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Preface to “Beverage Consumption Habits around the
World: Association with Total Water and Energy
Intakes”
Dehydration occurs when the body loses more water than is taken in. It is often accompanied by
disturbances in the body’s mineral salt or electrolyte balance, especially in the concentrations of sodium
and potassium.
Populations at particular risk of hypohydration are the very young, those engaged in professions
where fluid homeostasis is regularly challenged and the elderly. Limited data are available on the
prevalence of hypohydration, but there is evidence to suggest that this may be relatively common among
the western elderly populations [1]. The percentage of population with inadequate intake of water may
vary from 5% to 35% in the different European countries [2].
The burden of disease from lack of access to clean water, poor sanitation and inadequate personal
and food hygiene is well known, but consequences of inadequate water intake worldwide are far from
being well understood. Recent research [3] into the risk of disease (bowel, metabolic and kidney diseases),
disability (cognitive function, physical performance, headache, falls and accidents) and death is
confirming the importance of poor hydration to overall disease burden and quality of life in a worldwide
perspective. Moreover, the number of hospitalizations for dehydration has steadily increased in recent
decades. In this case, dehydration increases the healthcare burden in a direct way, as a disease itself.
However, sometimes, dehydration appears as a comorbidity condition in a number of diseases.
Dehydration has been defined as the second most common comorbidity, occurring in 14% of all
hospitalizations [4].
In addition to its individual clinical impact; dehydration also represents an important public health
issue by imposing a significant economic burden. Depending on the degree or magnitude of the
dehydration in hospitalized patients, costs may increase by 7% to 8.5% [5]. Higher cost will be associated
with an increase in hospital mortality, as well as with an increase in the utilization of intense short and
long term care facilities, readmission rates and hospital resources, especially among those with moderate
to severe hypernatraemia. Dehydration represents a potential target for intervention to reduce healthcare
expenditures and improve patients’ quality of life [6]. However, the higher cost of dehydration is not only
in hospitalized patients. Dehydration is one of the major factors limiting athletic performance and even
mild dehydration can have a significant impact on working capacity and productivity [7]. Some studies
have suggested a possible link between dehydration and the rise in industrial accidents during the
summer, when workers are presumably thirstier [8]. A study published in 2004 found it had a real impact
on performance in physical fields such as forestry, with slightly dehydrated workers being about 12% less
productive than their fully hydrated peers [9].
Improving drinking habits during working and leisure time and developing comprehensive
hydration guidelines for healthcare professionals and patients would be a cost‐effective means of
addressing the burden of hypohydration in developed countries.
Given the extent of the problem and its under‐acknowledgment, will governments engage in
research and awareness‐raising strategy on the burden of hypohydration in the different countries and
regions? Will governments address the burden of dehydration in the elderly as part of its action plan on
active ageing to be proposed in the near future?
On the other side, a rising number of studies assert that sugar‐containing drinks may play a key
role in the etiology of overweight and obesity in children and adults [10]. However, whether this
association is causa still remains controversial [11,12]. Public policy initiatives to reduce sugar in
beverages consumption are the subject of current debate and different initiatives are actually developed
worldwide. These should consider both, promoting an adequate water intake and a reduction in sugar
and energy intake from beverages, across the different age and socioeconomic groups, all within the
broader context of improving overall diet quality.
At this stage, the current Issue has received a great welcome from the scientific community which

