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Abstract: The relationship between food and the pathophysiological mechanisms of gastroesophageal
reflux disease (GERD) is unclear. There are few data on the impact of dietary habits on GERD
symptoms and on the incidence of GERD in subjects undergoing plant-based diets. In this study,
we investigated the association between diet and GERD, using data collected through an online
survey of the Italian general population. In total, 1077 subjects participated in the study. GERD was
defined according to the Montreal Consensus. For all subjects age, gender, body mass index (BMI),
marital status, education, occupation, alcohol consumption, and smoking habits were recorded. All
participants also completed the SF-36 questionnaire on Quality of Life. A total of 402 subjects (37.3%)
were vegans and 675 (62.7%) non-vegans. The prevalence of GERD in the total population was 9%.
Subjects with GERD-related symptoms recorded a worse quality of life according to SF-36 analysis
(p < 0.05 for all dimensions). In multivariate analysis, after adjusting for confounders, participants
undergoing a vegan diet had a significantly lower risk of GERD (OR = 0.47, 95% CI 0.28–0.81,
p = 0.006). These findings should be taken into account to inform the lifestyle management of GERD.

Keywords: gastroesophageal reflux disease; GERD; plant-based diet; plant-only diet; vegan diet;
heartburn; regurgitation; non-cardiac chest pain; lifestyle habits; Quality of Life; QoL; SF-36

1. Introduction

Gastroesophageal reflux disease (GERD) occurs when the passage of gastric contents
back into the esophagus causes either mucosal damage or symptoms [1]. When GERD is
defined as heartburn and/or acid regurgitation occurring at least weekly, its prevalence
is less than 5% in Asia, and ranges from 10% to 20% in Western countries [2–4]. There is
evidence that the prevalence of GERD has increased over the past two decades [4–6].

The main pathological mechanism is the passage of gastric contents into the esophagus
and the dysfunction of the esophageal anti-reflux barrier. The former is primarily brought
about by delayed stomach emptying and the creation of gastric acid pockets. The latter
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is mostly brought on by the lower esophageal sphincter’s (LES) malfunction. Among
other things, there is an increase in the frequency of transient lower esophageal sphincter
relaxation (TLESR) and a reduction in esophageal clearing mechanisms [7,8].

However, the reason for the increase in GERD and its complications is not yet clear. It
is likely that the general change in dietary habits plays an important role: diets in Western
countries are now mainly characterized by the consumption of sugars, fats, and animal
foods instead of plant foods [9]. Many studies have indicated a relationship between
the increasing prevalence of obesity and GERD [10,11]. Accordingly, it has been shown
that a diet planned to induce weight loss decreases symptoms and PPI consumption in
overweight/obese GERD subjects [10]. Few studies have investigated the role of different
dietary patterns in the development of reflux symptoms, often leading to conflicting
results [12,13]. The American College of Gastroenterology recommends that subjects with
GERD reduce their intake of total fat, chocolate, alcohol, citrus fruits, tomato products,
coffee, tea, and large meals, and make lifestyle changes, including quitting smoking and
loosing body weight. It has been suggested that there is a potential difference in dietary
style among patients with erosive and non-erosive GERD [14]. More recently, a potential
role of functional foods seems playing some role in GERD management [15]. However,
due to the paucity of evidence, routine global elimination of foods that may trigger reflux
is not recommended for the treatment of all subjects with GERD [16–18]. To date, there
are few data on the role of different dietary patterns on GERD symptoms, which affect the
quality of daily life, interfering with physical activity, social life, sleep, and productivity at
work [19–21]. According to previous guidelines, a negative impact on quality of life is a
criterion for the diagnosis of GERD in subjects with frequent heartburn [22,23].

In this study, we investigated the association between a plant-only (vegan) diet and
GERD-related symptoms after adjusting for socio-demographic characteristics, life habits,
and health-related quality of life by using data collected through an online survey.

2. Materials and Methods
2.1. Data Collection

The INVITA study (INVestigation on ITAlians’ habits and health) uses an online
survey launched on 26 July 2022, with the aim of cross-sectionally collecting data on the
lifestyle, health status, and diet of the Italian general population. Participants were vol-
untarily recruited online by advertising the access link of the study through social media
and newsletters. The exclusion criteria were age < 18 years, pregnancy or breastfeed-
ing, and plant-based dietary restrictions (macrobiotic, fruit-based, raw-food, hygienist
diets). The survey ensured anonymity and informed consent was obtained from all the
participants. The online questionnaire was hosted by the Scientific Society for Vegetarian
Nutrition (an Italian non-profit organization) in a dedicated application on the domain
www.studioinvita.it (accessed on 26 July 2022) and could be accessed from computers,
tablets, and smartphones. The data collected were downloaded and managed by data man-
agement personnel who had no possibility to identify study participants. This study was
approved by the Bioethics Committee of the University of Pisa, Italy (Prot. N. 0116339/2021,
approval date 29 September 2021).

2.2. Assessments

The dietary pattern (‘vegan’ or ‘non-vegan’) classification was established by cate-
gorizing participants who consumed at least one food item among meat, fish, poultry,
dairy, or eggs as ‘non-vegan,’ and those who did not consume any food among meat, fish,
poultry, dairy, or eggs as ‘vegan.’ GERD was diagnosed according to the Montreal consen-
sus [23] by evaluating the presence of chest pain, regurgitation, and heartburn. Subjects
were diagnosed as either having (GERD+) or not having (GERD−). To be considered as
GERD-related, symptoms were required to have occurred two or more times per week
over the previous 30 days. An ad hoc question about medications was used to classify
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those subjects who were controlling GERD symptoms with antiacids, histamine-2 blockers
and/or proton pump inhibitors as GERD+.

The health-related quality of life was assessed by the self-reported Medical Outcomes
Study 36-item Short Form Survey (SF-36; Italian version) [24]. The scale comprises 36 items.
Item 1 asks participants to judge their health condition in general as excellent, very good,
good, fair, or poor. Item 2 asks to rate their health in general compared to one year
ago (from 1 ‘Much better now than one year ago’ to 5 ‘Much worse now than one year
ago’). Items 3–12 describe how their health status could limit a series of activities usually
performed during a typical day (vigorous activities such as running, lifting heavy objects
etc.; moderate activities such as moving a table, pushing a vacuum cleaner, etc.; lifting or
carrying groceries; climbing several flights of stairs; climbing one flight of stairs; bending,
kneeling, or stooping; walking more than a mile; walking several blocks; walking one
block; bathing or dressing yourself). Items 13–16 list (with an option of ‘Yes’ or ‘No’) some
problems with work or other daily activities as a result of physical health in the past 4 weeks
(cut down the amount of time spent on work or other activities; accomplished less than a
subject would like; limited in the kind of work or other activities; difficulty performing the
work or other activities). Items 17–19 ask (with an option of ‘Yes’ or ‘No’) about problems
with work or other regular activities as a result of emotional problems in the past 4 weeks
(cut down the amount of time spent on work or other activities; accomplished less than
a subject would like; did not work or do other activities as carefully as usual). Item 20
‘During the past 4 weeks, to what extent has your physical health or emotional problems
interfered with your normal social activities with family, friends, neighbors, or groups?’
was scored from 1 ‘Not at all’ to 5 ‘Extremely’. Item 21 explores how much bodily pain
was experienced during the past 4 weeks (from 1 ‘None’ to 6 ‘Very severe’), while item 22
asks how much pain interfered with the normal work (from 1 ‘Not at all’ to 5 ‘Extremely).
Items 23–31 assess how participants felt during the past 4 weeks (very nervous, down in
the dumps, calm and peaceful, with a lot of energy, etc.) by scoring from 1 ‘All of the time’
to 6 ‘None of the time’. Item 32 ‘During the past 4 weeks, how much of the time has your
physical health or emotional problems interfered with your social activities?’ was scored
from 1 ‘All of the time’ to 5 ‘None of the time’. Finally, items 33–36 ask participants to judge
as true or false statements about their health (to become sick a little easier than other people;
healthy as anybody I know; to expect health becoming worse; to have excellent health).
All items were recorded so that a high score defined a more favorable health status. In
addition, each item was scored on a range from 0 to 100 to represent the percentage of total
possible score achieved. After that, items were averaged together to create 8 dimensions:
general health (5 items), physical functioning (10 items), role limitations due to emotional
problems (3 items), bodily pain (2 items), emotional well-being (5 items), role limitations
due to physical health (4 items), energy/fatigue (4 items), and social functioning (2 items).

