categorical variables. Multiple linear regres-
sion analyses were performed to identify associations between
intakes of fruit and vegetables (dependent variable) and xerosto-
mia (yes/no) and unstimulated and chewing-stimulated whole
saliva flow rates (ml/min). A multiple linear regression analysis
was not performed with regard to taste alterations (yes/no) as
they were highly associated with xerostomia and hyposalivation
(P< 0⋅001). Intakes of fruit and vegetables and whole saliva
flow rates were transformed by natural logarithm in order to ful-
fil the assumptions of linearity and normality of residuals.
Adjusted regressions were also performed, adjusting for gender,
age, smoking status (non-smoker, former smoker and current
smoker), and alcohol intake (g/d), wearing denture/being eden-
tulous in either the maxilla or mandible or both, numbers of
systemic diseases (grouped into 0, 1, 2–3, 4–5 and 6+) and
medicines taken on a daily basis (grouped into 0, 1, 2–3, 4–5
and 6+). In addition, differences in the intake of fruit and vege-
tables between participants being smokers and wearing a com-
plete denture or being edentulous in the maxilla or mandible or
both v. participants being non-/former smokers and/or not
wearing a complete denture or being edentulous in the maxilla
or mandible or both, and xerostomia (yes/no) were tested by
the Mann–Whitney U test and tertiles of unstimulated (UWS)
and stimulated (SWS) flow rates by one-way ANOVA.
P-values less than 0⋅05 were considered statistically significant.

Results

Characteristics of the study participants

Table 1 shows the characteristics of all study participants as
well as by gender. Women comprised about 60 % of the study
sample. The average age of the participants was 75 years, and
86 % of them had one or more systemic diseases/medical
conditions, predominantly cardiovascular and musculoskeletal
diseases. Eighty-one percent had a daily intake of one or more
prescribed medicines, mainly cardiovascular, musculoskeletal
and gastrointestinal agents. The number of systemic diseases
and the intake of prescribed medication were the highest
among the oldest participants (P = 0⋅002) and among
women (P < 0⋅001 and P = 0⋅002, respectively; Table 1).
The proportion of current smokers was 22⋅5 %.

Significantly more men than women were both current and
former smokers. Approximately 50 % had a daily consump-
tion of alcoholic beverages, whereas 11 % were abstainers
(Table 1). Beer and red wine were the most common types
of alcoholic beverages consumed on a daily basis, either
alone or in combination with other alcoholic beverages.
More men (69 %) than women (41⋅5 %) had a daily consump-
tion of one or more alcoholic beverages (P < 0⋅001).
Furthermore, about 30 % of the participants (24⋅3 %
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women and 38⋅9 % men) had a high-risk alcohol consumption
according to the guidelines of the Danish Health Authority(22).
The mean intake of alcohol was 22⋅6 (±27⋅2) g/d for all par-
ticipants, and higher for men than women (P> 0⋅001).
A total of 338 (53⋅9 %) of the participants were dentate with

an average of 19⋅7 (±8⋅1) teeth and did not wear dentures.
Seventy-seven (12⋅3 %) participants were fully edentulous
and wore complete maxillary (upper) and mandibular (lower)
removable dentures (Table 1). Approximately 31 % were par-
tially edentulous; wearing both a removable partial maxillary
and mandibular denture, or a partial maxillary denture in com-
bination with either a dentate mandible or a complete man-
dibular denture. The remaining participants wore a complete
maxillary or mandible denture in various combinations (i.e.,
either alone or with a partial upper, or lower denture or
with a dentate mandible) (Table 1). Women tended to have
more remaining teeth and wear partial removable dentures
more often than men (P = 0⋅05). The odds of being a current
smoker and wearing dentures/being partially or fully edentu-
lous in either the maxilla or mandible or both (53/87 cases)
were twice the odds of being non-smoker/former smoker
and wearing dentures/being partially or fully edentulous
(107/373 cases) (OR 2⋅1; 95 % CI 1⋅40, 3⋅14; P < 0⋅001).

Whole saliva flow rates, xerostomia and hyposalivation

The study participants had a mean unstimulated whole saliva
flow rate of 0⋅20 (±0⋅19) ml/min (median 0⋅15 ml/min),
which is below the normal reference range and average for
unstimulated whole saliva flow rates, and thus to be consid-
ered subnormal salivary secretion. The mean chewing-
stimulated whole saliva flow rate of 1⋅92 (±0⋅98) ml/min
(median 1⋅75 ml/min) was within the normal range. Women
had lower unstimulated and chewing-stimulated whole saliva
flow rates than men (P < 0⋅001; Table 1). Approximately 35
% met the criteria of hyposalivation, and about 12 % suffered
from persistent and daily xerostomia reportedly affecting their
ability to taste and swallow foods. Xerostomia, hyposalivation
and taste alterations were more prevalent in women than in
men (P < 0⋅001; Table 1).

Dietary intake

Table 2 shows the daily intakes of energy and macronutrients,
and the differences with regard to gender. The total mean
energy intake was 8⋅4 (±2⋅7) MJ (median 7⋅8 MJ) for the entire
study sample, which was slightly below the recommendation

Table 1. Characteristics of all study participants and by gender

All Women Men P-valuea

Number of participants (%) 621 366 (58⋅9) 255 (41⋅1) 0⋅001
Age (years), mean (SD) 75⋅2 (6⋅4) 75⋅7 (6⋅2) 74⋅6 (6⋅6) 0⋅036
Number of systemic diseases (%)

0 88 (14⋅1) 36 (9⋅8) 52 (20⋅4) <0⋅001
1 156 (25⋅1) 94 (25⋅7) 62 (24⋅3)
2–3 240 (38⋅6) 151 (41⋅3) 88 (34⋅5)
4–5 107 (17⋅2) 69 (18⋅9) 39 (15⋅3)
6+ 30 (4⋅8) 16 (4⋅4) 14 (5⋅5) <0⋅001

Number of medications (%)

0 101 (16⋅3) 45 (12⋅3) 56 (21⋅9) 0⋅002
1 97 (15⋅6) 52 (14⋅2) 45 (17⋅6)
2–3 189 (30⋅4) 122 (33⋅3) 67 (26⋅2)
4–5 121 (19⋅5) 80 (21⋅8) 41 (16⋅0)
6+ 116 (18⋅7) 69 (18⋅9) 47 (18⋅4) 0⋅001

Number of smokers (%)

Current 140 (22⋅5) 70 (19⋅1) 71 (27⋅8) 0⋅010
Former 294 (47⋅3) 148 (40⋅4) 146 (57⋅3) <0⋅001
Never 187 (30⋅1) 148 (40⋅4) 38 (14⋅9) <0⋅001