ix

has responded to the proposal with huge interest. However, although the number of the papers published
in the present book is really impressive (around 20), the needs for these kinds of studies have not
decreased. The studies included were developed in different settings and different populations around
the world; the diversity methodologies employed in the quantitative assessment of beverages
consumption and all the details that the results of the studies have shown may eventually help to
adequately address their policies worldwide. Broadly, the papers in the present volume provide a
valuable milestone on our journey to understand the impacts of the hydration on health and disease and
they will be helpful for those planning future studies. Our main interest has been to gradually increase the
general interest placed on this emerging and fascinating area of study.
As we move forward, our progress will continue to depend heavily on beverage intake assessment
methods, and underpinning this is the need to further refine and document the validity of our methods.
Again, those of us engaged in nutrition research will be highly appreciative of the great efforts of
our colleagues who have produced this volume documenting our progress to date.
Lluis Serra‐Majem and Mariela Nissensohn
Special Issue Editors
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Abstract: Background: Inadequate hydration is a public health issue that imposes a signiﬁcant
economic burden. In Spain, data of total water intake (TWI) are scarce. There is a clear need for
a national study that quantiﬁes water and beverage intakes and explores associations between
the types of beverages and energy intakes. Methods: The Anthropometry, Intake and Energy
Balance Study ANIBES is a national survey of diet and nutrition conducted among a representative
sample of 2285 healthy participants aged 9–75 years in Spain. Food and beverage intakes were
assessed in a food diary over three days. Day and time of beverage consumption were also recorded.
Results: On average, TWI was 1.7 L (SE 21.2) for men and 1.6 L (SE 18.9) for women. More than
75% of participants had inadequate TWI, according to European Food Safety Authority (EFSA)
recommendations. Mean total energy intake (EI) was 1810 kcal/day (SE 11.1), of which 12% was
provided by beverages. Water was the most consumed beverage, followed by milk. The contribution
of alcoholic drinks to the EI was near 3%. For caloric soft drinks, a relatively low contribution to
the EI was obtained, only 2%. Of eight different types of beverages, the variety score was positively
correlated with TWI (r = 0.39) and EI (r = 0.23), suggesting that beverage variety is an indicator
of higher consumption of food and drinks. Conclusions: The present study demonstrates that
well-conducted surveys such as the ANIBES study have the potential to yield rich contextual value
data that can emphasize the need to undertake appropriate health and nutrition policies to increase
the total water intake at the population level promoting a healthy Mediterranean hydration pattern.
Keywords: ANIBES; total water intake; energy intake; beverages; Spain
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1. Introduction
Dehydration occurs when the body loses more water than is taken in. It is often accompanied
by disturbances in the body’s mineral salt or electrolyte balance, especially in concentrations of
sodium and potassium. Populations at particular risk of hypohydration are children, those engaged
in professions where ﬂuid homeostasis is regularly challenged, and older adults [1]. Limited data
are available on the prevalence of hypohydration, but there is evidence to suggest that it may be
relatively common among older populations [2]. The percentage of the population with inadequate
water intake varies from 5% to 35% among European countries [3]. Whereas the burden of disease
from inadequate water intake is well known, its consequences in Europe are far from being well
understood. Recent research into the risk of disease (from falls and accidents and bowel, metabolic,
and kidney diseases), disability (cognitive function, physical performance, and headaches), and death
has conﬁrmed the importance of poor hydration with respect to the overall disease burden and quality
of life in Europe [4]. Therefore, the signiﬁcant economic burden dehydration represents makes it an
important public health issue. Depending on the degree or magnitude of dehydration in hospitalized
patients, costs may be increased by 7%–8.5%. Dehydration represents a potential target for intervention
to reduce healthcare expenditures and improve patient quality of life [5].
On the other hand, scientiﬁc literature recognizes that the “adequate intake” value of beverages
(AI) is a variable event, in which differences are in part due to the inter-individual variation for
water needs in response to different health status, metabolism, and environmental factors such as
ambient temperature and humidity, as well as individual factors such as age, body size, and level of
physical activity. Furthermore, the water needs also depend partially on overall diet and the water
contained in food. About 80% of the required daily intake is provided by drinks, including water;
the rest is acquired through solid food. Identifying the variety of drinks consumed and establishing the
percentage of energy provided by each beverage to the diet allows us to set the pattern of individual
or population-level beverage consumption. Understanding the contribution of each ﬂuid type to the
total ﬂuid intake will allow us to draw conclusions about the adequacy of drinking habits.
In Spain, the inﬂuence of the Mediterranean Diet is widespread. This pattern of consumption
also includes the hydration pattern of the population. Traditionally, this pattern included water as
a main drink, along with daily but moderate consumption of wine or beer with the principal meal,
and the intake of a group of beverages elaborated with fresh vegetables (Gazpacho, Salmorejo, etc.).
However, in the last decades [6], the adherence to the Mediterranean pattern has been decreasing,
especially in children and young people. The actual beverage pattern also included the occasional
consumption of soft drinks, which was associated with leisure time. Furthermore, total water intake
(TWI) data of Spain are scarce. There are no recent epidemiological studies that focus exclusively
on beverage intake. Most available hydration data focuses on alcohol consumption. Apart from
the Spanish National Survey on Dietary Intake (ENIDE) [7] in 2011, we are unaware of other
research investigating beverage intake among the Spanish population. According to ENIDE data,
the average beverage consumption was 1646.5 mL/day, which reﬂects insufﬁcient ﬂuid intake for that
study population.
Given the extent of the problem and its poor recognition, there is the clear need for a national study
to update the existing data. The aim of this study was to quantify the total water and beverage intake,
and to explore associations between the types of beverage consumed and energy intake. The ANIBES
study, a national survey of diet and nutrition conducted in 2013 among a representative random
sample of 2285 healthy participants aged 9–75 years, provides us the likely best source of detailed
information on the diet of normal individuals in Spain. Characteristics of ANIBES include a food and
beverages record list (in grams) of each item consumed per participant and a record of the time of
consumption. These study attributes provide a rich resource for exploring patterns of consumption
according to age and gender, thereby permitting us to reach conclusions about whether or not drinking
a variety of beverages helps to increase ﬂuid intake to a level that meets current guidelines.
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2. Materials and Methods
The design, protocol, and methodology of the ANIBES study have been described in detail
elsewhere [8–10].
2.1. Sample
The ANIBES study is a cross-sectional study conducted using stratiﬁed multistage sampling.
To guarantee better coverage and representativeness, the ﬁeldwork was performed at 128 sampling
points across Spain. The design of the ANIBES study aims to deﬁne a sample size that is representative
of all individuals living in Spain, aged 9–75 years, and residing in municipalities of at least
2000 inhabitants. The initial potential sample consisted of 2634 individuals. For all analyses,
we eliminated participants with anomalous values of energy intake (EI) (men, <800 or >4000 kcal/day;
women, <500 or >3500 kcal/day) [11] to avoid introducing bias to the analysis. The ﬁnal sample
comprised 2007 individuals (1011 men, 50%; 996 women, 50%). In addition, for the youngest age
groups (9–12, 13–17, and 18–24 years), an “augment sample” was included to provide at least n = 200
per age group (error ˘ 6.9%). The augment sample is the process of increasing the amount of interviews
for a particular subgroup within the population in order to achieve an adequate number of interviews
to allow analysis of population subgroups or segments that wouldn't normally yield a sufﬁcient
number of interviews in a main random survey, without the expense of increasing the sample size for
the whole survey. Therefore, the random sample plus augment sample comprised 2285 participants.
The sample quotas according to the following variables were: age groups (9–12, 13–17, 18–64,
and 65–75 years), gender (men/women), and geographical distribution (Northeast, Levant, Southwest,
North–Central, Barcelona, Madrid, Balearic, and Canary Islands). Additionally, other factors for sample
adjustment were considered: unemployment rate, percentage of foreigners (immigrant population),
physical activity level assessed by The International Physical Activity questionnaire (IPAQ) [12],
tobacco use and education or economic level. Finally, participants’ weight, height, and waist
circumference were measured and body mass index was also calculated.
The ﬁeldwork for the ANIBES study was conducted from mid-September 2013 to mid-November
2013, and two previous pilot studies were also performed. To equally represent all days of the week,
study subjects participated during two weekdays and one weekend day. The ﬁnal protocol was
approved by the Ethical Committee for Clinical Research of the Region of Madrid, Spain [9].
2.2. Food and Beverage Record
Study participants were provided with a tablet device (Samsung Galaxy Tab 2 7.0,
Samsung Electronics, Suwon, South Korea) and trained in recording information by taking photos
of all food and drinks consumed during the 3 days of the study, both at home and outside the home.
Photos were to be taken before beginning to eat and drink, and again after ﬁnishing, so as to record
the actual intake. Additionally, a brief description of meals, recipes, brands, and other information
was recorded using the tablet. Participants who declared or demonstrated that they were unable to
use the tablet device were offered other options, such as using a digital camera and paper record
and/or telephone interviews. A total 79% of the sample used a tablet, 12% a digital camera, and
9% opted for a telephone interview. As no differences in the percentage of misreporting were found
according to the type of device used to assess dietary intake, we used the measurements of the three
assessment methods in the analysis. In addition to details of what and how much was eaten, for each
eating/drinking event, participants recorded where they were, who they were eating with, and whether
they were watching television and/or sitting at a table. After each survey day, participants recorded if
their intake was representative for that day (or the reason why if it was not), and details of any dietary
supplements taken. The survey also contained a series of questions about participants’ customary
eating habits (e.g., the type of milk usually consumed) to facilitate further coding. Food records were
returned from the ﬁeld in real time, to be coded by trained coders who were supervised by dieticians.
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An ad hoc central server software/database was developed for this purpose, to work in parallel with
the codiﬁcation and veriﬁcation processes. Food, beverage, and energy and nutrient intakes were
calculated from food consumption records using VD-FEN 2.1 software, a Dietary Evaluation Program
from the Spanish Nutrition Foundation (FEN), Spain, which was newly developed for the ANIBES
study by the FEN and is based mainly on Spanish food composition tables [13], with several expansions
and updates. Data obtained from food manufacturers and nutritional information provided on food
labels were also included. A food photographic atlas was used to assist in assigning gram weights
to portion sizes. The VD-FEN 2.1 software was developed to receive information from ﬁeld tablets
every 2 s, and the database was updated every 30 min. Energy distribution objectives for the Spanish
population were used to analyze the overall quality of the diet [9,14].
2.3. Data Preparation and Analysis
The present analysis focused on the TWI of all food and drink, determined from food composition
tables with several adaptations and updates [13]. Metabolic water (water derived from oxidation of
substrates) was not included so as to focus on comparisons with dietary water requirements.
Beverages were combined into eight categories for further analysis: (1) hot beverages,
including hot tea and coffee (iced teas in cans or bottles were considered caloric soft drinks); (2) milk (all
types of milk without separation by fat percentage); (3) fruit and vegetable juices (including nectars,
juice–milk blends, 100% fruit juices, and some typical Spanish beverages: horchata, gazpacho,
salmorejo, and white garlic); (4) caloric soft drinks (including colas, tonic water, sodas, ginger ale,
fruit ﬂavored drinks, iced teas in cans or bottles, sports drinks such as isotonic drinks with mineral
salts, and caffeinated energy drinks); (5) diet soft drinks (including the same beverages as in the
caloric soft drinks group but with artiﬁcial sweetener); (6) alcoholic drinks, including two groups:
(a) low-alcohol grade (mostly beer, wine, and cider); and (b) high-alcohol grade (including brandies,
liqueurs, tequila, vodka, whisky, etc.); (7) water (including tap water and bottled water); and (8) other
beverages (including soy-based beverages, non-alcoholic beer and wine, and others).
Additionally, a variety score was created as the sum of the different beverages used in our
classiﬁcation with a minimum value of 0 and a maximum value of 8.
To investigate daily trends, beverage consumption events were aggregated into six time periods,
approximately corresponding to breakfast (up to 10:00 a.m.), mid-morning (10:00 a.m.–1:00 p.m.),
lunch (1:00 p.m.–4:00 p.m.), mid-afternoon (4:00 p.m.–7:00 p.m.), dinner (7:00 p.m.–10:00 p.m.),
and other times.
TWI was compared with the European Food Safety Authority (EFSA) Dietary Reference Values
(DRV) for the Adequate Intake (AI) of water for men and women from 14 years of age onward (2.5 L and
2.0 L, respectively), and for boys and girls from 9 to 13 years of age (2.1 L and 1.9 L, respectively) [15].
Furthermore, Nordic and German-speaking countries take the approach that water intake is considered
inadequate when it is less than 1 g per kilocalorie of energy requirement [15]. Therefore, we used three
different approaches to deﬁne water intake adequacy to provide a more comprehensive estimate of
the proportion of participants who consume low amounts of water [16]. First, a classiﬁcation based
on the AI value, deﬁned by the EFSA as criterion 1. The second (criterion 2), a ratio between TWI
(water from food and beverages in grams) and EI in kcal higher than 1; and the combination of both as
ﬁnal criterion.
2.4. Statistical Analyses
Owing to reported differences in water consumption and recommended intakes between male
and female individuals, all analyses were carried out separately by gender. Crude differences in TWI
and beverage consumption between groups were assessed through an analysis of variance test or
t-tests with Bonferroni correction for multiple comparisons. Chi-squared tests were used for categorical
variables. All analyses were two-tailed, with statistical signiﬁcance set at p < 0.05.
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Partial Correlations between water intake, energy intake, and beverage consumption adjusted for
age, gender, body weight, and physical activity were calculated by the use of a variety score.
Multivariable linear regression models included adjustment for gender, age, weight, and physical
activity level. Multiple linear regression models were ﬁtted to assess the effect of varying the type
of beverages consumed (caloric vs. non-caloric) on EI while controlling for the effect of confounders
(gender, age, weight, and physical activity). The effect of replacing 100 g of caloric beverages with
100 g of non-caloric beverages was estimated by including caloric beverages (as a percentage of total
beverage weight) as the main independent variable, with total beverage weight (g) held constant.
This necessarily implies an equal and opposite change in other beverages. A further model included
energy from food, thus disallowing compensation (reduction in calories from food). Finally, we used
within-person daily consumption data to explore the effect of changes in daily beverage consumption,
with each person acting as their own control. The independent variables represent the standard
deviation of the mean of the three different measurements (3-day records) for each type of beverage
collected for each participant. The outcome (change in EI) was derived using the same methodology
(deviation from participants’ 3-day mean in energy intake) [16].
3. Results
The ANIBES sample was of 2285 healthy subjects aged 9 to 75 years, of which 50% of the
population was men and the other 50% were women. The study sample reﬂects the distribution of
male and female individuals in the general population of Spain [17] (Statistics National Institute (INE)
2011). A more detailed description of the ANIBES study population is given in Table 1 [13]. There was
no statistically signiﬁcant difference in the education or economic level between men and women.
However, men smoked more but engaged in more sport than women. Regarding the measures of
overweight and obesity, the data of ANIBES study were representative of the Spanish adult population,
according to the Spanish National Health Survey 2011–2012 [18]: 37% and 32% of men and women,
respectively, were overweight, and 21% and 19%, respectively, were obese.
Figure 1 shows the frequency distribution of TWI (g/day) over a three-day recording period,
organized by gender. On average, the TWI was 1.7 L (SE 21.2) for men and 1.6 L (SE 18.9) for women,
far less than the EFSA AI recommendations for adults (2.5 L and 2.0 L, respectively).