Moreover, ad hoc forms were used to collect sociodemographic characteristics and
lifestyle habits: gender, age, marital status, education level, occupation, self-reported height
and weight (BMI was computed by dividing weight in kilograms by height in meters
squared), smoking history (yes/no), and alcohol consumption per month (1 alcohol unit,
AU = 12 gr of pure alcohol, which corresponds to an average 330 cc of beer or 125 cc of
wine or 80 cc of vermouth or 40 cc of liquor. ‘At risk’ consumption was defined as >60 AUs
for males and >30 AUs for females [25,26]).

2.3. Statistical Analyses

Categorical variables were described as absolute numbers and percentages; continu-
ous variables were summarized as means and standard deviations (SDs). Comparisons
between groups were performed by Fisher’s exact test (4 cells) or Chi-square test (more than
4 cells) in the case of categorical variables, and by t test in the case of continuous variables.
Subsequently, univariate logistic regression models with GERD+ as the dependent variable
and each characteristic (dietary pattern and a set of possible confounding factors such as
gender, age, marital status, education, occupation, BMI, alcohol consumption, smoking,
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and the 8 quality of life dimensions) as the independent variable were estimated to cal-
culate unadjusted ORs. The characteristics that were found to be associated (at p < 0.05)
with GERD+ entered the multivariate logistic regression model, returning adjusted ORs.
All tests were two-tailed, with a significance level of 0.05. Analyses were performed by
Stata 17 for Windows.

3. Results

At the time data were extracted (16 May 2023), 4352 subjects completed socio-demographics
and life habits questionnaires. Of these, 1077 (24.7%) completed both the GERD survey and the
SF-36 assessment and were included in the study (Figure 1).

Nutrients 2023, 15, x FOR PEER REVIEW  4  of  13 
 

 

Categorical  variables  were  described  as  absolute  numbers  and  percentages; 

continuous  variables  were  summarized  as  means  and  standard  deviations  (SDs). 

Comparisons between groups were performed by Fisher’s exact test (4 cells) or Chi‐square 

test  (more  than 4 cells)  in  the case of categorical variables, and by  t  test  in  the case of 

continuous variables. Subsequently, univariate logistic regression models with GERD+ as 

the  dependent  variable  and  each  characteristic  (dietary  pattern  and  a  set  of  possible 

confounding  factors  such  as  gender,  age, marital  status,  education,  occupation,  BMI, 

alcohol consumption, smoking, and the 8 quality of life dimensions) as the independent 

variable were estimated to calculate unadjusted ORs. The characteristics that were found 

to be  associated  (at  p  <  0.05) with GERD+  entered  the multivariate  logistic  regression 

model, returning adjusted ORs. All tests were two‐tailed, with a significance level of 0.05. 

Analyses were performed by Stata 17 for Windows. 

3. Results 

At  the  time  data were  extracted  (16 May  2023),  4352  subjects  completed  socio‐

demographics and life habits questionnaires. Of these, 1077 (24.7%) completed both the 

GERD survey and the SF‐36 assessment and were included in the study (Figure 1). 

 

Figure 1. Flowchart of participants throughout the study. 

A percentage of about 9% were found to have GERD symptoms and were categorized 

as  GERD+.  The  number  of  participants  in  the  sample  giving  information  about 

medications  were  929.  In  this  sub‐sample,  the  number  of  subjects  taking  antiacids, 

histamine 2 blockers, and/or proton pump inhibitors (PPI) were 16. Furthermore, 93% of 

participants were female, the mean age of the overall population was 37 ± 12 years, more 

than 60% were married, about 65% had a high education level (a degree or a post‐degree), 

and more than 70% were employed. The mean BMI was 22.2 (SD 3.8) (Table 1, part a). By 

considering life habits (Table 1, part b), 4.9% declared a monthly alcohol consumption at 

risk,  9%  were  smokers,  and  37.3%  were  vegans.  By  comparing  socio‐demographic 

Figure 1. Flowchart of participants throughout the study.

A percentage of about 9% were found to have GERD symptoms and were categorized
as GERD+. The number of participants in the sample giving information about medications
were 929. In this sub-sample, the number of subjects taking antiacids, histamine 2 blockers,
and/or proton pump inhibitors (PPI) were 16. Furthermore, 93% of participants were
female, the mean age of the overall population was 37 ± 12 years, more than 60% were
married, about 65% had a high education level (a degree or a post-degree), and more than
70% were employed. The mean BMI was 22.2 (SD 3.8) (Table 1, part a). By considering
life habits (Table 1, part b), 4.9% declared a monthly alcohol consumption at risk, 9% were
smokers, and 37.3% were vegans. By comparing socio-demographic characteristics and
life habits between the study sample (n = 1077) and the subjects who did not complete
the GERD survey or the SF-36 (n = 3275), age (37.1, SD 12.0 vs. 35.2, SD 11.8; p < 0.001
t test), vegan dietary pattern (37.3% vs. 31.7%; p < 0.001 Fisher’s test), and monthly alcohol
consumption (no consumption 21.4% vs. 1.1%, low/moderate 73.7% vs. 90.8%, at risk
4.9% vs. 8.2%; p < 0.001 Chi-square test) were the only variables reaching a statistical sig-
nificance. By considering the health-related quality of life (Table 1, part c), the mean scores
for the eight dimensions ranged from 53.8 (SD 18.4) for Energy/fatigue to 94.6 (SD 9.9) for
Physical functioning.
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Table 1. Socio-demographic characteristics of (a) life habits, (b) health-related quality of life (SF-36),
and (c) of the overall sample, and of GERD+ and GERD− participants (n = 1077).

a. Socio-Demographic
Characteristics

Overall Sample
n = 1077

GERD−
n = 982 (91.2%)

GERD+
n = 95 (8.8%) p-Value

Gender, n (%)
0.672
Fisher

Male 75 (7.0%) 70 (7.1%) 5 (5.3%)
Female 1002 (93.0%) 912 (92.9%) 90 (94.7%)

Age, mean (SD) 37.1 (12.0) 37.0 (11.9) 37.7 (12.9) 0.583
t test

BMI, mean (SD) 22.2 (3.8) 22.0 (3.5) 24.1 (5.4) <0.001
t test

Marital status, n (%)
0.508
Fisher

Married 664 (61.7%) 602 (61.3%) 62 (65.3%)
Not married 413 (38.3%) 380 (38.7%) 33 (34.7%)

Education, n (%)
0.027
Fisher

Professional
qualification/Diploma

362 (33.6%) 321 (32.7%) 41 (43.2%)

Degree/Post-degree 715 (66.4%) 661 (67.3%) 54 (56.8%)

Occupation, n (%)
0.097
Fisher

Employed 765 (71.0%) 705 (71.8%) 60 (63.2%)
Not employed 312 (29.0%) 277 (28.2%) 35 (36.8%)

b. Life habits Overall Sample
n = 1077

GERD−
n = 982 (91.2%)

GERD+
n = 95 (8.8%) p-value

Dietary pattern, n (%)
0.005
Fisher

Vegan 402 (37.3%) 379 (38.6%) 23 (24.2%)
Non-vegan 675 (62.7%) 603 (61.4%) 72 (75.8%)

Monthly alcohol consumption,
n (%) 32 missing 30 missing 2 missing

0.864
Chi-squareNo consumption 224 (21.4%) 206 (21.6%) 18 (19.4%)

Low/Moderate 1 770 (73.7%) 700 (73.5%) 70 (75.3%)
At risk 2 51 (4.9%) 46 (4.8%) 5 (5.4%)