Alcohol, g/d, mean (SD) 22⋅6 (27⋅2) 15⋅5 (18⋅1) 32⋅8 (32⋅3) <0⋅001
Daily users (%) 328 (52⋅8) 152 (41⋅5) 176 (69⋅0) <0⋅001
Weekly/monthly users (%) 223 (35⋅9) 161 (43⋅9) 62 (24⋅3) <0⋅001
Abstainers (%) 70 (11⋅2) 53 (14⋅4) 17 (6⋅6) <0⋅001
High-risk consumption (%) 187 (30⋅1) 89 (24⋅3) 99 (38⋅9) <0⋅001

Dental status

Dentate, number of teeth, mean (SD) 19⋅7 (8) 20⋅3 (8) 19⋅0 (8) 0⋅050
Dentate, wearing no dentures (%) 338 (53⋅9) 208 (56⋅8) 130 (50⋅9) 0⋅147
Fully edentulous, wearing complete dentures (%) 77 (12⋅3) 46 (12⋅5) 31 (12⋅2) 0⋅970
Partial edentulous, wearing a removable partial upper or lower denture or both (%) 194 (31⋅2) 103 (28⋅1) 91 (35⋅6) 0⋅050
Partial edentulous, combinations of a complete upper or lower denture (%) 83 (13⋅3) 48 (13⋅1) 37 (13⋅7) 0⋅829

Whole saliva flow rates, ml/min

Unstimulated, mean (SD) 0⋅20 (0⋅19) 0⋅17 (0⋅15) 0⋅24 (0⋅22) <0⋅001
Chewing-stimulated, mean (SD) 1⋅92 (0⋅98) 1⋅67 (0⋅82) 2⋅28 (1⋅06) <0⋅001

Hyposalivation (%) 219 (35⋅3) 149 (40⋅7) 70 (27⋅5) <0⋅001
Persistent xerostomia (%) 78 (12⋅5) 60 (16⋅4) 18 (7⋅1) <0⋅001
Taste alterations (%) 71 (10⋅7) 51 (14⋅5) 20 (7⋅8) <0⋅001

Data presented as the number of participants (n) and proportions (%) and as means (and standard deviation, SD).
a Statistical significant differences between genders. High-risk consumption and hyposalivation are defined in the text.
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of 8⋅9 MJ for people above the age of 65 years with a moder-
ate physical activity level. The male participants had an average
energy intake of 8⋅6 MJ, which was below the recommenda-
tion of 9⋅7 MJ for men, whereas the female participants had an
average energy intake slightly above (8⋅3 MJ) the recommenda-
tions. The total energy intake was the highest in the group aged
85–95 years (8⋅7 MJ) but did not differ significantly from that
of the groups aged 65–74 and 75–84 years (Table 3).
For the entire study sample, the daily consumption and the

energy distribution (as E%) from total carbohydrates and total
fat were within recommendations. The average protein E%
was below recommendations (an optimal E% is 18 %), and
the lowest intake of protein intake (69⋅5 g/d) and protein E

% (13⋅8 %) were observed in the group aged 85–95 years.
The average intake of dietary fibres of 18⋅8 g was below the
recommended daily intake, which is 25 g for women and 35
g for men, respectively. The intake of total carbohydrates
was the highest in women (Table 2) and in participants aged
85–95 years (Table 3), and thus explains the apparent higher
total energy intake in these subgroups.
The intake of micronutrients (folate, vitamin B12, iron, zinc)

was within the normal range, and generally higher for men
(Table 2). The intake of vitamin D (mean 5⋅3 μg daily) was the
same for both men and women and below recommendations.
The mean intakes of fruit and vegetables were 234⋅7

(±201⋅2) g/d (median 194 g/d) and 317⋅3 (±157⋅4) g/d

Table 2. The daily total energy intake (megajoule, MJ), the intake of protein, fat and carbohydrate in grams (g, mean (SD)) and of the total energy (E%) and

intake of selected micronutrients in the study population

All (n 621) Women (n 366) Men (n 255) P-valuea

Energy (MJ) 8⋅4 (2⋅7) 8⋅3 (2⋅5) 8⋅6 (2⋅9) 0⋅169
Protein, g/d 71⋅3 (22⋅3) 84⋅0 (22⋅1) 71⋅4 (22⋅4) <0⋅0001
E% 15⋅8 (3⋅1) 18⋅3 (3⋅1) 14⋅6 (3⋅1)
Fat, g/d 71⋅9 (28⋅9) 63⋅1 (26⋅4) 73⋅5 (32⋅0) <0⋅0001
E% 32⋅6 (7⋅3) 28⋅0 (7⋅3) 32⋅6 (7⋅3)
Carbohydrate, g/d 221⋅7 (82⋅3) 252⋅3 (76⋅2) 225⋅7 (90⋅2) 0⋅0001
E% 45⋅1 (8⋅3) 50⋅4 (8⋅5) 44⋅9 (7⋅9)
Dietary fibres, g/ 19 (8) 19 (9) 19 (7) 1⋅000
Folate, μg 319⋅6 (140⋅2) 302⋅3 (134⋅7) 344⋅4 (144⋅2) <0⋅0001
Vitamin B12, μg 7⋅0 (3⋅9) 6⋅3 (3⋅6) 7⋅9 (4⋅2) <0⋅0001
Vitamin D, μg 5⋅3 (4⋅1) 5⋅3 (4⋅3) 5⋅3 (3⋅6) 0⋅912
Iron, mg 10⋅9 (4⋅6) 9⋅9 (4⋅3) 12⋅3 (4⋅7) <0⋅0001
Zinc, mg 10⋅5 (4⋅0) 9⋅4 (2⋅8) 12⋅1 (3⋅4) <0⋅0001

a Statistical significant differences between genders.

Table 3. Differences in intakes of fruit and vegetables (g/d) with regard to gender, age, smoking status and dental status

Fruit, g/d Mean (SD) Vegetables, g/d Mean (SD) Total fruit and vegetables, g/d P-value

All (n 621) 234⋅7 (201⋅1) 317⋅3 (157⋅4) 551⋅9 (278⋅1)
Women (n 366) 245⋅6 (202⋅5) 294⋅7 (148⋅3)a 540⋅3(276⋅5) 0⋅001
Men (n 255) 219⋅0 (198⋅8)a 349⋅7 (164⋅1) 568⋅7 (279⋅6) 0⋅040
65–74 years (n 304) 239⋅8 (195⋅0) 336⋅3 (166⋅7) 576⋅1 (289⋅7)
75–84 years (n 265) 236⋅1 (219⋅3) 300⋅8 (150⋅2) 536⋅9 (279⋅3)
85–95 years (n 52) 197⋅4 (172⋅0)b 289⋅0 (118⋅0)b 486⋅4 (163⋅9)b <0⋅001
Non-smoker (n 184) 276⋅7 (254⋅0) 322⋅7 (174⋅9) 599⋅4 (331⋅6)
Former smoker (n 296) 232⋅6 (163⋅3) 320⋅4 (141⋅7) 553⋅4 (235⋅5)
Current smoker (n 141) 183⋅8 (182⋅5)c 303⋅5 (163⋅6)c 487⋅3 (271⋅7)c <0⋅001
Dentate (n 461) 242⋅5(191⋅7) 326⋅7 (157⋅8) 569⋅3 (272⋅1)
Full dentures (n 160) 212⋅6 (225⋅1)d 288⋅9 (152⋅2)d 501⋅6 (289⋅1)d <0⋅001
Non-smoker and dentate 252⋅9 (198⋅8) 329⋅3 (115⋅9) 582⋅2 (276⋅2)
Smoker and full dentures 155⋅7 (227⋅8) 284⋅6 (158⋅5) 440⋅3 (305⋅9) <0⋅001
Tertiles UWS, ml/min