ȱ
Figure 1. Frequency distribution of total water intake (g/day) over three days by gender.
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Percentages of total weight consumed (g/day), daily EI (kcal/day), and water intake (g/day) are
presented in Table 2. Beverages were separated by category, with most consumed in similar amounts
by participants of both genders. However, men consumed exactly two times more alcoholic beverages
than women. The mean total EI was 1809 kcal/day (SE 11.1), and the relative contribution to total EI
from beverages was 12% (13% for men, 12% for women). Furthermore, 68% of the TWI came from
beverages and 32% from food. Those amounts coincided with EFSA recommendations (70%–80%
provided by beverages of all types and the remaining 20%–30% from food).
Table 1. Statistical description of the sample ANIBES.

Total

%

Female

%

1011

50.4

996

49.6

Count

100

5

62

6.1

38

3.8

Count

123

6.1

84

8.3

39

3.9

18–39

Count

777

38.7

387

38.3

390

39.2

40–64

Count

810

40.4

385

38.1

425

42.7

65–75

Count

197

9.8

93

9.2

104

10.4

Count

270

13.5

184

18.2

86

8.6

Spanish

Count

1933

96.3

975

96.4

958

96.2

Foreign

Count

74

3.7

36

3.6

38

3.8

Inactive

Count

884

44.0

389

38.5

495

49.7
50.3

Active

Count

1123

56.0

622

61.5

501

Primary or less

Count

743

37.0

378

37.4

365

36.6

Secondary

Count

858

42.8

434

42.9

424

42.6

Tertiary or University

Count

406

20.2

199

19.7

207

20.8

1000 € or less

Count

397

19.8

191

18.9

206

20.7

From 1000 to 2000 €

Count

795

39.6

393

38.9

402

40.4

Over 2000 €

Count

320

15.9

163

16.1

157

15.8

No income

Count

7

0.3

4

0.4

3

0.3

No answer

Count

488

24.3

260

25.7

228

22.9

Level of education

Economical level

Male

100

9–12

Unemployed

Level of physical activity

%

2007

13–17

Age Group

Foreigners (immigrant population)

Total

Northwest

Count

152

7.6

77

7.6

75

7.5

North Central

Count

161

8.0

79

7.8

82

8.2

Northeast + Barcelona AAMM

Count

368

18.3

177

17.5

191

19.2

Center + Madrid AAMM

Count

455

22.7

240

23.7

215

21.6

Levante

Count

335

16.7

176

17.4

159

16.0

South

Count

443

22.1

218

21.6

225

22.6

Canarias

Count

93

4.6

44

4.4

49

4.9

Yes

Count

602

30.0

338

33.4

264

26.5

No

Count

1182

58.9

527

52.1

655

65.8

Weight (kg)

Mean
(SE)

72.30
(0.39)

78.40
(0.56)

66.10
(0.46)

Height (cm)

Mean
(SE)

166.20
(0.23)

172.10
(0.31)

160.20
(0.22)

Waist Circumference

Mean
(SE)

87.70
(0.34)

91.90
(0.48)

83.40
(0.45)

Geographical distribution

Tabaco

BMI class (kg/m2 )

Underweight

Count

27

1.34

5

0.5

22

2.2

Normal weight

Count

880

43.84

417

41.2

463

46.5

Overweight

Count

694

34.57

375

37.1

319

32.0

Obese

Count

406

20.22

214

21.2

192

19.3
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5.8%
0.3%
1.4%
0.1%
6.2%
0.3%
23.3%
0.5%
0.3%
0.1%

5.1%
0.2%
1.8%
0.1%
4.6%
0.2%
24.8%
0.4%
0.2%
0.0%

Mean (SE)

Mean (SE)

Mean (SE)

Mean (SE)

Mean (SE)

Caloric soft drink

Diet soft drink

Alcohol

Water

Other non-alcoholic beverages

9.5%
0.2%

10.0%
0.2%

Mean (SE)

Milk
2.6%
0.2%

5.5%
0.2%

6.1%
0.1%

Mean (SE)

Hot beverages

2.4%
0.1%

54.5%
0.4%

55.0%
0.3%

Mean (SE)

Beverages only

Mean (SE)

45.5%
0.4%

45.0%
0.3%

Mean (SE)

Food only

Fruit & Vegetable Juices

2136.35
23.81

2071.55
15.87

Mean (SE)

All food and drink

7

0.2%
0.0%

26.3%
0.5%

3.0%
0.2%

2.1%
0.2%

4.4%
0.2%

2.2%
0.1%

10.6%
0.2%

6.6%
0.2%

55.4%
0.4%

44.6%
0.4%

2005.77
20.74

996

0.0%
0.0%

-

2.7%
0.1%

0.0%
0.0%

2.2%
0.1%

1.3%
0.1%

5.6%
0.1%

0.4%
0.0%

12.2%
0.1%

87.8%
0.1%

1809.01
11.15

2007

0.0%
0.0%

-

3.5%
0.2%

0.0%
0.0%

2.4%
0.1%

1.4%
0.1%

5.1%
0.1%

0.4%
0.0%

12.8%
0.2%

87.2%
0.2%

1955.68
16.43

1011

Men

0.0%
0.0%

-

1.9%
0.1%

0.0%
0.0%

2.0%
0.1%

1.2%
0.1%

6.0%
0.1%

0.5%
0.0%

11.6%
0.2%

88.4%
0.2%

1660.15
13.52

996

Women

Total

1011

2007

Women

Total

Count

Men

Contribution to Energy Intake
(kcal/Day) KCAL

Total Weight Consumed (g/Day)
GRAMS

Table 2. Contribution of food and beverages to total water and energy intake.