Currently smoking, n (%) 5 missing 4 missing 1 missing
0.022
Fisher

No 975 (91.0%) 896 (91.6%) 79 (84.0%)
Yes 97 (9.0%) 82 (8.4%) 15 (16.0%)

c. Health-related quality of life
(SF-36), mean (SD)

Overall Sample
n = 1077

GERD−
n = 982 (91.2%)

GERD+
n = 95 (8.8%)

p-value
t test

General health 68.4 (17.2) 69.7 (16.0) 54.3 (22.5) <0.001

Physical functioning 94.6 (9.9) 95.2 (8.7) 88.3 (17.4) <0.001

Role limitations due to
emotional problems 58.9 (40.9) 60.0 (40.7) 48.2 (41.5) 0.007

Bodily pain 82.7 (20.3) 84.0 (19.4) 68.4 (23.4) <0.001

Emotional well-being 65.8 (17.1) 66.6 (16.7) 57.9 (18.7) <0.001

Role limitations due to
physical health 84.6 (28.8) 86.0 (27.2) 70.0 (39.4) <0.001

Energy/fatigue 53.8 (18.4) 54.8 (17.9) 43.9 (20.8) <0.001

Social functioning 74.3 (22.7) 75.4 (22.0) 63.0 (25.8) <0.001
1 ≤60 alcohol units for males; ≤30 alcohol units for females [26]. 2 >60 alcohol units for males; >30 alcohol units
for females [26].

GERD+ subjects had a higher BMI (24.1, SD 5.4 vs. 22.0, SD 3.5; p < 0.001 t test), a
lower education level (degree/post-degree 56.8% vs. 67.3%; p = 0.027 Fisher’s test), a lower
percentage of vegan dietary pattern (24.2% vs. 38.6%; p = 0.005 Fisher’s test), and a higher
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percentage of smoking habit (16.0% vs. 8.4%; p = 0.022 Fisher’s test). All the health-related
quality of life dimensions showed that the GERD+ group had mean scores lower than the
GERD− group.

The unadjusted ORs estimated by univariate logistic regression models confirmed the
association between GERD+ and BMI, education, dietary pattern, current smoking, and all
the health-related quality of life dimensions (p < 0.05 for all) (Table 2).

Table 2. Univariate logistic models for GERD+ participants: unadjusted ORs (n = 1077).

Independent Variable OR (Unadjusted) 95% CI p-Value

Gender
Male Ref. - -

Female 1.38 0.54–3.51 0.497

Age 1.01 0.99–1.02 0.345

BMI 1.12 1.07–1.17 <0.001

Marital status
Married Ref. - -

Not married 0.84 0.54–1.31 0.449

Education
Professional qualification/Diploma Ref. - -

Degree/Post-degree 0.64 0.42–0.98 0.040

Occupation
Employed Ref. - -

Not employed 1.48 0.96–2.30 0.078

Dietary pattern
Non-vegan Ref. - -

Vegan 0.51 0.31–0.83 0.006

Monthly alcohol consumption
No consumption Ref. - -
Low/Moderate 1 1.14 0.67–1.96 0.625

At risk 2 1.24 0.44–3.52 0.681

Currently smoking
No Ref. - -
Yes 2.07 1.14–3.77 0.016

General health 0.96 0.95–0.97 <0.001

Physical functioning 0.98 0.98–0.99 <0.001

Role limitations due to emotional problems 0.99 0.98–0.99 0.008

Bodily pain 0.97 0.96–0.98 <0.001

Emotional well-being 0.97 0.96–0.98 <0.001

Role limitations due to physical health 0.96 0.94–0.97 <0.001

Energy/fatigue 0.97 0.96–0.98 <0.001

Social functioning 0.98 0.97–0.99 <0.001
1 ≤60 alcohol units for males; ≤30 alcohol units for females [26]. 2 >60 alcohol units for males; >30 alcohol units
for females [26].

These characteristics entered the multivariate logistic regression model ultimately
providing adjusted ORs (adj-ORs) (Table 3). A higher BMI (adj-OR = 1.07, p = 0.007),
smoking (adj-OR = 1.97, p = 0.039), a worse General health (adj-OR = 0.97, p = 0.001), and
a worse Bodily pain (adj-OR = 0.98, p = 0.005) were significantly associated with GERD+
condition, while a vegan dietary pattern was inversely associated with GERD+ status
(adj-OR = 0.47, p = 0.006).



Nutrients 2023, 15, 4725 7 of 13

Table 3. Multivariate logistic model for GERD+ participants: adjusted ORs (only independent
variables significantly associated at p < 0.05 in univariate logistic regression models entered the
multivariate logistic regression model).

Independent Variable OR (Adjusted) 95% CI p-Value

BMI 1.07 1.02–1.13 0.007

Education
Professional qualification/Diploma Ref. - -

Degree/Post-degree 0.74 0.46–1.19 0.219

Dietary pattern
Non-vegan Ref. - -

Vegan 0.47 0.28–0.81 0.006

Currently smoking
No Ref. - -
Yes 1.97 1.03–3.74 0.039

General health 0.97 0.96–0.99 0.001

Physical functioning 1.00 0.99–1.01 0.721

Role limitations due to emotional problems 1.00 0.99–1.01 0.317

Bodily pain 0.98 0.97–0.99 0.005

Emotional well-being 0.99 0.97–1.01 0.544

Role limitations due to physical health 1.00 0.98–1.02 0.921

Energy/fatigue 0.99 0.97–1.01 0.547

Social functioning 1.00 0.98–1.01 0.583

Number of observations 1077

LR test, p-value Chi2(12) = 94.45, p < 0.001

Hosmer—Lemeshow goodness-of-fit (10 groups)

Chi2(df), p-value Chi2(8) = 7.55, p = 0.479

Pearson goodness-of-fit
Number of covariate patterns 1072

Chi2(df), p-value Chi2(1059) = 1060.64, p = 0.480

Area under ROC curve 0.78

4. Discussion

GERD is a very common disease, affecting about 1 billion people worldwide with
some degree of variability according to the geographical location. In Europe, the prevalence
of GERD is about 14.12% [3,27]. Typically reported risk factors are represented by sex, age,
BMI, use of non-steroidal anti-inflammatory drugs, and smoking [3,27,28]. Additionally,
diet is a potential risk factor for GERD symptoms; however, there is currently limited re-
search on the impact of dietary choices on reflux symptoms [16,29]. The clinical diagnosis of
GERD is based on the frequency of troublesome symptoms such as heartburn, regurgitation,
and chest pain [23,30]. The recently updated version of the Lyon Consensus 2.0 suggests
that only patients with typical symptoms (without clinical red signs) should be approached
with a short empiric trial of proton pump inhibitors (PPIs) because the likelihood of GERD
is quite high compared to atypical or extraesophageal presentations [31].

Our results showed a very strong association between some dietary choices and
GERD: a plant-only (vegan) diet was inversely associated with the GERD+ condition (about
halving the risk, compared to any other animal-based dietary patterns (OR = 0.47, 95% CI
0.28–0.81, p = 0.006)).
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Moreover, we confirmed other established GERD risk factors, including smoking
cigarettes (OR 1.97) and increased BMI (OR 1.07). In addition, the Quality-of-Life (SF-36)
perception resulted lower in GERD+ subjects.

The American College of Gastroenterology guidelines [17] suggest, in the statement
regarding lifestyle modifications for GERD treatment, avoiding trigger foods (indicated
individually), reducing body weight for overweight and obese subjects, avoiding tobacco
smoking, and head of bed elevation for subjects with nighttime symptoms. Despite the low
level of evidence, the American College of Gastroenterology suggests cessation of foods
that potentially aggravate reflux symptoms such as coffee, chocolate, carbonated beverages,
spicy foods, and acidic foods such as citrus and tomatoes [11,17].