0⋅05 (0⋅03) (n 207) 220⋅2 (171⋅8) 305⋅1 (151⋅1) 525⋅3 (262⋅5)e 0⋅071
0⋅15 (0⋅07) (n 207) 260⋅2 (242⋅9) 325⋅3 (150⋅8) 585⋅6 (300⋅1) 0⋅750
0⋅39 (0⋅92) (n 207) 223⋅7 (178⋅8) 321⋅2 (168⋅7) 544⋅9 (266⋅1) 0⋅297

Tertiles SWS, ml/min

0⋅97 (0⋅29) (n 207) 248⋅1 (227⋅5) 303⋅7 (145⋅0) 551⋅8 (299⋅1)e 0⋅968
1⋅77 (0⋅23) (n 207) 239⋅7 (181⋅9) 305⋅5 (160⋅8) 545⋅3 (265⋅0) 0⋅966
3⋅04 (0⋅75) (n 207) 216⋅2 (189⋅9) 342⋅5 (162⋅6) 558⋅7 (268⋅9) 0⋅875

Xerostomia, yes (n 78) 197⋅1 (138⋅2) 282⋅9 (130⋅6) 480⋅0 (209⋅3)f

Xerostomia, no (n 543) 243⋅2 (221⋅8) 321⋅9 (160⋅0) 565⋅1 (293⋅7) 0⋅040

a Gender differences: Women had a higher intake of fruit and men had a higher intake of vegetables.
b Age group differences: Participants aged 85–95 years had lower intakes of fruits and vegetables.
c Smoking status differences: Current smokers had lower intakes of fruit and vegetables.
d Dental status differences: Fully edentulous/full denture wearers had lower intakes of fruit and vegetables than dentate non-denture wearers/partial denture wearers.
e Unstimulated (UWS) and stimulated (SWS) whole saliva flow rate (mean (SD) differences: Participants with low UWS and SWS did not differ from those with normal and high

UWS and SWS with regard to intakes of fruits and vegetables.
f Participants with xerostomia had lower intakes of fruits and vegetables.
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(median 288 g/day), respectively (Table 3). The average total
intake of both fruit and vegetables was 551 (± 271⋅1) g/d
(median 511 MJ), and thus barely in accordance with the recom-
mendations for fruit and vegetable intake for people above the
age of 65 years with a daily energy intake of 9 MJ. The total con-
sumption of fruit and vegetables did not differ significantly
between men and women, but participants aged 85–95 years
had a lower intake of both fruit and vegetables than those
aged 65–74 and 75–84 years (P= 0⋅001; Table 3).
Current smokers and/or participants wearing a complete

denture or being edentulous in the maxilla or mandible or
both also had a significantly lower intake of both fruit and
vegetables than non-smokers and former smokers and/or par-
ticipants not wearing a complete denture or being edentulous
in the maxilla or mandible or both (Table 3). Tertiles of
unstimulated and chewing-stimulated whole saliva flow rates
(low/normal and high) revealed no significant differences in
the intakes of fruits and vegetables, whereas participants
with xerostomia had lower intake than those without com-
plaints of xerostomia (Table 3).
Unadjusted linear regression analyses showed that chewing-

stimulated but not unstimulated whole saliva flow rates were
directly associated with the daily intake of fruit and vegetables
(P= 0⋅04), whereas xerostomia was inversely associated with
the daily intake of fruit and vegetables (P = 0⋅05). After adjust-
ing for covariates including gender, age, wearing dentures/
being edentulous in the maxilla or mandible or both, smoking
(current v. non-smoker/former smoker), alcohol consump-
tion, the number of diseases and the number of medicines
taken on a daily basis, the multiple linear regression analyses
revealed that participants being of older age, (β −0⋅009, SE

0⋅003, P= 0⋅005), current smokers (β −0⋅212, SE 0⋅060,

P= 0⋅0005), and wearing complete dentures/being partially
or fully edentulous (β −0⋅141, SE 0⋅048, P = 0⋅003) had a
lower intake of fruit and vegetables, whereas the associations
with chewing-stimulated whole saliva flow rates and xerosto-
mia were no longer statistically significant (Table 4). The esti-
mate, β, states the association (higher or lower fruit and
vegetable intake) by the variables by an integer or category.
In model 1, age explained 25⋅5 %, current smoking 24⋅8 %
and wearing dentures 29⋅4 % of the variance in the intake of
fruit and vegetables. In model 2, age explained 32⋅2 %, current
smoking 23⋅6 % and wearing dentures 28⋅6 % of the variance
in the intake of fruit and vegetables. In model 3, age explained
20⋅2 %, current smoking 18⋅9 % and wearing dentures 29⋅4 %
of the variance in the outcome variable (fruit and vegetable
intake) (Table 4).

Discussion

In the present study, including 621 community-dwelling
Danish people aged 65–95 years, a lower daily intake of fruit
and vegetables was associated with being among the oldest
old, being a current smoker and wearing full dentures or
being edentulous in one or both jaws, but not with xerostomia
or low whole saliva flow rates.
In accordance with previous studies, we found that female

gender and age were associated with a higher prevalence of
systemic diseases, a higher intake of medication, lower
unstimulated and chewing-stimulated whole saliva flow rates,
as well as higher prevalence of xerostomia and hyposaliva-
tion(28–33). It has previously been shown that salivary gland
hypofunction is not associated with age and gender per se,
but rather is the consequence of an increase in the number

Table 4. Multiple linear regression analyses on the association between intake in g/d of fruit and vegetables, whole saliva flow rates (ml/min) and xerostomia

(yes/no), adjusted for gender, age, smoking status, and alcohol intake, wearing denture/being partially or fully edentulous, numbers of systemic diseases

present and medicines on a daily basis (0, 1, 2–3, 4–5 and 6+)