0.3%
0.0%

31.2%
0.4%

5.7%
0.2%

2.3%
0.1%

6.1%
0.2%

2.8%
0.1%

11.8%
0.2%

7.7%
0.2%

67.8%
0.3%

32.2%
0.3%

1625.12
14.22

2007

Total

0.3%
0.1%

29.5%
0.6%

7.6%
0.4%

1.8%
0.2%

6.9%
0.4%

3.0%
0.2%

11.3%
0.3%

7.0%
0.2%

67.6%
0.3%

32.4%
0.3%

1664.19
21.17

1011

Men

0.2%
0.0%

32.9%
0.6%

3.7%
0.2%

2.7%
0.2%

5.2%
0.3%

2.5%
0.2%

12.3%
0.3%

8.3%
0.3%

67.9%
0.4%

32.1%
0.4%

1585.47
18.89

996

Women

Contribution to Water Intake (g/Day)
WATER
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On average, the percentage of total beverage consumption from water over the three-day study
period was 46% for women and 41% for men (Figure 2). Water was the most frequently consumed
beverage, followed by milk, for both genders. Among men, the decreasing order of consumption was
alcoholic drinks, caloric soft drinks, and hot beverages, with similar percentages (11%, 11%, and 10%,
respectively). For women, the decreasing order was hot beverages (12%), caloric soft drinks (8%),
and alcohol (5%). Fruit and vegetable juices and diet soft drinks were consumed in lower amounts by
both genders.

Figure 2. Percentage of beverages consumed over a three-day period by gender.

In general (Table 3), the contribution of water intake from food increased with age, from 434 g/day
(SE 13.9) among younger participants (13–17 years) to 584 g/day (SE 24.8) among older adults
(65–75 years). This ﬁnding is likely owing to lower consumption of fruits and vegetables, which are
rich in water, for the youngest participants. The water contribution from beverages declined from
1202 g/day (SE 21.6) among adults (18–64 years) to 1002 g/day (SE 44.0) among older adults.
For adolescents, the mean consumption of caloric soft drinks was 167 g/day (SE 19.1) for
men, and 139 g/day (SE 15.9) for women (equivalent to about three cans per week for each).
However, consumption was lower among adults, with 114 g/day (SE 6.3) for men and 82.1 g/day
(SE 4.6) for women. Consumption of alcoholic drinks for adult men and women averaged 160 g/day
(SE 9.0) and 71 g/day (SE 4.8), respectively. The intake of alcoholic drinks among the oldest participants
(65–75 years) averaged 143 g/day (SE 19.0) for men and 53 g/day (SE 9.8) for women.
The principal sources of total dietary water, by gender and age group, are shown in
Figure 3. For both men and women, the main source was water, followed by milk. Children and
adolescents consumed higher amounts of water from milk and juices than adults, for both genders;
however, adolescents consumed less water from hot beverages and diet soft drinks than adults.
Adults and older adults had a lower intake of caloric soft drinks and juices but consumed greater
amounts of hot beverages and alcohol, for both men and women.
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9

274.67 (b,d)
(16.00)
87.67 (b,d)
(11.31)
166.97 (b,d)
(19.06)
21.65 (b)
(6.41)
(b,d)

419.88 (b)
(33.19)

309.73 (a,c)
(12.00)
91.56 (a,c)
(11.83)
113.02 (c)
(14.76)
12.09 (a,c)
(3.17)
491.00
(35.99)

204.48
(4.52)
58.22 (3.15)
112.76
(5.25)
28.81 (2.70)
122.36
(6.72)
542.12
(14.81)

Hot beverages Mean (g/day) (SE)

Milk Mean (g/day) (SE)

Alcohol Mean (g/day) (SE)

Water Mean (g/day) (SE)
-

1035.52
(44.79)

1001.85
(44.03)

583.72
(24.81)

5.90 (1.49)

114.19 (e)
(6.32)

50.94 (3.51)

175.69
(4.94)

120.95
(4.55)

12.26 (5.05)

452.69
(40.51)

143.45
(19.00)

7.98 (3.13)

26.43 (6.57)

34.25 (7.74)

206.64
(15.24)

151.82
(12.91)

OF WHICH (g/day)

1244.72 (e)
(21.86)

1201.89 (e)
(21.61)

515.60 (e)
(7.41)

1585.57
(57.75)

99

(E)

65–75

0.034

<0.001

<0.001

0.003

<0.001

<0.001

<0.001

<0.001

<0.001

<0.001

<0.001

<0.001

p1

2.90 (0.55)

568.75
(14.17)

59.03 (3.88)

40.26 (3.56)

79.17 (3.86)

45.05 (2.42)

202.55
(3.85)

123.93
(3.96)

1121.62
(15.65)

1083.62
(15.55)

476.31
(5.67)

1559.94
(17.53)

1125

(F)

Base

389.14 (f)
(34.77)
-

-

2.93 (2.34)

18.56 (9.28)

138.94 (g)
(15.91)

93.35 (f,g)
(17.17)

201.86
(15.43)

37.15 (f,g)
(6.81)

881.93 (f)
(33.59)

831.84 (f)
(33.16)

403.67 (g,i)
(17.83)

1235.51 (f,g)
(40.07)

74

(H)

13–17

472.31
(39.27)

-

20.90 (6.48)

67.32
(11.10)

91.76 (h,i)
(12.08)

249.77 (h)
(14.51)

41.85 (h,i)
(6.12)

943.92 (i)
(41.27)

894.37 (h)
(40.30)

440.18
(19.42)

1334.55 (h)
(46.58)

87

(G)

9–12

857

(I)

18–64

3.347 (0.67)

597.92
(17.03)

70.64 (4.85)

46.88 (4.48)

82.15 (j)
(4.59)

37.46 (2.27)

196.82
(4.28)

134.00
(4.33)

1169.24
(18.85)

1132.60
(18.72)

475.75 (j)
(6.45)

1608.35
(20.97)

Women
Age Group

p 1 value obtained through ANOVA test; (a) BD; (b) CD; (c) BE; (d) CE; (e) DE; (f) HI; (g) HJ; (h) GI; (i) GJ; (j) IJ = Signiﬁcant.

Other non alcoholic beverages (g/day) (SE)

Diet soft drink Mean (g/day) (SE)

Caloric soft drink Mean (g/day) (SE)

-

54.43 (b,d)
(7.37)

41.20 (a,c)
(4.26)

107.14
(3.60)

Total beverages Consumption Mean (g/day) (SE)

5.11 (1.11)

159.66
(9.05)
582.15
(19.15)

1026.43 (b)
(37.54)

1058.60 (a)
(40.39)

1181.00
(16.94)

Water from beverages only Mean (SE)

1.14
(1.14)

35.25 (d)
(3.68)

964.44 (b)
(36.31)

997.58 (a)
(39.33)

1134.73
(16.74)

Water from Food Mean (SE)

Fruit & Vegetable Juices Mean (g/day) (SE)

433.60 (b,d)
(13.96)

443.62 (a,c)
(13.72)

503.90
(6.07)

796
1717.49
(24.69)

136
1398.04 (b)
(43.29)

125
1440.20 (a)
(45.47)

(D)

18–64

1156

(C)

13–17

1638.63
(19.40)

(B)

(A)

Total Water intake from food & beverage Mean (SE)

Base

9–12

Base

Age Group

Men

Table 3. Total water intake and beverage consumption (g/day) by sex and age group (n = 2281).

3.52 (2.14)

537.72
(40.88)

52.82 (9.78)

17.91 (6.16)

23.66 (6.18)

34.42 (6.66)

210.45
(14.12)

170.00
(19.02)

1050.49
(42.78)

1019.31
(42.33)

560.47
(19.59)

1579.77
(48.94)

107

(J)

65–75

0.195

<0.001

<0.001

0.011

<0.001

<0.001

0.003

<0.001

<0.001

<0.001

<0.001

<0.001

p1
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Figure 3. Daily Water intakes (g/day) from beverage/food categories by age and gender among
ANBIES population.