Only a few studies have evaluated the role of food components in the genesis of
reflux symptoms, with conflicting results [9,12,18]. Moreover, eating animal food has been
associated with a worsening of GERD symptoms. Similarly, a high-fat diet, including
mainly animal fats, is considered a risk factor for the development of GERD complications
such as Barrett esophagus [9,32,33].

Zalvan et al. suggested that a plant-based Mediterranean diet should be considered
in the treatment of laryngopharyngeal reflux. A Mediterranean diet includes plant foods
such as vegetables, bread and other grains, potatoes, beans, nuts and seeds, fresh fruit as
the typical daily dessert, olive oil as the principal source of fat, dairy products (principally
cheese and yoghurt), and fish and poultry consumed in low to moderate amounts, zero to
four eggs consumed weekly, red meat consumed in low amounts, and wine consumed in
low to moderate amounts, normally at mealtime [34].

Another study by Jung J.G. et al. suggested that a vegetarian diet may offer a protec-
tive effect for reflux esophagitis [35]. Similarly, Martinucci I. et al. [9] have shown that plant
foods are associated with a lower number of reflux episodes, particularly acid refluxes, and
with a reduced number of symptoms during the first postprandial hour. Unfortunately,
these studies included a relatively small sample of individuals, and their findings warrant
further investigation. Vegetarians may experience fewer symptoms of gastroesophageal
reflux due to a typically healthier lifestyle [36], and some research has indicated that a veg-
etarian diet may be associated with improved mood and reduced stress [37]; these factors
could potentially reduce reflux symptoms [38]. Nevertheless, it is yet to be determined
whether subjects with GERD symptoms and related issues can benefit from adopting a
vegetarian diet. In support of the potential anti-reflux effect of fiber, it was shown that fiber
food improved heartburn symptoms in a randomized controlled trial [39]. The vegetarian
diet is also rich in antioxidants and maintains a higher antioxidant vitamin status (vitamin
C, vitamin E, ß-carotene) [40]. a chronic oxidative stress has been shown to contribute to
the development of GERD [41,42], and diets high in vitamin C content were associated
with a lower risk of GERD [43].

The determinant role of vegetables and fibers in the diet has been underlined in many
different studies. A very elegant study provided from Houston team (US) discovered that
a daily intake of more than 1.58 cups of vegetables and 0.18 cups of dark green vegetables
per 1000 calories was associated with a lower risk of intestinal metaplasia in the esophagus
(Barrett Esophagus, BE) [44].

Kubo et al., in a population-based case–control study conducted in the United States,
observed that the consumption of veggies was associated with a lower risk of BE [45].
Similarly, a nice research study, conducted in Washington State with 170 hospitalized cases
and 182 controls from the general population, showed that a global vegetable intake was
linked to a 60–70% risk decrease for BE [46].

Anderson and colleagues found an inverse correlation between fruit and vegetable
intake and the risk of complicated GERD [47]. However, consumption of leafy or dark green
vegetables has consistently been linked to a lower risk of cancer [48–50]. Different reports
have shown that dietary fibers are known to play a determinant role in the prevention
of different gastrointestinal diseases such as constipation, hemorrhoids, colon cancer,
gastroesophageal reflux disease, duodenal ulcer, and diverticulitis, as well in serious
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and systemic diseases such as obesity, diabetes, stroke, hypertension, and cardiovascular
diseases [51–53].

A reduction in Quality-of-Life in GERD subjects has been reported in previous
studies [54–57]. The QoL in patients with GERD-related symptoms was lower than that
associated with untreated duodenal ulcer, angina, mild heart failure, diabetes, and hyperten-
sion [58,59]. Importantly, when compared with population normal values, the decrements
QoL in GERD patients were independent of whether patients have erosive or nonerosive
disease [60].

Some literature reports have highlighted that the presence of mucosal injury has little
impact on how reflux symptoms affect individual quality of life. This result is in line with
the observation that patients with symptomatic GERD (without any mucosal lesion) experi-
ence symptoms that are comparable to those of patients with erosive GERD [61]. Numerous
studies have also revealed that the impact on the QoL is often proportional to symptom
improvement, and that improvements in QoL in response to treatment are independent
of whether esophagitis is present or not [62]. According to our results, we may speculate
that the different QoL perception is not only related to the prevalence of GERD-related
symptoms. Some reports describe a reduced QoL in subjects with dietary habits based on a
Western diet. Moreover, a healthy Mediterranean diet-lifestyle was associated with a lower
risk of depression onset [63,64], especially when it was compared with a Western dietary
style including processed foods, meat, and dairy, which seems to be associated with an
increased risk of depression [65,66]. Accordingly, some randomized control trials described
an improvement in depression-related symptom scores when subjects changed from an
unhealthy diet (Western) to a healthy diet based on plant foods [63,67,68].

The main strength of this study is the large sample: 1077 questionnaires on GERD-
related symptoms and SF-36 were received, in addition to questionnaires about food choices;
almost 40% of those who took part in the study declared to follow a vegan diet. Such a
large sample, with 402 participants following a diet based exclusively on plant foods, is
larger than that of other studies, and provides results with a higher strength of evidence.

Some limitations are also present in this study: data collection relied on self-reported
data, thus resulting in possible recall bias and a biased interpretation of the questions.
In addition, the design of the study was cross-sectional, which does not allow for the
identification of causal relationships. The study was conducted in Italy, hampering the
generalizability of the findings to other countries. Moreover, despite the large sample size
of participants in the INVITA study (n = 4352), the percentage of those who completed
the GERD survey and the SF-36 assessment was relatively low (24.7%). The comparison
between those who completed GERDQ and SF-36 (n = 1077) and those who did not
complete them (n = 3275) showed that completers were slightly older, more often vegans,
and had a lower alcohol consumption. The comparison between the whole INVITA sample
(n = 4352) and the Italian general population (≥18 years) showed that there are differences
in some characteristics: gender (females 92.2% vs. 51.2%), BMI (>25 kg/m2 17.5% vs. 43%),
age (<50 56.3% vs. 85.2%), education (university degree: 52.7% vs. 22.4%), smoking habit
(10.1% vs. 24.2%), and ‘at risk’ alcohol consumption (7.0% vs. 17.3%). The vegan dietary
pattern, as mentioned above, was over-represented (33.1% vs. 2.4%) [69,70]. All in all, in
our study, GERD was defined based on the presence of typical symptoms according to
the Montreal Consensus [23] and cannot be considered an objective diagnosis of GERD.
Anyway, both versions of the Lyon Consensus [31,71] suggest that typical symptoms are
associated with a high likelihood of having objective GERD, corroborating the use of a
short course of PPIs in primary care. Finally, the dietary pattern classification in ‘vegan’ vs.
‘non-vegan’ did not permit an evaluation of the quality of the diet.

5. Conclusions

In conclusion, this study confirmed that a plant-only (vegan) diet is associated with a
lower risk of GERD-related symptoms and could therefore prevent the onset of GERD. The
results about quality of life (SF-36 questionnaire, QoL) have shown how the GERD+ partici-
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pants had a lower score on the SF-36 questionnaire in comparison to GERD− participants.
These findings suggest that GERD subjects have a lower perception of their health status,
stressing the impact of this disease on the QoL. Considering the low level of evidence of
guidelines in suggesting the avoidance of some type of food as a first-line therapy of this
disease, the possibility of following a vegan diet, or at least of decreasing the consumption
of animal foods, is worthy of consideration as a first-line therapy approach.

Author Contributions: Conceptualization, L.B., G.R. and N.d.B.; methodology, C.B.; software, C.B.;
validation, I.S., P.V. and F.O.; formal analysis, M.O. and C.B.; investigation, L.B. and G.S.; data
curation, M.O. and M.B.; writing—original draft preparation, L.B., C.B. and N.d.B.; writing—review
and editing, G.G., G.R., P.V., I.B. and J.P.; supervision, L.B., E.V.S., G.R. and G.G. All authors have
read and agreed to the published version of the manuscript.

Funding: This research received no external funding.