Model 1 Model 2 Model 3

β (SE) P-value β (SE) P-value β (SE) P-value

Intercept 7⋅066 (0⋅258) <0⋅0001 7⋅012 (0⋅258) <0⋅0001 7⋅033 (0⋅258) <0⋅0001
UWS (ml/min) 0⋅021 (0⋅019) 0⋅267
SWS (ml/min) 0⋅057 (0⋅268) 0⋅084
Xerostomia – yes −0⋅092 (0⋅063) 0⋅148
Gender (male) 0⋅077 (0⋅046) 0⋅095 0⋅067 0⋅149 0⋅078 (0⋅045) 0⋅087
Age (years) −0⋅009 (0⋅003) 0⋅006* −0⋅009 (0⋅003) 0⋅005* −0⋅009 (0⋅003) 0⋅005*
Current smoker −0⋅213 (0⋅060) 0⋅001* −0⋅213 (0⋅060) 0⋅001* −0⋅211 (0⋅060) 0⋅001*
Former smoker −0⋅033 (0⋅049) 0⋅503 −0⋅032 (0⋅049) 0⋅524 −0⋅032 (0⋅049) 0⋅522
Alcohol (g/d) −0⋅001 (0⋅001) 0⋅44 −0⋅001 (0⋅001) 0⋅387 −0⋅001 (0⋅001) 0⋅431
Dentures – yes −0⋅142 (0⋅048) 0⋅003* −0⋅145 (0⋅048) 0⋅003* −0⋅141 (0⋅048) 0⋅003*
Diseases no. +6 0⋅035 (0⋅133) 0⋅791 0⋅039 (0⋅133) 0⋅766 0⋅004 (0⋅133) 0⋅97
Diseases no. 4–5 −0⋅089 (0⋅106) 0⋅397 −0⋅082 (0⋅106) 0⋅438 −0⋅084 (0⋅106) 0⋅431
Diseases no. 2–3 0⋅007 (0⋅089) 0⋅939 0⋅015 (0⋅089) 0⋅863 0⋅017 (0⋅089) 0⋅851
Disease no. 1 −0⋅046 (0⋅084) 0⋅586 −0⋅040 (0⋅084) 0⋅634 −0⋅040 (0⋅084) 0⋅632
Medicines no. +6 0⋅004 (0⋅101) 0⋅966 0⋅004 (0⋅101) 0⋅964 0⋅004 (0⋅101) 0⋅97
Medicines no. 4–5 −0⋅001 (0⋅090) 0⋅999 −0⋅004 (0⋅090) 0⋅961 −0⋅002 (0⋅090) 0⋅982
Medicines no. 2–3 −0⋅067 (0⋅079) 0⋅404 −0⋅071 (0⋅080) 0⋅373 −0⋅078 (0⋅080) 0⋅438
Medicine no. 1 −0⋅077 (0⋅081) 0⋅343 −0⋅079 (0⋅081) 0⋅326 −0⋅078 (0⋅081) 0⋅339

β, regression coefficients (SE, standard error of β). UWS and SWS, ln_unstimulated and chewing-stimulated whole saliva flow rates, respectively. The types of diseases and medi-

cation are detailed in the text. In models 1, 2 and 3, R2 was 0⋅070, 0⋅073, and 0⋅072, respectively. The intake of fruit and vegetables was inversely associated with age, smoking

and wearing dentures. For each 10 years difference in age, there was a 9 % lower daily intake of fruit and vegetables. Being a smoker and wearing dentures was associated with a

daily 21 and 14⋅2 % lower intake of fruits and vegetables.

*P < 0.05.
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of diseases and medication with increasing age, a phenomenon
being most prevalent in women(13,14,30,32–35). However, a more
recent meta-analysis reported lower unstimulated and stimu-
lated submandibular/sublingual and unstimulated whole saliva
flow rates in older adults, irrespective of medication intake(36).
The findings of the present study indicate that the salivary
gland hypofunction primarily is medication-induced as the
unstimulated whole saliva flow rates were below the normal
range, and the chewing-stimulated flow rates within the normal
range. Most medications exert an inhibitory effect on the
unstimulated salivary secretion and affect stimulated secretion
to a lesser extent(13). Persistent hyposalivation may result in
dental decay and subsequent tooth loss. As the present
study was cross-sectional, we have no data on the onset and
duration of salivary gland hypofunction and the subsequent
impact on oral health. Overall, we found no significant differ-
ences between gender with regard to tooth loss/remaining
teeth and wearing removable dentures, but the number of den-
tate female participants tended to be higher. Of note, a study
including almost the same sample of older adults as the pre-
sent study, showed that men had more decayed coronal and
root surfaces, while women had more restorations on the cor-
onal surfaces(25), indicating that women pay more attention to
oral hygiene procedures and regular dental visits, thereby pre-
venting or delaying dental decay and tooth loss despite having
lower salivary secretion than men.
With regard to lifestyle factors, we found that the propor-

tions of smokers and consumers of alcohol on a daily basis
were higher in men than women, corroborating previous find-
ings(37). It has been reported that smokers have a poorer oral
health, including more prevalent tooth loss and severe peri-
odontitis than non-smokers(38–42). In the present study, cur-
rent smokers were also more likely to wear full dentures/
being edentate in one or both jaws, and they also had the low-
est intake of fruit and vegetables compared with former smo-
kers and non-smokers. This indicates that a subgroup of older
people with concurrent smoking and compromised oral health
may have a less healthy food intake, at least when considering
the intake of fruit and vegetables as a proxy for healthy dietary
habits. Previous studies have also shown that tooth loss is
associated with a lower intake of fruit and vegetables(41),
even in a group of male health professionals(43). In addition,
fruit intake has been reported to be lower in smokers than
in former and non-smokers, whereas no association was
found between smoking habits and intake of vegetables(44).
Additional previous findings suggest that smokers, in general,
have a poorer diet than non-smokers(45,46).
Oral health, smoking and alcohol consumption habits and

dietary habits are closely related to socioeconomic and educa-
tional factors. A study including a similar sample of older
adults as the present study revealed that the oldest old
women and men (above 79 years of age) had the lowest
income, and women above the age of 72 years had the lowest
educational level, and generally lower income than men(24). For
both genders, the mean number of teeth as well as the number
of smokers and alcohol consumers were the lowest among the
oldest old(24). We found no gender differences with regard to
dental status and intake of fruit and vegetables, but a

significantly higher number of smokers and alcohol consumers
among the male participants. Consequently, dental health in
old age seems influenced by a large number of health-related
habits and the accumulative effect of these and other determi-
nants across the lifespan, and not merely by educational and
socioeconomic factors.
We found that the men had an average energy intake below

and the women slightly above the recommendations. The total
energy intake was the highest in the group aged 85–95 years,
although it did not differ significantly from that of the other
age groups. The higher total energy could be ascribed to a
higher intake of total carbohydrates among women and parti-
cipants aged 85–95 years.
The daily consumption and energy distribution (as E%)

were in general within recommendations, except from protein
and dietary fibres, which were below recommendations and
lowest among participants aged 85–95 years.
The average total intake of fruit and vegetables (551 ±