TWI was highly correlated with beverage weight and water from beverages (r = 0.95), and
was more weakly correlated with food intake (r = 0.54, Table 4). Caloric soft drinks and alcoholic
drinks had a moderate correlation with total energy from beverages (r = 0.47 and 0.49, respectively),
whereas coefﬁcients were lowest for hot beverages and diet soft drinks.
Regarding beverage variety of eight types of beverages in our classiﬁcation, the variety score was
positively correlated with TWI (r = 0.39, p < 0.001) and with EI (r = 0.23, p < 0.001), suggesting that
beverage variety is an indicator of a higher consumption of food and drinks.
Figure 4 represents the inﬂuence of day of the week on beverage consumption. The total amount
of beverage intake (g) was slightly higher on Fridays among men and on Saturdays among women
than on other days of the week. This appears to be attributable to a higher consumption of alcoholic
drinks on the weekends for both groups. Consumption of water, milk, fruit and vegetable juices,
hot beverages, and diet soft drinks did not vary greatly by day of the week. With respect to beverage
consumption according to the time of day, over a 24 h period, in general, no signiﬁcant differences were
found by age or time of day in either men or women (Table 5). One exception was seen in differences in
the amount of beverages consumed by males during lunch when comparing children and adolescents
to adults, the consumption is higher in 18–64 year-old subjects.
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Total Water (g/day) (from food and beverages)
Total Water (g/day) from beverages
Total Water (g/day) from food
Total Food weight (g/day)
Total Beverages weight (g/day)
Total energy (kcal)
Total Energy (kcal) from food
Total Energy (kcal) from beverages
(1) Hot beverages (g/day)
(2) Milk (g/day)
(3) Fruit & vegetable juice (g/day)
(4) Caloric soft drink (g/day)
(5) Diet soft drink (g/day)
(6) Alcohol (g/day)
(7) Water (g/day)
(8) Other non alcoholic beverages (g/day)
Variety of beverages consumed in day (out of 8)

0.952 **
1
0.239 **
0.271 **
0.999 **
0.315 **
0.256 **
0.301 **
0.220 **
0.170 **
0.093 **
0.009
0.096 **
0.304 **
0.857 **
0.056 *
0.401 **

Total Water from
Beverages (g/Day)
0.524 **
0.239 **
1
0.966 **
0.233 **
0.428 **
0.480 **
´0.017
0.153 **
0.036
0.015
´0.115 **
´0.052*
0.014
0.249 **
0.049 *
0.130 **

Total Water from
Food (g/Day)
0.542 **
0.271 **
0.966 **
1
0.268 **
0.594 **
0.647 **
0.042
0.145 **
0.069 **
0.028
´0.072 **
´0.040
0.031
0.256 **
0.048 *
0.156 **

Total Food Weight
(g/Day)
0.950 **
0.999 **
0.233 **
0.268 **
1
0.331 **
0.264 **
0.335 **
0.214 **
0.189 **
0.113 **
0.038
0.093 **
0.304 **
0.843 **
0.054 *
0.408 **

Total Beverages
Weight (g/Day)
0.411 **
0.315 **
0.428 **
0.594 **
0.331 **
1
0.962 **
0.477 **
0.001
0.199 **
0.154 **
0.273 **
0.000
0.193 **
0.127 **
0.015
0.229 **

Total Energy (kcal)

** Correlation is signiﬁcant at the 0.01 level (bilateral); * Correlation is signiﬁcant at the 0.05 level (bilateral).

1
0.952 **
0.524 **
0.542 **
0.950 **
0.411 **
0.376 **
0.258 **
0.241 **
0.160 **
0.086 **
´0.028
0.068 **
0.271 **
0.830 **
0.064 **
0.392 **

Total Water (from Food
& Beverages) (g/Day)
0.376 **
0.256 **
0.480 **
0.647 **
0.264 **
0.962 **
1
0.219 **
0.008
0.111 **
0.074 **
0.157 **
0.023
0.061 **
0.171 **
0.021
0.143 **

Total Energy from
Food (kcal)
0.258 **
0.301 **
´0.017
0.042
0.335 **
0.477 **
0.219 **
1
´0.022
0.356 **
0.315 **
0.471 **
´0.074 **
0.494 **
´0.097 **
´0.015
0.360 **

Total Energy (kcal)
from Beverages

Table 4. Partial correlations between water intake, energy intake and beverage consumption. (3 days mean data adjusted for age, gender, body weight and
physical activity).
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160.50
(17.28)

Breakfast <10:00 Mean (SE)

Mid-morning 10:00 to 13:00
Mean (SE)

309.80
(50.88)

237.80 (a)
(34.62)

Other moments Mean (SE)

444.20 (c)
(25.25)

301.70
(6.02)

167.00
(6.79)

344.80
(6.32)

173.90
(6.98)

223.50
(4.45)

18–64 (C)

218.70
(37.67)

259.10
(13.85)

134.40
(14.28)

303.40
(16.00)

140.50
(13.23)

238.70
(12.47)

65–75 (D)

Total

392.40
(19.78)

289.50
(4.77)

160.60
(5.10)

328.80
(5.09)

167.50
(5.66)

226.90
(3.50)

<0.001

<0.001

0.1

<0.001

0.301

0.532

p1

180.80(a)
(27.13)

229.80
(13.37)

147.10
(12.22)

248.30
(14.33)

120.40
(11.25)

217.70
(10.54)

9–12 (A)

140.50 (b)
(11.01)

252.40
(20.04)

124.40
(10.73)

268.50
(12.20)

397.90
(17.71)

248.20
(4.72)

138.80
(5.15)

285.10
(5.15)

149.10
(6.19)

233.50
(4.47)

194.10 (d)
(10.24)
126.40
(13.68)

18–64 (C)

13–17 (B)

311.50
(47.13)

237.80
(14.76)

172.10
(14.23)

274.50
(12.42)

149.30
(14.86)

256.40
(13.47)

65–75 (D)

Women
Age Group

Men
Age Group

p value obtained through ANOVA test. (a) AC; (b) BC; (c) CD; (d) BD = signiﬁcant.

1

278.00
(14.16)

248.30
(9.86)

Snack 16:00 to 19:00 Mean (SE)

135.00
(8.71)

Dinner 19:00 to 22:00 Mean (SE)

166.30
(12.66)

295.70
(14.02)

(a)

283.90
(12.72)

Lunch 13:00 to 16:00 Mean (SE)

(b)

153.60
(17.17)

233.10
(9.50)

231.90
(6.84)

(a)

13–17 (B)

9–12 (A)

Amount of Beverages (g/Day)
Consumed between

Table 5. Beverage consumption according to time of day (hour interval), by age and gender.

Total

364.10
(15.19)

246.10
(4.20)

142.00
(4.32)

280.10
(4.32)

146.10
(5.20)

232.00
(3.81)

<0.001

0.593

0.096

0.116

0.436

0.01

p1
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Figure 4. Amount and types of beverages consumed according to day of the week (mean g/day),
separated by gender.

Appendix Table A1 shows a multiple regression model including four covariates (gender, age,
weight, and physical activity) as well as total beverage intake, which is mathematically equivalent
to substituting caloric beverages (sum of hot beverages, milk, fruit and vegetable juices, caloric soft
drinks, and alcoholic drinks) with an equal weight of non-caloric beverages (diet soft drinks and
water). The predicted effect of replacing 100 g of caloric beverages with 100 g of non-caloric drinks
was associated with a reduction in EI of 50 kcal (Model 1). When food EI was constrained as a constant
(i.e., disallowing compensation), the net impact of 100 g of caloric beverages was estimated at 40 kcal
(Model 2). Further adjustment for level of education, economic level, employment, etc. did not change
the reported results.
The second regression model analysis (Appendix Table A2) used a within-person change model
to address whether a change in a participants’ beverage consumption habits on any day could be
associated with a change in their total EI (compared with their three-day mean). Modeling each
beverage separately, with total beverage weight held constant, each of the above two non-caloric
beverages (diet soft drink and water) was negatively associated with energy (as were hot beverages),
whereas the ﬁve caloric beverages mentioned above were positively associated with energy (Model 3).
When combining caloric beverages, the ﬁnal models (Models 4 and 5) gave an estimated effect of
43 kcal per 100 g of caloric drinks substituted, or 34 kcal if EI from food was held constant.
Participants who fulﬁlled the EFSA AI recommendations of TWI for men and women (2.5
L and 2.0 L, respectively) were classiﬁed as Criterion 1. Participants with ratios of water/energy
intake >1.0 were included as Criterion 2 (considering a value of 1 g of water per 1 kcal of energy
intake). Finally, participants who met both deﬁnitions (Criteria 1 and 2) were classiﬁed as Criterion 3.
For children 9–13 years old, the EFSA AI is 2.1 L for boys and 1.9 L for girls. Following this analysis,
Table 6 shows that for both genders, more than 75% of women, about 80% of men, and nearly 90% of
children did not meet the AI recommendation for water consumption.
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Table 6. Combined classiﬁcation for the Total water intake (TWI) following established criteria.
EFSA 2.5 L Men, 2.0 L Women (14 a 75 Years) n = 2023
CRITERION 1: n (%)
CRITERION 2: n (%)
CRITERION 3 (1 and 2): n (%)
EFSA 2.1 L Boys, 1.9 L Girls (9 a 13 Years) n = 258
CRITERION 1: n (%)
CRITERION 2: n (%)
CRITERION 3 (1 and 2): n (%)