Institutional Review Board Statement: The study was conducted in accordance with the Dec-
laration of Helsinki and approved by the Bioethical Committee of the University of Pisa, (Prot.
N. 0116339/2021, approval date 29 September 2021).

Informed Consent Statement: Informed consent was obtained from all subjects involved in the study.

Data Availability Statement: The data presented in this study are available on the request from the
corresponding author. The data are not publicly available due to privacy law.

Acknowledgments: Authors wish to thank all the participants to the INVITA study, and the Scientific
Society for Vegetarian Nutrition of Italy for providing the technical support to the survey.

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

References
1. Savarino, E.; Bredenoord, A.J.; Fox, M.; Pandolfino, J.E.; Roman, S.; Gyawali, C.P.; International Working Group for Disorders of

Gastrointestinal Motility and Function. Advances in the Physiological Assessment and Diagnosis of GERD. Nat. Rev. Gastroenterol.
Hepatol. 2018, 15, 323. [CrossRef] [PubMed]

2. Gyawali, C.P.; Azagury, D.E.; Chan, W.W.; Chandramohan, S.M.; Clarke, J.O.; de Bortoli, N.; Figueredo, E.; Fox, M.; Jodorkovsky,
D.; Lazarescu, A.; et al. Nonerosive Reflux Disease: Clinical Concepts. Ann. N. Y. Acad. Sci. 2018, 1434, 290–303. [CrossRef]
[PubMed]

3. Savarino, E.; Marabotto, E.; Bodini, G.; Pellegatta, G.; Coppo, C.; Giambruno, E.; Brunacci, M.; Zentilin, P.; Savarino, V.
Epidemiology and Natural History of Gastroesophageal Reflux Disease. Minerva Gastroenterol. Dietol. 2017, 63, 175–183.
[CrossRef] [PubMed]

4. Savarino, E.; de Bortoli, N.; De Cassan, C.; Della Coletta, M.; Bartolo, O.; Furnari, M.; Ottonello, A.; Marabotto, E.; Bodini, G.;
Savarino, V. The Natural History of Gastro-Esophageal Reflux Disease: A Comprehensive Review. Dis. Esophagus 2017, 30, 1–9.
[CrossRef] [PubMed]

5. Navarro Silvera, S.A.; Mayne, S.T.; Gammon, M.D.; Vaughan, T.L.; Chow, W.-H.; Dubin, J.A.; Dubrow, R.; Stanford, J.L.; West,
A.B.; Rotterdam, H.; et al. Diet and Lifestyle Factors and Risk of Subtypes of Esophageal and Gastric Cancers: Classification Tree
Analysis. Ann. Epidemiol. 2014, 24, 50–57. [CrossRef] [PubMed]

6. Akiyama, J.; Kuribayashi, S.; Baeg, M.K.; de Bortoli, N.; Valitova, E.; Savarino, E.V.; Kusano, M.; Triadafilopoulos, G. Current and
Future Perspectives in the Management of Gastroesophageal Reflux Disease. Ann. N. Y. Acad. Sci. 2018, 1434, 70–83. [CrossRef]

7. Tack, J.; Pandolfino, J.E. Pathophysiology of Gastroesophageal Reflux Disease. Gastroenterology 2018, 154, 277–288. [CrossRef]
8. Lacy, B.E.; Weiser, K.; Chertoff, J.; Fass, R.; Pandolfino, J.E.; Richter, J.E.; Rothstein, R.I.; Spangler, C.; Vaezi, M.F. The Diagnosis of

Gastroesophageal Reflux Disease. Am. J. Med. 2010, 123, 583–592. [CrossRef] [PubMed]
9. Martinucci, I.; Guidi, G.; Savarino, E.V.; Frazzoni, M.; Tolone, S.; Frazzoni, L.; Fuccio, L.; Bertani, L.; Bodini, G.; Ceccarelli, L.; et al.

Vegetal and Animal Food Proteins Have a Different Impact in the First Postprandial Hour of Impedance-pH Analysis in Patients
with Heartburn. Gastroenterol. Res. Pract. 2018, 2018, 7572430. [CrossRef] [PubMed]

10. de Bortoli, N.; Guidi, G.; Martinucci, I.; Savarino, E.; Imam, H.; Bertani, L.; Russo, S.; Franchi, R.; Macchia, L.; Furnari, M.; et al.
Voluntary and Controlled Weight Loss Can Reduce Symptoms and Proton Pump Inhibitor Use and Dosage in Patients with
Gastroesophageal Reflux Disease: A Comparative Study. Dis. Esophagus 2016, 29, 197–204. [CrossRef] [PubMed]

11. Fox, M.; Gyawali, C.P. Dietary Factors Involved in GERD Management. Best Pract. Res. Clin. Gastroenterol. 2023, 62–63, 101826.
[CrossRef]

12. Nilsson, M.; Johnsen, R.; Ye, W.; Hveem, K.; Lagergren, J. Lifestyle Related Risk Factors in the Aetiology of Gastro-Oesophageal
Reflux. Gut 2004, 53, 1730–1735. [CrossRef] [PubMed]

https://doi.org/10.1038/nrgastro.2018.32
https://www.ncbi.nlm.nih.gov/pubmed/29622813
https://doi.org/10.1111/nyas.13845
https://www.ncbi.nlm.nih.gov/pubmed/29761528
https://doi.org/10.23736/S1121-421X.17.02383-2
https://www.ncbi.nlm.nih.gov/pubmed/28215067
https://doi.org/10.1111/dote.12511
https://www.ncbi.nlm.nih.gov/pubmed/27862680
https://doi.org/10.1016/j.annepidem.2013.10.009
https://www.ncbi.nlm.nih.gov/pubmed/24239095
https://doi.org/10.1111/nyas.13850
https://doi.org/10.1053/j.gastro.2017.09.047
https://doi.org/10.1016/j.amjmed.2010.01.007
https://www.ncbi.nlm.nih.gov/pubmed/20493461
https://doi.org/10.1155/2018/7572430
https://www.ncbi.nlm.nih.gov/pubmed/29849599
https://doi.org/10.1111/dote.12319
https://www.ncbi.nlm.nih.gov/pubmed/25516110
https://doi.org/10.1016/j.bpg.2023.101826
https://doi.org/10.1136/gut.2004.043265
https://www.ncbi.nlm.nih.gov/pubmed/15542505


Nutrients 2023, 15, 4725 11 of 13

13. Murao, T.; Sakurai, K.; Mihara, S.; Marubayashi, T.; Murakami, Y.; Sasaki, Y. Lifestyle Change Influences on GERD in Japan: A
Study of Participants in a Health Examination Program. Dig. Dis. Sci. 2011, 56, 2857–2864. [CrossRef] [PubMed]

14. Chen, Y.; Sun, X.; Fan, W.; Yu, J.; Wang, P.; Liu, D.; Song, M.; Liu, S.; Zuo, X.; Zhang, R.; et al. Differences in Dietary and Lifestyle
Triggers between Non-Erosive Reflux Disease and Reflux Esophagitis-A Multicenter Cross-Sectional Survey in China. Nutrients
2023, 15, 3400. [CrossRef]

15. Herdiana, Y. Functional Food in Relation to Gastroesophageal Reflux Disease (GERD). Nutrients 2023, 15, 3583. [CrossRef]
16. Martinucci, I.; de Bortoli, N.; Savarino, E.; Nacci, A.; Romeo, S.O.; Bellini, M.; Savarino, V.; Fattori, B.; Marchi, S. Optimal

Treatment of Laryngopharyngeal Reflux Disease. Ther. Adv. Chronic Dis. 2013, 4, 287–301. [CrossRef] [PubMed]
17. Katz, P.O.; Dunbar, K.B.; Schnoll-Sussman, F.H.; Greer, K.B.; Yadlapati, R.; Spechler, S.J. ACG Clinical Guideline for the Diagnosis

and Management of Gastroesophageal Reflux Disease. Am. J. Gastroenterol. 2022, 117, 27–56. [CrossRef]
18. Zheng, Z.; Nordenstedt, H.; Pedersen, N.L.; Lagergren, J.; Ye, W. Lifestyle Factors and Risk for Symptomatic Gastroesophageal