271⋅1 g/d) was barely within the current recommendations
for people above the age of 65 years with a daily energy
intake of 9 MJ, but higher than that reported in a national
investigation of dietary habits of the Danes from 2011 to
2013, where the age group 18–75 years had an average
total daily intake of 389 g fruit and vegetables(47).
Moreover, we found that women had a higher daily intake
of fruit, but a lower intake of vegetables, than men. The
total intake of fruit and vegetables did not differ between
gender. Fruit (comprising citric acids) can act as the gustatory
stimulus of salivary secretion, and the higher intake of fruit
among female participants may reflect a way to alleviate
symptoms of oral dryness. On the other hand, citric acids
may also cause burning and itching sensation in the oral
mucosa, especially in the case of hyposalivation. The
unadjusted linear regression analysis revealed that chewing-
stimulated, but not unstimulated whole saliva flow rates,
were directly associated with the daily intake of fruit and
vegetables, whereas xerostomia was inversely associated
with the daily intake of fruit and vegetables. However, after
adjusting for covariates including gender, age, wearing den-
tures/being edentulous in the maxilla or mandible or both,
smoking (current v. non-smoker/former smoker), alcohol
consumption, the number of diseases and the number of
medicines taken on a daily basis, older age, current smoking,
and wearing complete dentures/being partially or fully eden-
tulous were associated with the low intake of fruit and vege-
tables, whereas the associations with salivary flow rates and
xerostomia no longer were statistically significant.
In participants aged 75–84 years and particularly those

aged 85–95 years, the intakes of fruit and vegetables were
below recommendations. In Denmark, the Ministry of
Environment and Food recommends a daily intake of ≥600
g of fruit and vegetables for adults (and 550 g for people
aged above 65 years). It is well known that older people gen-
erally eat less than younger people primarily as a result of
reduced energy requirements due to decreased levels of phys-
ical activity and basal metabolism due to age-related loss of
muscle mass(48–50). The regulation of appetite may also be
altered in older people leading to ‘anorexia of ageing’(51–53).
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In addition, being edentulous and wearing dentures appear
to be stronger determinants of a lower intake of fruit and vege-
tables than xerostomia and salivary gland hypofunction. Thus,
participants wearing denture, particularly full dentures, had a
fruit and vegetable intake below recommendations. Ill-fitting
dentures, chewing difficulty and oral pain in relation to wearing
dentures are probable explanations. However, limitations of
the present study are that the function and symptoms related
to wearing dentures were not addressed. It has previously been
shown that wearing dentures are associated with a number of
oral mucosal problems(54).
It may be questioned if the actual fruit and vegetable intake

was overestimated, as it is well known that people tend to
overestimate their self-reported intake of healthy foods(55).
However, previous studies have found that older people are
less likely than younger (65 years v. <50 years) to underreport
their food intake. Also, it is possible that the health profile of
the present sample of older adults may be better than that of
the general older population. Indeed, the subjects who partici-
pated were all able to attend/travel to the dental clinic, and
they presumably present with better health and behaviours
than the non-responders(24), which can also be reflected in a
high intake of fruits and vegetables. Moreover, the participants
included in the present study have for decades taken part in
the CCHS and are presumably more aware of a healthy diet
including a high intake of fruit and vegetables, which may
impact the external validity of the study.
In conclusion, we found no associations between whole saliva

flow rates, hyposalivation and xerostomia and the daily intake of
fruit and vegetables in this sample of older Danish people.
However, smoking, being of older age and wearing denture or
being edentate in one or both jaws were associated with a
lower intake of fruit and vegetables, and intakes below recommen-
dations. Age, current smoking and wearing full denture explained
about 25, 25 and 29 % of the variance in the fruit and vegetable
intakes. Our findings underline the importance of maintaining a
functional natural dentition and providing dietary guidance in
older adults to prevent dietary changes, but also paying attention
to changes in dietary intake and nutritional status in older adults in
cases of salivary gland function impairment and compromised
oral health, as also suggested by previous research(16,17,56,57).

Acknowledgements

A special thank is addressed to the participants in the study.
DDS Tina Schow and DDS, PhD Dorte Smidt are acknowl-
edged for their assistance regarding diet history interviews, sal-
iva sampling and clinical examinations. We also thank MSc in
Statistics Claus Jensen for his biostatistical assistance.
The study was supported by the Danish Dental Association

Research Foundation (FUT/Calcin) and the Faculty of Health
and Medical Sciences, University of Copenhagen.
A. M. L. P., A. W. D. and B. L. H. formulated research

question; A. L. M. P. and A. W. D. designed the study;
A. L. M. P. and A. W. D. carried out the study;
A. M. L. P. analysed the data; A. M. L. P., A. W. D. and
B. L. H. interpreted the findings and wrote the article.
The authors declare that they have no conflicts of interest.

References

1. Haveman-Nies A, de Groot LC & van Staveren WA (2003) Dietary
quality, lifestyle factors and healthy ageing in Europe: the SENECA
study. Age Ageing 32, 427–434.

2. Everitt AV, Hilmer SN, Brand-Miller JC, et al. (2006) Dietary
approaches that delay age-related diseases. Clin Interv Aging 1, 11–31.

3. van de Rest O, Berendsen AA, Haveman-Nies A, et al. (2015)
Dietary patterns, cognitive decline, and dementia: a systematic
review. Adv Nutr 6, 154–168.

4. Lu S, Yu H, Han R, et al. (2016) Dietary patterns and the risk of
cardiovascular diseases in Jiangsu Province, China: a nested case-
control study. Lancet 388, S62.

5. Moreira NC, Krausch-Hofmann S, Matthys C, et al. (2016) Risk
factors for malnutrition in older adults: a systematic review of the
literature based on longitudinal data. Adv Nutr 7, 507–522.

6. Savoca MR, Arcury TA, Leng X, et al. (2010) Severe tooth loss in
older adults as a key indicator of compromised dietary quality. Public
Health Nutr 13, 466–474.

7. Laurin D, Brodeur JM, Bourdages J, et al. (1994) Fibre intake in eld-
erly individuals with poor masticatory performance. J Can Dent
Assoc 60, 443–446, 449.

8. Hildebrandt GH, Dominguez BL, Schork MA, et al. (1997)
Functional units, chewing, swallowing, and food avoidance
among the elderly. J Prosthet Dent 77, 588–595.

9. Quandt SA, Chen H, Bell RA, et al. (2010) Food avoidance and
food modification practices of older rural adults: association with
oral health status and implications for service provision.
Gerontologist 50, 100–111.