Men

Women

241 (12)
538 (27)
202 (10)

431 (21)
805 (40)
370 (18)

Boys

Girls

28 (11)
25 (10)
13 (5)

28 (11)
28 (11)
18 (7)

EFSA: European Food Safety Authority. (1) Criterion 1: TWI >2.5 L men, >2 L women (aged 14 to 75 years) >2.1 L
boys, >1.9 L girls (ages 9 to 13 years); (2) Criterion 2: Ratio of total water/total energy intakes >1; (3) Criterion 3:
Both criteria.

4. Discussion
This study provides analyses of total water intakes from all sources among a nationally
representative sample of the Spanish population aged 9–75 years, included in the 2013 ANIBES
study database. To our knowledge, the present analyses represent one of the few explorations of
the consumption of water and beverages in Spain, as well as the association with energy intake,
consumption according to time of day and day of the week, the association between beverage variety
and increased ﬂuid intake, and compliance with current AI recommendations, by gender and age.
The main ﬁndings of this study indicate that for the entire sample, TWI was 1625 g/day (SE 14.2).
In general, and as expected, male individuals had statistically higher intakes than female individuals
for both food and beverages. However, neither men nor women consumed sufﬁcient amounts of
water (1664 g/day for men, 1585 g/day for women), according to EFSA AI reference values [15].
Men consumed approximately 33% less than the AI and women nearly 21% less.
Most of the data analysis in this work was based on an earlier survey by Gibson and Shirreffs [16],
who analyzed the weighed dietary records from the National Diet and Nutrition Survey (2000/2001)
of 1724 British adults. Contrary to our ﬁndings, mean TWI in that population was nearly identical to
the EFSA reference AI for both genders.
The comparison is difﬁcult to do when we want to compare American and Spanish populations.
The NHANES study, developed in the US between 2005 and 2010, used the proposal by the Institute
of Medicine of the United States of America (IOM) as reference value, set as 3.7 L/day for men and
2.7 L/day for women [19]. This leads us to consider the need to investigate why the recommendations
of the EFSA and the IOM are so different if both recommendations include the water from both food
and beverage sources. The clariﬁcation of this issue deserves further study.
Mean daily EI was 1809 kcal/day (SE 11.1), of which 12% was provided by the beverages, close
to the 10% proposed by some international authorities (EFSA, WHO) [15,20] who recommended
that no more than 10% of the daily calorie intake should come from beverages. In the NHANES
study [21], the proportion of energy from beverages was 21%, while it was 16% in the British study [16].
Regarding this issue, in recent years, the impact of caloric soft drink consumption on obesity and
metabolic disorders has come under intense scrutiny and debate worldwide [22–25], and large
differences between countries have been observed. The present study showed that for the entire
Spanish population, caloric soft drinks contributed only 2% of the total EI, or 41.4 kcal/day (SE 1.5)
out of a total EI of 1809 kcal/day (SE 11.1). Lower consumption was seen in older adults, at 26.5 g/day
(SE 6.6). Higher consumption was found among adolescents, at 167 g/day (SE 19.1), followed by
adults and children, with similar mean consumptions of 114.2 g/day (SE 6.3) and 113 g/day (SE 14.8),
respectively). This ﬁnding is perhaps one of the most interesting ﬁndings of our study. The relatively
low contribution of caloric soft drinks to the EI could be attributable to the Mediterranean pattern of
consumption that this society keeps. By contrast, the NHANES study of the United States [21] has
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the highest contribution to EI from sweetened beverages. For adults, soda accounted for near 6% of
energy intake.
On the other hand, beverage consumption is uneven throughout the day; in this study, it tended
to be concentrated at lunchtime and was slightly higher on Fridays in men and on Saturdays in women.
Although we did not ﬁnd large variation, these ﬁndings reﬂect certain cultural trends of consumption
that appear to be attributable to a higher intake of alcoholic beverages on weekends among both
genders. The contribution of alcoholic drinks to the diet in the ANIBES study (135.7 g/day, SE 7.5)
was slightly higher than that in the ENIDE dietary survey of Spanish adults in 2011 (117 g/day) [7].
It is important to note that beverages with lower alcohol content (beer, wine, and cider) represented
over 90% of the energy contribution in adult and older populations. Furthermore, although these
data are of the highest quality obtainable, alcohol intake is one of the dietary components for which
underreporting may occur, especially among women and participants with higher education and
socioeconomic levels [26,27]. In fact, the reported amount of alcohol consumed by men was twice
that reported by women in this study. Anyway, this relatively high consumption of alcohol shown
could also be attributable to the Mediterranean dietary pattern that certainly remains rooted in Spanish
society. The Spanish Society of Community Nutrition (SENC) recommends the maximum consumption
of 1 to 1.5 servings/day of alcoholic beverages in women and 2 to 2.5 servings/day for adult males
in the context of a Mediterranean balanced diet. Consumption of alcoholic beverages is associated
with a more or less healthy dietary pattern. The types of alcoholic beverages that are closer to the
Mediterranean environment are [28] fermented drinks, wine, beer, and cider consumed during the
principal meals.
The strengths of this study include the careful design, protocol, and methodology used in the
ANIBES study. The present analysis can be used to inform approaches to improving the overall quality
of diet and hydration status of the Spanish population.
Two important limitations of this study must be noted. This study is a cross-sectional design,
which provides evidence for association but not causal relationships. The second limitation is that,
for logistical reasons, there was no inclusion of a hydration biomarker, which would allow assessment
of dietary beverage intake and hydration status without the bias of self-reported dietary intake and
also intra-individual variability. This biomarker should be included in further studies.
5. Conclusions
The present study shows clearly that neither men nor women consumed adequate TWI when
compared with EFSA reference values. The ANIBES study demonstrated that well-conducted national
surveys have the potential to yield rich contextual value data that can emphasize the need to undertake
appropriate health and nutrition policies to increase the total water intake at the population level,
promoting a healthy Mediterranean hydration pattern.
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Appendix
Table A1. Regression model estimating change in energy intake associated with adding caloric
beverages in place of non-caloric beverages.
Model 1
p Value

B
(Constant)
Gender
men
Age (years)
Weight (kg)
Physical activity
active
Total beverages (100 g/day)
5caloricbeverages (100 g) *

1597.476
253.295
´4.715
´2.722
´34.556
18.191
49.817

<0.001
<0.001
<0.001
<0.001
0.092
<0.001
<0.001

B

p Value

95% Conﬁdence Interval for B
Lower

Upper

1507.809
211.937
´5.931
´3.956
´74.704
14.541
42.757

1687.144
294.653
´3.499
´1.488
5.592
21.841
56.877

Model 2: Keeping Food Constant

(Constant)
Gender
men
Age (years)
Weight (kg)
Physical activity
active
Food (Kcal)
Total beverages (100 g)
5caloricbeverages (100 g) *

46.798
22.655
´0.969
´0.286
3.582
1.005
´0.889
40.079

<0.001
<0.001
<0.001
0.009
0.316
<0.001
<0.008
<0.001

95% Conﬁdence Interval for B
Lower

Upper

27.063
15.224
´1.182
´0.502
´3.424
0.997
´1.542
38.845

66.533
30.085
´0.755
´0.070
10.589
1.012
´0.235
41.312

* “5caloricbeverages” = sum of hot beverages, milk, fruit & vegetable juice, caloric soft drinks and
alcoholic drinks.