Reflux in Monozygotic Twins. Gastroenterology 2007, 132, 87–95. [CrossRef] [PubMed]
19. Lee, S.-W.; Chang, C.-M.; Chang, C.-S.; Kao, A.-W.; Chou, M.-C. Comparison of Presentation and Impact on Quality of Life

of Gastroesophageal Reflux Disease between Young and Old Adults in a Chinese Population. World J. Gastroenterol. 2011, 17,
4614–4618. [CrossRef] [PubMed]

20. Wahlqvist, P.; Karlsson, M.; Johnson, D.; Carlsson, J.; Bolge, S.C.; Wallander, M.-A. Relationship between Symptom Load of
Gastro-Oesophageal Reflux Disease and Health-Related Quality of Life, Work Productivity, Resource Utilization and Concomitant
Diseases: Survey of a US Cohort. Aliment. Pharmacol. Ther. 2008, 27, 960–970. [CrossRef]

21. Wiklund, I. Review of the Quality of Life and Burden of Illness in Gastroesophageal Reflux Disease. Dig. Dis. 2004, 22, 108–114.
[CrossRef] [PubMed]

22. Dent, J.; Brun, J.; Fendrick, A.; Fennerty, M.; Janssens, J.; Kahrilas, P.; Lauritsen, K.; Reynolds, J.; Shaw, M.; Talley, N. An
Evidence-Based Appraisal of Reflux Disease Management--the Genval Workshop Report. Gut 1999, 44 (Suppl. S2), S1–S16.
[CrossRef]

23. Vakil, N.; van Zanten, S.V.; Kahrilas, P.; Dent, J.; Jones, R.; Global Consensus Group. The Montreal Definition and Classification of
Gastroesophageal Reflux Disease: A Global Evidence-Based Consensus. Am. J. Gastroenterol. 2006, 101, 1900–1920; quiz 1943.
[CrossRef]

24. Apolone, G.; Mosconi, P. The Italian SF-36 Health Survey: Translation, Validation and Norming. J. Clin. Epidemiol. 1998, 51,
1025–1036. [CrossRef] [PubMed]

25. Ministero Della Salute, Italia. Alcol, Zero o Il Meno Possibile. Available online: https://www.salute.gov.it/portale/alcol/
dettaglioContenutiAlcol.jsp?lingua=italiano&id=5526&area=alcol&menu=vuoto (accessed on 14 September 2023).

26. Istituto Superiore di Sanità. Indicatori Passi: Consumo Di Bevande Alcoliche. Available online: https://www.epicentro.iss.it/
passi/indicatori/alcol (accessed on 14 September 2023).

27. Nirwan, J.S.; Hasan, S.S.; Babar, Z.-U.-D.; Conway, B.R.; Ghori, M.U. Global Prevalence and Risk Factors of Gastro-Oesophageal
Reflux Disease (GORD): Systematic Review with Meta-Analysis. Sci. Rep. 2020, 10, 5814. [CrossRef] [PubMed]

28. Martinucci, I.; Natilli, M.; Lorenzoni, V.; Pappalardo, L.; Monreale, A.; Turchetti, G.; Pedreschi, D.; Marchi, S.; Barale, R.; de
Bortoli, N. Gastroesophageal Reflux Symptoms among Italian University Students: Epidemiology and Dietary Correlates Using
Automatically Recorded Transactions. BMC Gastroenterol. 2018, 18, 116. [CrossRef] [PubMed]

29. Tosetti, C.; Savarino, E.; Benedetto, E.; De Bastiani, R.; Study Group for the Evaluation of GERD Triggering Foods. Elimination
of Dietary Triggers Is Successful in Treating Symptoms of Gastroesophageal Reflux Disease. Dig. Dis. Sci. 2021, 66, 1565–1571.
[CrossRef]

30. Savarino, V.; Marabotto, E.; Zentilin, P.; Furnari, M.; Bodini, G.; De Maria, C.; Tolone, S.; De Bortoli, N.; Frazzoni, M.; Savarino, E.
Pathophysiology, Diagnosis, and Pharmacological Treatment of Gastro-Esophageal Reflux Disease. Expert Rev. Clin. Pharmacol.
2020, 13, 437–449. [CrossRef] [PubMed]

31. Gyawali, C.P.; Yadlapati, R.; Fass, R.; Katzka, D.; Pandolfino, J.; Savarino, E.; Sifrim, D.; Spechler, S.; Zerbib, F.; Fox, M.R.; et al.
Updates to the Modern Diagnosis of GERD: Lyon Consensus 2.0. Gut 2023, 1–11. [CrossRef] [PubMed]

32. Ledeboer, M.; Masclee, A.A.; Batstra, M.R.; Jansen, J.B.; Lamers, C.B. Effect of Cholecystokinin on Lower Oesophageal Sphincter
Pressure and Transient Lower Oesophageal Sphincter Relaxations in Humans. Gut 1995, 36, 39–44. [CrossRef]

33. Chirila, I.; Morariu, I.D.; Barboi, O.B.; Drug, V.L. The Role of Diet in the Overlap between Gastroesophageal Reflux Disease and
Functional Dyspepsia. Turk. J. Gastroenterol. 2016, 27, 73–80. [CrossRef] [PubMed]

34. Zalvan, C.H.; Hu, S.; Greenberg, B.; Geliebter, J. A Comparison of Alkaline Water and Mediterranean Diet vs Proton Pump
Inhibition for Treatment of Laryngopharyngeal Reflux. JAMA Otolaryngol. Head Neck Surg. 2017, 143, 1023–1029. [CrossRef]
[PubMed]

35. Jung, J.G.; Kang, H.W.; Hahn, S.J.; Kim, J.H.; Lee, J.K.; Lim, Y.J.; Koh, M.-S.; Lee, J.H. Vegetarianism as a Protective Factor for
Reflux Esophagitis: A Retrospective, Cross-Sectional Study between Buddhist Priests and General Population. Dig. Dis. Sci. 2013,
58, 2244–2252. [CrossRef] [PubMed]

36. McEvoy, C.T.; Temple, N.; Woodside, J.V. Vegetarian Diets, Low-Meat Diets and Health: A Review. Public Health Nutr. 2012, 15,
2287–2294. [CrossRef] [PubMed]

37. Beezhold, B.L.; Johnston, C.S.; Daigle, D.R. Vegetarian Diets Are Associated with Healthy Mood States: A Cross-Sectional Study
in Seventh Day Adventist Adults. Nutr. J. 2010, 9, 26. [CrossRef]