10. Pedersen AML, Sørensen CE, Proctor GB, et al. (2018) Salivary
functions in mastication, taste and textural perception, swallowing
and initial digestion. Oral Dis 8, 1399–1416.

11. Dawes C, Pedersen AML, Villa A, et al. (2015) The functions of sal-
iva. Arch Oral Biol 60, 863–874.

12. Orellana MF, Lagravère MO, Boychuk DG, et al. (2006) Prevalence
of xerostomia in population-based samples: a systematic review. J
Public Health Dent 66, 152–158.

13. Smidt D, Torpet LA, Nauntofte B, et al. (2010) Associations
between labial and whole salivary flow rates, systemic diseases
and medications in a sample of older people. Community Dent Oral
Epidemiol 38, 422–435.

14. Smidt D, Torpet LA, Nauntofte B, et al. (2010) Associations
between oral and ocular dryness, labial and whole salivary flow
rates, systemic diseases and medications in a sample of older peo-
ple. Community Dent Oral Epidemiol 39, 276–288.

15. Quandt SA, Savoca MR, Leng X, et al. (2011) Dry mouth and diet-
ary quality in older adults in North Carolina. J Am Geriatr Soc 59,
439–445.

16. Samnieng P, Ueno M, Shinada K, et al. (2012) Association of hypo-
salivation with oral function, nutrition and oral health in
community-dwelling elderly Thai. Community Dent Health 29, 117–
123.

17. Iwasaki M, Yoshihara A, Ito K, et al. (2016) Hyposalivation and
dietary nutrient intake among community-based older Japanese.
Geriatr Gerontol Int 16, 500–507.

18. Lee KA, Park JC & Park YK (2020) Nutrient intakes and medica-
tion use in elderly individuals with and without dry mouths. Nutr
Res Pract 14, 143–151.

19. Schnohr P, Jensen JS, Scharling H, et al. (2002) Coronary heart dis-
ease risk factors ranked by importance for the individual and com-
munity. A 21 year follow-up of 12 000 men and women from The
Copenhagen City Heart Study. Eur Heart J 23, 620–626.

20. Appleyard M (1989) The Copenhagen City Heart Study:
Østerbroundersøgelsen: a book of tables with the data from the
first examination (1976–1978) and a five-year follow-up (1981–
1983). Scand J Soc Med 41, 1–160.

21. Schnohr P, Jensen G, Lange P, et al. (2001) The Copenhagen City
Heart Study. Tables with data from the third examination 1991–
1994. Eur Heart J 3, 1–83.

8

journals.cambridge.org/jns
ht

tp
s:

//
do

i.o
rg

/1
0.

10
17

/jn
s.

20
21

.3
8 

Pu
bl

is
he

d 
on

lin
e 

by
 C

am
br

id
ge

 U
ni

ve
rs

ity
 P

re
ss

https://doi.org/10.1017/jns.2021.38


22. Danish Health Authority (2019) Alcohol recommendations.
https://www.sst.dk/da/viden/alkohol/alkoholforebyggelse/sund-
hedsstyrelsens-udmeldinger-om-alkohol (accessed January 2021) [in
Danish].

23. Fox PC, Busch KA & Baum BJ (1987) Subjective reports of xeros-
tomia and objective measures of salivary gland performance. J Am
Dent Assoc 115, 581–584.

24. Heegaard KM, Holm-Pedersen P, Bardow A, et al. (2011) The
Copenhagen Oral Health Senior Cohort: design, population and
dental health. Gerodontology 28, 165–176.

25. Saxholt E, Christensen AT, Hartkopp H, et al. (2009)
Fødevaredatabanken, Version 7.01. Søborg: Afdeling for Ernæring,
Fødevareinstituttet, Danmarks Tekniske Universitet [in Danish].

26. Nordic Nutrition Recommendations (2012) Integrating Nutrition and
Physical Activity, 5th ed. Nord 2014:002. Copenhagen, Denmark:
Nordic Council of Ministers. https://www.norden.org/en/theme/
former-themes/themes-2016/nordic-nutrition-recommendation/
nordic-nutrition-recommendations-2012.

27. Pedersen AM, Bardow A, Jensen SB, et al. (2002) Saliva and gastro-
intestinal functions of taste, mastication, swallowing and digestion.
Oral Dis 8, 117–129.

28. Thorselius I, Emilson CG & Österberg T (1988) Salivary condi-
tions and drug consumption in older age groups of elderly
Swedish individuals. Gerodontics 4, 66–70.

29. Sreebny LM, Valdini A & Yu A (1989) Xerostomia. Part II: rela-
tionship to nonoral symptoms, drugs, and diseases. Oral Surg Oral
Med Oral Pathol 68, 419–427.

30. Närhi TO, Meurman JH, Ainamo A, et al. (1992) Association
between salivary flow rate and the use of systemic medication
among 76, 81-, and 86-year-old inhabitants in Helsinki, Finland. J
Dent Res 71, 1875–1880.

31. Wu AJ & Ship JA (1993) A characterization of major salivary gland
flow rates in the presence of medications and systemic diseases.
Oral Surg Oral Med Oral Pathol 76, 301–306.

32. Thomson WM, Chalmers JM, Spencer AJ, et al. (1999) The occur-
rence of xerostomia and salivary gland hypofunction in a
population-based sample of older South Australians. Spec Care
Dentist 19, 20–23.

33. Fure S (2003) A ten-year cross-sectional and follow-up study of sal-
ivary flow rates and mutans streptococci and Lactobacillus counts in
elderly Swedish individuals. Oral Health Prev Dent 1, 185–194.

34. Navazesh M, Brightman VJ & Pogoda JM (1996) Relationship of
medical status, medications, and salivary flow rates in adults of dif-
ferent ages. Oral Surg Oral Med Oral Pathol Oral Radiol Endod 81,
172–176.

35. Shern RJ, Fox PC & Li SH (1993) Influence of age on the secretory
rates of the human minor salivary glands and whole saliva. Arch
Oral Biol 38, 755–761.

36. Affoo RH, Foley N, Garrick R, et al. (2015) Meta-analysis of saliv-
ary flow rates in young and older adults. J Am Geriatr Soc 63, 2142–
2151.

37. de Groot LC, Verheijden MW, de Henauw S, et al. (2004) Lifestyle,
nutritional status, health, and mortality in elderly people across

Europe: a review of the longitudinal results of the SENECA
study. Gerontol A Biol Sci Med Sci 59, 1277–1284.

38. Adler L, Modin C, Friskopp J, et al. (2008) Relationship between
smoking and periodontal probing pocket depth profile. Swed Dent
J 32, 157–163.

39. Engstrom K, Magnusson C & Galanti MR (2010)
Socio-demographic, lifestyle and health characteristics among snus
users and dual tobacco users in Stockholm County, Sweden.
BMC Public Health 10, 619.