Table A2. Within-person change Model: estimated change in energy intake associated with
beverage substitution.
Model 3: Estimated Effect of Substituting Each Beverage Type *
Changes in:
Hot beverages (100 g)
Milk (100 g)
Fruit & vegetable juice (100 g)
Caloric soft drink (100 g)
Diet soft drink (100 g)
Alcoholic drinks (100 g)
Water (100 g)

p Value

B
´29.080
6.539
47.147
17.681
´35.621
18.612
´34.139

0.016
0.506
0.030
0.155
0.069
0.027
<0.0001

95% Conﬁdence Interval for B
Lower

Upper

´52.833
´12.726
4.578
´6.706
´73.997
2.128
´42.263

´5.326
25.804
89.716
42.069
2.755
35.096
´26.014

Model 4: Estimated Effect of Caloric Beverages Replacing Non-Caloric Beverages
p Value

B
Change in total beverages (100 g)
Change in caloric beverages (100 g)

´6.083
43.387

0.007
<0.0001

95% Conﬁdence Interval for B
Lower

Upper

´10.485
34.702

´1.682
52.071

Model 5: Estimated Effect of Caloric Beverages Replacing Caloric Beverages, Holding Food Energy
Constant
p Value

B
Change in food energy (100 kcal)
Change in total beverages (100 g)
Change in caloric beverages (100 g)

103.626
´7.718
34.232

<0.0001
<0.0001
<0.0001

95% Conﬁdence Interval for B
Lower

Upper

102.587
´8.701
32.292

104.666
´6.735
36.173

* Model 6 is a composite of 7 regressions, one for each beverage, adjusted for change in total beverages.
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Abstract: Hydration status is linked with health, wellness, and performance. We evaluated hydration
status, water intake, and urine output for seven consecutive days in healthy adults. Volunteers living
in Spain, Germany, or Greece (n = 573, 39 ˘ 12 years (51.1% males), 25.0 ˘ 4.6 kg/m2 BMI) participated
in an eight-day study protocol. Total water intake was estimated from seven-day food and drink
diaries. Hydration status was measured in urine samples collected over 24 h for seven days and
in blood samples collected in fasting state on the mornings of days 1 and 8. Total daily water
intake was 2.75 ˘ 1.01 L, water from beverages 2.10 ˘ 0.91 L, water from foods 0.66 ˘ 0.29 L.
Urine parameters were: 24 h volume 1.65 ˘ 0.70 L, 24 h osmolality 631 ˘ 221 mOsmol/kg H2 O, 24 h
speciﬁc gravity 1.017 ˘ 0.005, 24 h excretion of sodium 166.9 ˘ 54.7 mEq, 24 h excretion of potassium
72.4 ˘ 24.6 mEq, color chart 4.2 ˘ 1.4. Predictors for urine osmolality were age, country, gender,
and BMI. Blood indices were: haemoglobin concentration 14.7 ˘ 1.7 g/dL, hematocrit 43% ˘ 4% and
serum osmolality 294 ˘ 9 mOsmol/kg H2 O. Daily water intake was higher in summer (2.8 ˘ 1.02 L)
than in winter (2.6 ˘ 0.98 L) (p = 0.019). Water intake was associated negatively with urine speciﬁc
gravity, urine color, and urine sodium and potassium concentrations (p < 0.01). Applying urine
osmolality cut-offs, approximately 60% of participants were euhydrated and 20% hyperhydrated or
dehydrated. Most participants were euhydrated, but a substantial number of people (40%) deviated
from a normal hydration level.
Keywords: hydration status; water intake; hydration indices; urine; blood; seasonality; country