https://doi.org/10.1007/s10620-011-1679-x
https://www.ncbi.nlm.nih.gov/pubmed/21487772
https://doi.org/10.3390/nu15153400
https://doi.org/10.3390/nu15163583
https://doi.org/10.1177/2040622313503485
https://www.ncbi.nlm.nih.gov/pubmed/24179671
https://doi.org/10.14309/ajg.0000000000001538
https://doi.org/10.1053/j.gastro.2006.11.019
https://www.ncbi.nlm.nih.gov/pubmed/17241862
https://doi.org/10.3748/wjg.v17.i41.4614
https://www.ncbi.nlm.nih.gov/pubmed/22147968
https://doi.org/10.1111/j.1365-2036.2008.03671.x
https://doi.org/10.1159/000080308
https://www.ncbi.nlm.nih.gov/pubmed/15383750
https://doi.org/10.1136/gut.44.2008.S1
https://doi.org/10.1111/j.1572-0241.2006.00630.x
https://doi.org/10.1016/S0895-4356(98)00094-8
https://www.ncbi.nlm.nih.gov/pubmed/9817120
https://www.salute.gov.it/portale/alcol/dettaglioContenutiAlcol.jsp?lingua=italiano&id=5526&area=alcol&menu=vuoto
https://www.salute.gov.it/portale/alcol/dettaglioContenutiAlcol.jsp?lingua=italiano&id=5526&area=alcol&menu=vuoto
https://www.epicentro.iss.it/passi/indicatori/alcol
https://www.epicentro.iss.it/passi/indicatori/alcol
https://doi.org/10.1038/s41598-020-62795-1
https://www.ncbi.nlm.nih.gov/pubmed/32242117
https://doi.org/10.1186/s12876-018-0832-9
https://www.ncbi.nlm.nih.gov/pubmed/30016938
https://doi.org/10.1007/s10620-020-06414-z
https://doi.org/10.1080/17512433.2020.1752664
https://www.ncbi.nlm.nih.gov/pubmed/32253948
https://doi.org/10.1136/gutjnl-2023-330616
https://www.ncbi.nlm.nih.gov/pubmed/37734911
https://doi.org/10.1136/gut.36.1.39
https://doi.org/10.5152/tjg.2015.150238
https://www.ncbi.nlm.nih.gov/pubmed/26728864
https://doi.org/10.1001/jamaoto.2017.1454
https://www.ncbi.nlm.nih.gov/pubmed/28880991
https://doi.org/10.1007/s10620-013-2639-4
https://www.ncbi.nlm.nih.gov/pubmed/23508985
https://doi.org/10.1017/S1368980012000936
https://www.ncbi.nlm.nih.gov/pubmed/22717188
https://doi.org/10.1186/1475-2891-9-26


Nutrients 2023, 15, 4725 12 of 13

38. Okuyama, M.; Takaishi, O.; Nakahara, K.; Iwakura, N.; Hasegawa, T.; Oyama, M.; Inoue, A.; Ishizu, H.; Satoh, H.; Fujiwara, Y.
Associations among Gastroesophageal Reflux Disease, Psychological Stress, and Sleep Disturbances in Japanese Adults. Scand. J.
Gastroenterol. 2017, 52, 44–49. [CrossRef] [PubMed]

39. DiSilvestro, R.A.; Verbruggen, M.A.; Offutt, E.J. Anti-Heartburn Effects of a Fenugreek Fiber Product. Phytother. Res. 2011,
25, 88–91. [CrossRef]

40. Rauma, A.L.; Mykkänen, H. Antioxidant Status in Vegetarians versus Omnivores. Nutrition 2000, 16, 111–119. [CrossRef]
41. Olyaee, M.; Sontag, S.; Salman, W.; Schnell, T.; Mobarhan, S.; Eiznhamer, D.; Keshavarzian, A. Mucosal Reactive Oxygen Species

Production in Oesophagitis and Barrett’s Oesophagus. Gut 1995, 37, 168–173. [CrossRef]
42. Peng, D.; Zaika, A.; Que, J.; El-Rifai, W. The Antioxidant Response in Barrett’s Tumorigenesis: A Double-Edged Sword. Redox

Biol. 2021, 41, 101894. [CrossRef]
43. Veugelers, P.J.; Porter, G.A.; Guernsey, D.L.; Casson, A.G. Obesity and Lifestyle Risk Factors for Gastroesophageal Reflux Disease,

Barrett Esophagus and Esophageal Adenocarcinoma. Dis. Esophagus 2006, 19, 321–328. [CrossRef]
44. Jiao, L.; Kramer, J.R.; Rugge, M.; Parente, P.; Verstovsek, G.; Alsarraj, A.; El-Serag, H.B. Dietary Intake of Vegetables, Folate, and

Antioxidants and the Risk of Barrett’s Esophagus. Cancer Causes Control 2013, 24, 1005–1014. [CrossRef] [PubMed]
45. Kubo, A.; Levin, T.R.; Block, G.; Rumore, G.J.; Quesenberry, C.P.; Buffler, P.; Corley, D.A. Dietary Antioxidants, Fruits, and

Vegetables and the Risk of Barrett’s Esophagus. Am. J. Gastroenterol. 2008, 103, 1614–1623; quiz 1624. [CrossRef] [PubMed]
46. Thompson, O.M.; Beresford, S.A.A.; Kirk, E.A.; Vaughan, T.L. Vegetable and Fruit Intakes and Risk of Barrett’s Esophagus in Men

and Women. Am. J. Clin. Nutr. 2009, 89, 890–896. [CrossRef] [PubMed]
47. Anderson, L.A.; Watson, R.G.P.; Murphy, S.J.; Johnston, B.T.; Comber, H.; Mc Guigan, J.; Reynolds, J.V.; Murray, L.J. Risk Factors

for Barrett’s Oesophagus and Oesophageal Adenocarcinoma: Results from the FINBAR Study. World J. Gastroenterol. 2007, 13,
1585–1594. [CrossRef] [PubMed]

48. Hughes, M.C.B.; Antonsson, A.; Rodriguez-Acevedo, A.J.; Liyanage, U.E.; Green, A.C.; van der Pols, J.C. Dark Green Leafy
Vegetable Intake, MTHFR Genotype, and Risk of Cutaneous Squamous Cell Carcinoma. Dermatology 2022, 238, 657–661.
[CrossRef]

49. Kubo, A.; Corley, D.A.; Jensen, C.D.; Kaur, R. Dietary Factors and the Risks of Oesophageal Adenocarcinoma and Barrett’s
Oesophagus. Nutr. Res. Rev. 2010, 23, 230–246. [CrossRef]

50. Hajizadeh, B.; Jessri, M.; Moasheri, S.M.; Rad, A.H.; Rashidkhani, B. Fruits and Vegetables Consumption and Esophageal
Squamous Cell Carcinoma: A Case-Control Study. Nutr. Cancer 2011, 63, 707–713. [CrossRef] [PubMed]

51. Otles, S.; Ozgoz, S. Health Effects of Dietary Fiber. Acta Sci. Pol. Technol. Aliment. 2014, 13, 191–202. [CrossRef]
52. Lattimer, J.M.; Haub, M.D. Effects of Dietary Fiber and Its Components on Metabolic Health. Nutrients 2010, 2, 1266–1289.

[CrossRef] [PubMed]
53. Birt, D.F.; Boylston, T.; Hendrich, S.; Jane, J.-L.; Hollis, J.; Li, L.; McClelland, J.; Moore, S.; Phillips, G.J.; Rowling, M.; et al. Resistant

Starch: Promise for Improving Human Health. Adv. Nutr. 2013, 4, 587–601. [CrossRef] [PubMed]
54. Velanovich, V. Comparison of Generic (SF-36) vs. Disease-Specific (GERD-HRQL) Quality-of-Life Scales for Gastroesophageal

Reflux Disease. J. Gastrointest. Surg. 1998, 2, 141–145. [CrossRef] [PubMed]
55. Eloubeidi, M.A.; Provenzale, D. Health-Related Quality of Life and Severity of Symptoms in Patients with Barrett’s Esophagus

and Gastroesophageal Reflux Disease Patients without Barrett’s Esophagus. Am. J. Gastroenterol. 2000, 95, 1881–1887. [CrossRef]
[PubMed]

56. Maleki, I.; Masoudzadeh, A.; Khalilian, A.; Daheshpour, E. Quality of Life in Patients with Gastroesophageal Reflux Disease in an
Iranian Population. Gastroenterol. Hepatol. Bed Bench 2013, 6, 96–100. [PubMed]

57. Cheung, T.K.; Lam, P.K.Y.; Wei, W.I.; Wong, W.M.; Ng, M.L.; Gu, Q.; Hung, I.F.; Wong, B.C.Y. Quality of Life in Patients with
Laryngopharyngeal Reflux. Digestion 2009, 79, 52–57. [CrossRef] [PubMed]

58. Dimenäs, E.; Glise, H.; Hallerbäck, B.; Hernqvist, H.; Svedlund, J.; Wiklund, I. Quality of Life in Patients with Upper Gastroin-
testinal Symptoms. An Improved Evaluation of Treatment Regimens? Scand. J. Gastroenterol. 1993, 28, 681–687. [CrossRef]

59. Revicki, D.A.; Wood, M.; Maton, P.N.; Sorensen, S. The Impact of Gastroesophageal Reflux Disease on Health-Related Quality of
Life. Am. J. Med. 1998, 104, 252–258. [CrossRef]

60. Wiklund, I.; Bardhan, K.D.; Müller-Lissner, S.; Bigard, M.A.; Bianchi Porro, G.; Ponce, J.; Hosie, J.; Scott, M.; Weir, D.; Fulton,
C.; et al. Quality of Life during Acute and Intermittent Treatment of Gastro-Oesophageal Reflux Disease with Omeprazole
Compared with Ranitidine. Results from a Multicentre Clinical Trial. The European Study Group. Ital. J. Gastroenterol. Hepatol.
1998, 30, 19–27.