40. Axelsson P, Paulander J & Lindhe J (1998) Relationship between
smoking and dental status in 35-, 50-, 65-, and 75-year-old indivi-
duals. J Clin Periodontol 25, 297–305.

41. Krall EA, Dietrich T, Nunn ME, et al. (2006) Risk of tooth loss
after cigarette smoking cessation. Prev Chronic Dis 3, A115.

42. Morse DE, Avlund K, Christensen LB, et al. (2014) Smoking and
drinking as risk indicators for tooth loss in middle-aged Danes. J
Aging Health 26, 54–71.

43. Johansson I, Tidehag P, Lundberg V, et al. (1994) Dental status, diet
and cardiovascular risk factors in middle-aged people in northern
Sweden. Community Dent Oral Epidemiol 22, 431–436.

44. Joshipura K, Willett W & Douglass CW (1996) The impact of eden-
tulousness on food and nutrient intake. J Am Dent Assoc 127, 459–
467.

45. Groth MV & Fagt S (2003) Dietary Habits of Denmark. Dietary Habits,
Attitudes, Social Differences and Associations to Lifestyle. Søborg,
Denmark: Schultz Bogtryk [in Danish].

46. Laaksonen M, Prattala R & Karisto A (2001) Patterns of unhealthy
behaviour in Finland. Eur J Public Health 11, 294–300.

47. Pedersen AN, Christensen T, Matthiessen J, et al. (2015) Danskernes
Kostvaner 2011–2013. Hovedresultater. Søborg, Denmark: Rosendahls-
Schultz Grafisk [in Danish].

48. Poehlman ET & Horton ES (1990) Regulation of energy expend-
iture in aging humans. Annu Rev Nutr 10, 255–275.

49. Keys A, Taylor HL & Grande F (1973) Basal metabolism and age
of adult man. Metabolism 22, 579–587.

50. Tzankoff SP & Norris AH (1978) Longitudinal changes in basal
metabolism in man. J Appl Physiol Respir Environ Exerc Physiol 45,
536–539.

51. Young VR (1992) Energy requirements in the elderly. Nutr Rev 50,
95–101.

52. Steen B (1988) Body composition and aging. Nutr Rev 46, 45–51.
53. Morley JE (1997) Anorexia of aging: physiologic and pathologic.

Am J Clin Nutr 66, 760–773.
54. Lynge Pedersen AM, Nauntofte B, Smidt D, et al. (2015) Oral

mucosal lesions in older people: relation to salivary secretion, sys-
temic diseases and medications. Oral Dis 6, 721–729.

55. Macdiarmid J & Blundell J (1998) Assessing dietary intake: who,
what and why of underreporting. Nutr Res Rev 11, 231–253.

56. Kossioni A (2018) The association of poor oral health parameters
with malnutrition in older adults: a review considering the potential
implications for cognitive impairment. Nutrients 10, 1709.

57. Dusek M, Simmons J, Buschang PH, et al. (1996) Masticatory func-
tion in patients with xerostomia. Gerodontology 13, 3–8.

9

journals.cambridge.org/jns
ht

tp
s:

//
do

i.o
rg

/1
0.

10
17

/jn
s.

20
21

.3
8 

Pu
bl

is
he

d 
on

lin
e 

by
 C

am
br

id
ge

 U
ni

ve
rs

ity
 P

re
ss

https://www.sst.dk/da/viden/alkohol/alkoholforebyggelse/sundhedsstyrelsens-udmeldinger-om-alkohol
https://www.sst.dk/da/viden/alkohol/alkoholforebyggelse/sundhedsstyrelsens-udmeldinger-om-alkohol
https://www.sst.dk/da/viden/alkohol/alkoholforebyggelse/sundhedsstyrelsens-udmeldinger-om-alkohol
https://www.norden.org/en/theme/former-themes/themes-2016/nordic-nutrition-recommendation/nordic-nutrition-recommendations-2012
https://www.norden.org/en/theme/former-themes/themes-2016/nordic-nutrition-recommendation/nordic-nutrition-recommendations-2012
https://www.norden.org/en/theme/former-themes/themes-2016/nordic-nutrition-recommendation/nordic-nutrition-recommendations-2012
https://www.norden.org/en/theme/former-themes/themes-2016/nordic-nutrition-recommendation/nordic-nutrition-recommendations-2012
https://doi.org/10.1017/jns.2021.38

	Older age, smoking, tooth loss and denture-wearing but neither xerostomia nor salivary gland hypofunction are associated with low intakes of fruit and vegetables in older Danish adults
	Introduction
	Methods
	Study design and study participants
	Interview and medical history
	Dietary assessment
	Measurements of whole saliva flow rates and clinical oral examination
	Statistical analysis

	Results
	Characteristics of the study participants
	Whole saliva flow rates, xerostomia and hyposalivation
	Dietary intake

	Discussion
	Acknowledgements
	References



<<
  /ASCII85EncodePages false
  /AllowTransparency false
  /AutoPositionEPSFiles false
  /AutoRotatePages /None
  /Binding /Left
  /CalGrayProfile (Dot Gain 20%)
  /CalRGBProfile (sRGB IEC61966-2.1)
  /CalCMYKProfile (U.S. Web Coated \050SWOP\051 v2)
  /sRGBProfile (sRGB IEC61966-2.1)
  /CannotEmbedFontPolicy /Error
  /CompatibilityLevel 1.3
  /CompressObjects /Tags
  /CompressPages true
  /ConvertImagesToIndexed true
  /PassThroughJPEGImages true
  /CreateJobTicket false
  /DefaultRenderingIntent /Default
  /DetectBlends true
  /DetectCurves 0.1000
  /ColorConversionStrategy /LeaveColorUnchanged
  /DoThumbnails false
  /EmbedAllFonts true
  /EmbedOpenType false
  /ParseICCProfilesInComments true
  /EmbedJobOptions true
  /DSCReportingLevel 0
  /EmitDSCWarnings false
  /EndPage -1
  /ImageMemory 1048576
  /LockDistillerParams true
  /MaxSubsetPct 100
  /Optimize false
  /OPM 1
  /ParseDSCComments true
  /ParseDSCCommentsForDocInfo true
  /PreserveCopyPage false
  /PreserveDICMYKValues true
  /PreserveEPSInfo false
  /PreserveFlatness true
  /PreserveHalftoneInfo false
  /PreserveOPIComments false
  /PreserveOverprintSettings true
  /StartPage 1
  /SubsetFonts true
  /TransferFunctionInfo /Remove
  /UCRandBGInfo /Remove
  /UsePrologue false
  /ColorSettingsFile ()
  /AlwaysEmbed [ true
  ]
  /NeverEmbed [ true
  ]
  /AntiAliasColorImages false
  /CropColorImages true
  /ColorImageMinResolution 150
  /ColorImageMinResolutionPolicy /OK
  /DownsampleColorImages true
  /ColorImageDownsampleType /Bicubic
  /ColorImageResolution 300
  /ColorImageDepth -1
  /ColorImageMinDownsampleDepth 1
  /ColorImageDownsampleThreshold 1.50000
  /EncodeColorImages true
  /ColorImageFilter /DCTEncode
  /AutoFilterColorImages true
  /ColorImageAutoFilterStrategy /JPEG
  /ColorACSImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /ColorImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /JPEG2000ColorACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000ColorImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasGrayImages false
  /CropGrayImages true
  /GrayImageMinResolution 150
  /GrayImageMinResolutionPolicy /OK
  /DownsampleGrayImages true
  /GrayImageDownsampleType /Bicubic
  /GrayImageResolution 300
  /GrayImageDepth -1
  /GrayImageMinDownsampleDepth 2
  /GrayImageDownsampleThreshold 1.50000
  /EncodeGrayImages true
  /GrayImageFilter /DCTEncode
  /AutoFilterGrayImages true
  /GrayImageAutoFilterStrategy /JPEG
  /GrayACSImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /GrayImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /JPEG2000GrayACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000GrayImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasMonoImages false
  /CropMonoImages true
  /MonoImageMinResolution 400
  /MonoImageMinResolutionPolicy /OK
  /DownsampleMonoImages true
  /MonoImageDownsampleType /Bicubic
  /MonoImageResolution 1200
  /MonoImageDepth -1
  /MonoImageDownsampleThreshold 1.50000
  /EncodeMonoImages true
  /MonoImageFilter /CCITTFaxEncode
  /MonoImageDict <<
    /K -1
  >>
  /AllowPSXObjects false
  /CheckCompliance [
    /None
  ]
  /PDFX1aCheck false
  /PDFX3Check false
  /PDFXCompliantPDFOnly false
  /PDFXNoTrimBoxError true
  /PDFXTrimBoxToMediaBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXSetBleedBoxToMediaBox true
  /PDFXBleedBoxToTrimBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXOutputIntentProfile (None)
  /PDFXOutputConditionIdentifier ()
  /PDFXOutputCondition ()
  /PDFXRegistryName ()
  /PDFXTrapped /False

  /CreateJDFFile false
  /Description <<
    /CHS <FEFF4f7f75288fd94e9b8bbe5b9a521b5efa7684002000410064006f006200650020005000440046002065876863900275284e8e9ad88d2891cf76845370524d53705237300260a853ef4ee54f7f75280020004100630072006f0062006100740020548c002000410064006f00620065002000520065006100640065007200200035002e003000204ee553ca66f49ad87248672c676562535f00521b5efa768400200050004400460020658768633002>
    /CHT <FEFF4f7f752890194e9b8a2d7f6e5efa7acb7684002000410064006f006200650020005000440046002065874ef69069752865bc9ad854c18cea76845370524d5370523786557406300260a853ef4ee54f7f75280020004100630072006f0062006100740020548c002000410064006f00620065002000520065006100640065007200200035002e003000204ee553ca66f49ad87248672c4f86958b555f5df25efa7acb76840020005000440046002065874ef63002>
    /DAN <>
    /DEU <>
    /ESP <>
    /FRA <>
    /ITA <>
    /JPN <FEFF9ad854c18cea306a30d730ea30d730ec30b951fa529b7528002000410064006f0062006500200050004400460020658766f8306e4f5c6210306b4f7f75283057307e305930023053306e8a2d5b9a30674f5c62103055308c305f0020005000440046002030d530a130a430eb306f3001004100630072006f0062006100740020304a30883073002000410064006f00620065002000520065006100640065007200200035002e003000204ee5964d3067958b304f30533068304c3067304d307e305930023053306e8a2d5b9a306b306f30d530a930f330c8306e57cb30818fbc307f304c5fc59808306730593002>
    /KOR <FEFFc7740020c124c815c7440020c0acc6a9d558c5ec0020ace0d488c9c80020c2dcd5d80020c778c1c4c5d00020ac00c7a50020c801d569d55c002000410064006f0062006500200050004400460020bb38c11cb97c0020c791c131d569b2c8b2e4002e0020c774b807ac8c0020c791c131b41c00200050004400460020bb38c11cb2940020004100630072006f0062006100740020bc0f002000410064006f00620065002000520065006100640065007200200035002e00300020c774c0c1c5d0c11c0020c5f40020c2180020c788c2b5b2c8b2e4002e>
    /NLD (Gebruik deze instellingen om Adobe PDF-documenten te maken die zijn geoptimaliseerd voor prepress-afdrukken van hoge kwaliteit. De gemaakte PDF-documenten kunnen worden geopend met Acrobat en Adobe Reader 5.0 en hoger.)
    /NOR <>
    /PTB <>
    /SUO <>
    /SVE <>
    /ENU (Use these settings to create Adobe PDF documents best suited for high-quality prepress printing.  Created PDF documents can be opened with Acrobat and Adobe Reader 5.0 and later.)
  >>
  /Namespace [
    (Adobe)
    (Common)
    (1.0)
  ]
  /OtherNamespaces [
    <<
      /AsReaderSpreads false
      /CropImagesToFrames true
      /ErrorControl /WarnAndContinue
      /FlattenerIgnoreSpreadOverrides false
      /IncludeGuidesGrids false
      /IncludeNonPrinting false
      /IncludeSlug false
      /Namespace [
        (Adobe)
        (InDesign)
        (4.0)
      ]
      /OmitPlacedBitmaps false
      /OmitPlacedEPS false
      /OmitPlacedPDF false
      /SimulateOverprint /Legacy
    >>
    <<
      /AddBleedMarks false
      /AddColorBars false
      /AddCropMarks false
      /AddPageInfo false
      /AddRegMarks false
      /ConvertColors /ConvertToCMYK
      /DestinationProfileName ()
      /DestinationProfileSelector /DocumentCMYK
      /Downsample16BitImages true
      /FlattenerPreset <<
        /PresetSelector /MediumResolution
      >>
      /FormElements false
      /GenerateStructure false
      /IncludeBookmarks false
      /IncludeHyperlinks false
      /IncludeInteractive false
      /IncludeLayers false
      /IncludeProfiles false
      /MultimediaHandling /UseObjectSettings
      /Namespace [
        (Adobe)
        (CreativeSuite)
        (2.0)
      ]
      /PDFXOutputIntentProfileSelector /DocumentCMYK
      /PreserveEditing true
      /UntaggedCMYKHandling /LeaveUntagged
      /UntaggedRGBHandling /UseDocumentProfile
      /UseDocumentBleed false
    >>
  ]
>> setdistillerparams
<<
  /HWResolution [2400 2400]
  /PageSize [612.000 792.000]
>> setpagedevice