61. Mathias, S.D.; Colwell, H.H.; Miller, D.P.; Pasta, D.J.; Henning, J.M.; Ofman, J.J. Health-Related Quality-of-Life and Quality-Days
Incrementally Gained in Symptomatic Nonerosive GERD Patients Treated with Lansoprazole or Ranitidine. Dig. Dis. Sci. 2001,
46, 2416–2423. [CrossRef] [PubMed]

62. Ofman, J.J. The Economic and Quality-of-Life Impact of Symptomatic Gastroesophageal Reflux Disease. Am. J. Gastroenterol.
2003, 98, S8–S14. [CrossRef]

63. Jacka, F.N.; O’Neil, A.; Opie, R.; Itsiopoulos, C.; Cotton, S.; Mohebbi, M.; Castle, D.; Dash, S.; Mihalopoulos, C.; Chatterton, M.L.;
et al. A Randomised Controlled Trial of Dietary Improvement for Adults with Major Depression (the “SMILES” Trial). BMC Med.
2017, 15, 23. [CrossRef]

https://doi.org/10.1080/00365521.2016.1224383
https://www.ncbi.nlm.nih.gov/pubmed/27571846
https://doi.org/10.1002/ptr.3229
https://doi.org/10.1016/S0899-9007(99)00267-1
https://doi.org/10.1136/gut.37.2.168
https://doi.org/10.1016/j.redox.2021.101894
https://doi.org/10.1111/j.1442-2050.2006.00602.x
https://doi.org/10.1007/s10552-013-0175-3
https://www.ncbi.nlm.nih.gov/pubmed/23420329
https://doi.org/10.1111/j.1572-0241.2008.01838.x
https://www.ncbi.nlm.nih.gov/pubmed/18494834
https://doi.org/10.3945/ajcn.2008.26497
https://www.ncbi.nlm.nih.gov/pubmed/19144726
https://doi.org/10.3748/wjg.v13.i10.1585
https://www.ncbi.nlm.nih.gov/pubmed/17461453
https://doi.org/10.1159/000520941
https://doi.org/10.1017/S0954422410000132
https://doi.org/10.1080/01635581.2011.563028
https://www.ncbi.nlm.nih.gov/pubmed/21614725
https://doi.org/10.17306/J.AFS.2014.2.8
https://doi.org/10.3390/nu2121266
https://www.ncbi.nlm.nih.gov/pubmed/22254008
https://doi.org/10.3945/an.113.004325
https://www.ncbi.nlm.nih.gov/pubmed/24228189
https://doi.org/10.1016/S1091-255X(98)80004-8
https://www.ncbi.nlm.nih.gov/pubmed/9834409
https://doi.org/10.1111/j.1572-0241.2000.02235.x
https://www.ncbi.nlm.nih.gov/pubmed/10950030
https://www.ncbi.nlm.nih.gov/pubmed/24834252
https://doi.org/10.1159/000205267
https://www.ncbi.nlm.nih.gov/pubmed/19252403
https://doi.org/10.3109/00365529309098272
https://doi.org/10.1016/S0002-9343(97)00354-9
https://doi.org/10.1023/A:1012363501101
https://www.ncbi.nlm.nih.gov/pubmed/11713946
https://doi.org/10.1016/S0002-9270(03)00010-8
https://doi.org/10.1186/s12916-017-0791-y


Nutrients 2023, 15, 4725 13 of 13

64. Yin, W.; Löf, M.; Chen, R.; Hultman, C.M.; Fang, F.; Sandin, S. Mediterranean Diet and Depression: A Population-Based Cohort
Study. Int. J. Behav. Nutr. Phys. Act. 2021, 18, 153. [CrossRef] [PubMed]

65. Jacka, F.N.; Pasco, J.A.; Mykletun, A.; Williams, L.J.; Hodge, A.M.; O’Reilly, S.L.; Nicholson, G.C.; Kotowicz, M.A.; Berk, M.
Association of Western and Traditional Diets with Depression and Anxiety in Women. Am. J. Psychiatry 2010, 167, 305–311.
[CrossRef] [PubMed]

66. Matison, A.P.; Mather, K.A.; Flood, V.M.; Reppermund, S. Associations between Nutrition and the Incidence of Depression in
Middle-Aged and Older Adults: A Systematic Review and Meta-Analysis of Prospective Observational Population-Based Studies.
Ageing Res. Rev. 2021, 70, 101403. [CrossRef] [PubMed]

67. Parletta, N.; Zarnowiecki, D.; Cho, J.; Wilson, A.; Bogomolova, S.; Villani, A.; Itsiopoulos, C.; Niyonsenga, T.; Blunden, S.; Meyer,
B.; et al. A Mediterranean-Style Dietary Intervention Supplemented with Fish Oil Improves Diet Quality and Mental Health in
People with Depression: A Randomized Controlled Trial (HELFIMED). Nutr. Neurosci. 2019, 22, 474–487. [CrossRef]

68. Francis, H.M.; Stevenson, R.J.; Chambers, J.R.; Gupta, D.; Newey, B.; Lim, C.K. A Brief Diet Intervention Can Reduce Symptoms
of Depression in Young Adults—A Randomised Controlled Trial. PLoS ONE 2019, 14, e0222768. [CrossRef] [PubMed]

69. Istituto Superiore di Sanità. Sorveglianza PASSI 2021–2022. Available online: https://www.epicentro.iss.it/passi/dati/socio
(accessed on 28 August 2023).

70. Eurispes. Rapporto Italia 2023. Available online: https://eurispes.eu/news/risultati-del-rapporto-italia-2023/ (accessed on 28
August 2023).

71. Gyawali, C.P.; Kahrilas, P.J.; Savarino, E.; Zerbib, F.; Mion, F.; Smout, A.J.P.M.; Vaezi, M.; Sifrim, D.; Fox, M.R.; Vela, M.F.; et al.
Modern Diagnosis of GERD: The Lyon Consensus. Gut 2018, 67, 1351–1362. [CrossRef] [PubMed]

Disclaimer/Publisher’s Note: The statements, opinions and data contained in all publications are solely those of the individual
author(s) and contributor(s) and not of MDPI and/or the editor(s). MDPI and/or the editor(s) disclaim responsibility for any injury to
people or property resulting from any ideas, methods, instructions or products referred to in the content.

https://doi.org/10.1186/s12966-021-01227-3
https://www.ncbi.nlm.nih.gov/pubmed/34838037
https://doi.org/10.1176/appi.ajp.2009.09060881
https://www.ncbi.nlm.nih.gov/pubmed/20048020
https://doi.org/10.1016/j.arr.2021.101403
https://www.ncbi.nlm.nih.gov/pubmed/34246793
https://doi.org/10.1080/1028415X.2017.1411320
https://doi.org/10.1371/journal.pone.0222768
https://www.ncbi.nlm.nih.gov/pubmed/31596866
https://www.epicentro.iss.it/passi/dati/socio
https://eurispes.eu/news/risultati-del-rapporto-italia-2023/
https://doi.org/10.1136/gutjnl-2017-314722
https://www.ncbi.nlm.nih.gov/pubmed/29437910

	Introduction 
	Materials and Methods 
	Data Collection 
	Assessments 
	Statistical Analyses 

	Results 
	Discussion 
	Conclusions 
	References