1. Introduction
The evaluation of hydration status in the general population in free-living and/or under special
conditions such as in disease or in the work environment is of unequivocal importance for public
health. This is because dehydration is linked with reduced physical and cognitive performance [1] or
disease [2,3].
Hydration status reﬂects the balance between water intake and loss. Water intake includes,
approximately, 20% contribution of water from solid foods and 80% contribution of water from
beverages and drinking water [4–6]. It follows that water intake, although mostly driven by thirst,
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depends on a variety of factors such as eating and drinking habits and preferences or availability of
foods and beverages [7–9]. Water loss consists mainly from excretion of water in urine, respiratory
water, feces and sweat [10]. Since the contribution of sweat in water loss is higher in a physically
active person and in hot weather [11], water loss is affected by physical activity levels and season.
Therefore, water loss is highly variable, even in healthy individuals, depending on the lifestyle of the
individual and on environmental conditions or geographical location.
Data on water intake in relation to hydration status in population groups in free-living conditions
are scarce. This constitutes a knowledge gap and consequently an obstacle in supporting initiatives
for improving the hydration of the population. There is an urgent need to build databases on the
estimation of water intake and of hydration status in the population.
Selecting the appropriate research tools for evaluating water intake and hydration status is
crucial. Seven day diaries, in which all foods and beverages consumed are recorded, may present
advantages in reﬂecting intake [12] compared with other tools, such as 24 h recall or food frequency
questionnaires [13]. A synthesis of indices in urine and blood samples [3,12,14–17] is necessary for
the evaluation of hydration status of individuals or population groups, as there is no single index to
reﬂect hydration status [12,18,19]. Yet, measuring a series of hydration indices in samples collected
over seven days instead of spot urine [20] may provide advantages since this approach incorporates
factors that ﬂuctuate during the week and affect hydration status, such as eating and drinking habits,
physical activity, and environmental conditions.
The objectives of the study were to assess hydration status, water intake and urine output in
summer and winter over seven days in a sample of healthy adults in three European countries.
2. Materials and Methods
Participating centers were the Agricultural University of Athens, Greece (GR), the German
Sport University, Cologne (GER), Germany, and the University of Castilla La Mancha, Spain (ESP).
The study was conducted in population living in the metropolitan areas of Athens, Cologne, and Toledo,
respectively, in parallel and following identical protocols during winter (1–3/2013, 12/2013, 1–2/2014)
and summer (6–8/2013, 6–7/2014). Five hundred and seventy three subjects aged 20–60 (39 ˘ 12 years)
(51.1% males) with a BMI 25.5 ˘ 4.2 kg/m2 for males and 24.5 ˘ 4.9 kg/m2 for females were enrolled
in the study. Subjects were adults aged 20–60 years with approximately equal numbers in each decade
of life. Demographic factors such as ethnic origin, living conditions, marital status, and other were not
considered to further stratify the sample.
The study protocol was approved by the Research Ethics Committee in each center involved
(197/27-02-2012 for Agricultural University of Athens, Greece, 4/02/213-18 for University of Castilla
La Mancha, Spain, 1/26-11-2012 for German Sport University, German). Written informed consent
was obtained from all subjects. Exclusion criteria were disease (diabetes insipidus, renal disease,
liver disease, gastrointestinal diseases or problems, cardiac or pulmonary diseases, disease that
limits mobility including muscle-skeletal diseases, or orthopedic problems), pregnancy, lactation,
hypertensive under severe salt restriction, taking drugs that are, or contain, diuretics, phenytoin,
lithium, demeclocycline, or amphotericin, and following a high-protein and/or hypocaloric diet.
Subjects were rescheduled or omitted if they caught ﬂu (cold) or had fever, vomiting, and/or diarrhea
or menstruation during the data collection period. Data from subjects who lost or gained more than
2% of body mass between day 1 and 8 were discarded. Additionally, data from subjects with values
of creatinine excretion rate (CER) >3500 mg/day or <350 mg/day were revealing inaccurate 24 h
urine collection [21], consequently four subjects who had CER >3500 mg/day were excluded from
the analyses. Twenty-eight subjects did not complete the protocol (13 in winter, 15 in summer) for
personal reasons.
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2.1. Recruitment
Recruitment started two weeks before, and continued throughout, the study period.
Recruitment strategy included invitations (a) sent by email to the non-academic and academic
personnel of the three study centers; (b) uploaded on social media and published in local newspapers;
(c) uploaded on internet sites related to nutrition; (d) distributed in paper at various non-academic
places; (e) sent by email to other academic and social work institutions in the greater area of the centers
involved (f) distributed at any seminar that the research teams were giving. Volunteers expressing
interest for participating to the study completed a screen questionnaire in order to detect any of
the exclusion criteria. If admitted to the study, subjects received the study protocol in writing,
verbal responses to any questions they had on the purpose of the study, detailed instructions on study
procedures including recording of food, drink and urination, and signed an informed consent form.
2.2. Study Protocol
Subjects entering the study received a small back pack containing instruction sheet for study
protocol; a diary for recording urine volume; a kitchen scale readable to 1 g; a urine collection container;
eight Zip-loc bags, seven of them containing 10 screw cap tubes (10 mL) for urine sampling, each labeled
with subject code number, day, and urination time and one Zip-loc bag containing one screw cap
tube (10 mL) for urine sampling in the morning of the eighth day. Additionally, subjects received a
styrofoam box (30 ˆ 50 ˆ 20 cm) and/or ice packs for the storage of samples. Furthermore, each subject
received (a) a seven day diary (7DD) to report in detail foods, drinks, water, wake up time, bed time;
(b) a physical activity questionnaire (Short version of the International Physical Activity Questionnaires;
IPAQ) [22] for each day of the week; and (c) a questionnaire including a series of questions regarding
the proﬁle of the individual, behavior and knowledge about hydration. A mini interview on motives
and barriers to good hydration was conducted on the ﬁrst day of the study period of each individual.
Subjects entered the study on different days of the week in order to achieve a reasonable
distribution of starting days over the week. On study day 1 subjects arrived fasted at the study center
between 7:00 and 9:30, bringing a weighted sample of their ﬁrst morning urine void. Upon arrival,
participants’ body height was measured was with mechanical sliding scale (Seca 711 Mechanical Sliding
Weight Beam Scale) and mass measured with electronic digital scale (TANITA, Body Composition
Analyser, TBF 300) wearing underwear and no shoes. They were also instructed to sit for approximately
15–20 min while ﬁlling in study questionnaires. Subsequently, a blood sample (5 mL) from a vein in
the forearm was collected without stasis.
On days 1–7, while going about their normal daily routine, subjects recorded their food and
drink consumption based on portion sizes and/or package information, collected and recorded
the weight of each urination and of time of collection and retained a sample in a numbered tube,
as instructed. Subjects stored the urine tubes in their refrigerator or in the styrofoam box using ice
packs until arrival to the refrigerator. On day 8, following an overnight fast, subjects visited the
laboratory, delivered their ﬁrst morning urine sample, blood samples were taken and body mass
was measured as on day 1. Urine collection of each day was from 00:00 to 24:00. A reconstituted
sample of 10 mL for each day consisted of samples from all samples that were collected during the 24 h
period. The ratio of the volume of each urination per 24 h volume was calculated. The contribution
of each urination to the reconstituted sample of 10 mL was calculated so that the volume ratio of
each urination per 10 mL was the same to that of the volume ratio of each urination per the 24 h
volume. Urine color was determined via the eight-point urine color chart developed by Armstrong
(1994), urine and serum osmolality were measured in duplicate using freezing-point osmometer
(Cryoscopic Osmometer, Osmomat 030, Gonotec). Urine and serum sodium and potassium were
measured by ion selective electrode methods and urine creatinine was measured by the Jaffe enzymatic
colorimetric method (Cobas Integra 400 plus). Urine speciﬁc gravity was measured with a pen
refractometer (Master Reftractometer, Atago, cat. No. 2771). Urine volume was measured with an
electronic digital scale (Soehnle Fiesta 65106). Hematocrit was determined via Micro Hematocrit
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Centrifuge (model, KHT-400), hemoglobin via spectrophotometer absorption (Pointe Scientiﬁc Inc.
Hemoglobin Reagent Set, Canton, MI, USA). Finally, 7DD were analyzed with Diet Analysis plus
version 6.1 (ESHA Research, Wadsworth Publishing Co. Inc., Salem, OR, USA) for the Greek population,
PCN CESNID version 1.0 (Centre D’Ensenyament Superior De Nutricio I Dietetica, University of
Barcelona, Barcelona, Spain) for the Spanish population and EBIS pro (German Food Database 3.1,
University of Hohenheim, Stuttgart, Germany) for the German population.
Meteorological conditions (minimum and maximum temperature; relative humidity, precipitation)
were provided by the nearest weather station of the center on each of the sampling days.
2.3. Statistical Analysis
Continuous variables are expressed as mean ˘ standard deviation for variables following normal
distribution. Normal distribution of all continuous variables was tested with the parametric test
Shapiro–Wilk or graphically assessed by histograms. Correlations between variables were evaluated
using Pearson’s or Spearman’s correlation coefﬁcient. Differences between genders and seasons (P1–P4)
were derived through Student’s t-test for normally distributed variables. Differences among countries
(P5) and among hyperhydrated, euhydrated, and dehydrated subjects were derived through One Way
Anova test for normally distributed variables. Post hoc comparisons among countries were performed
using Bonferroni test. The multivariate associations between variables were assessed using linear
regression models, adjusted for all biologically plausible confounders. Subjects with missing some
day value in one variable were not excluded from the analysis; the average of the week value was
calculated from the remaining data. Statistical analysis was performed by SPSS package, version 16.1
(SPSS Inc., Chicago, IL, USA). We deemed statistical signiﬁcance at α = 0.05.
3. Results
The population of the study that completed the protocol consisted of 573 subjects
(age 39 ˘ 12 years; 280 females). 297 subjects (age 39 ˘ 12 years; 155 females) completed the protocol
in the summer period. The mean BMI of males was 25.5 ˘ 4.2 kg/m2 and females 24.5 ˘ 4.9 kg/m2
(p = 0.012).
3.1. 24 h Urine Samples
Mean hydration indices (sodium, potassium, osmolality, urine volume, speciﬁc gravity, color) for
24 h urine samples from the seven days collection for males and females in winter and summer period
and for each country are presented in Table 1.
Urine samples of men were more concentrated, as they had higher osmolality, speciﬁc gravity,
and darker color. Women’s lower osmolality values are in agreement with the ﬁnding that quantities of
sodium, potassium, and creatinine over a 24 h period (p < 0.001) are lower in women. There were also
signiﬁcant sex differences in summer period for most urine indices; females produced less concentrated
urine of lower osmolality (p < 0.001) and excreted lower quantities of sodium and potassium (p < 0.001
and p = 0.016, respectively). Differences were observed in all urinary hydration indices (p < 0.001)
among countries.
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76.2 ˘ 25.7
68.5 ˘ 28.3
72.2 ˘ 27.3
0.005
0.016
0.789
76.1˘ 22.9
68.6 ˘ 25.6
72.4 ˘ 24.6
<0.001
77.9 ˘ 24.1 #
74.0 ˘ 27.8 +
64.4 ˘ 18.7
<0.001

181.9 ˘ 50.1
145.6 ˘ 53.1
162.8 ˘54.7

0.021
<0.001
0.065

180.1 ˘ 50.8
153.2 ˘ 55.3
166.9 ˘ 54.7
<0.001

162.2 ˘ 50.3 *,#
192.8 ˘ 51.7 +
143.8 ˘ 51.0
<0.001

Male
Female
Total

P1
P2
P3

Total Male
Total Female
Total Sample
P4

German
Spain
Greece
P5

Winter

Summer
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675 ˘ 203
585 ˘ 229
631 ˘ 221
<0.001
492 ˘ 170 *,#
753 ˘ 180+
658 ˘ 224
<0.001

1454.0 ˘ 401.0 *
1807.9 ˘ 621.2 +
1377.9 ˘ 415.3
<0.001

0.001
<0.001
0.111

698 ˘ 192
596 ˘ 251
645 ˘ 230

652 ˘ 211
571 ˘ 197
615 ˘ 209

Urine Osmolality
(mOsmol/kg¨ H2 O)

1779.1 ˘ 489.9
1310 ˘ 444.7
1549.1 ˘ 523.4
<0.001

<0.001
<0.001
0.795

1820.6 ˘ 451.6
1290.0 ˘ 474.4
1543.7 ˘ 533.6

1738.4 ˘ 523.0
1335.6 ˘ 404.1
1555.2 ˘ 512.8

Creatinine
(mg/Day)

2.13 ˘ 0.76 *,#
1.40 ˘ 0.49
1.36 ˘ 0.50
<0.001

1.63 ˘ 0.66
1.66 ˘ 0.74
1.65 ˘ 0.70
0.619

0.586
0.789
0.370

1.61 ˘ 0.70
1.63 ˘ 0.77
1.62 ˘ 0.73

1.66 ˘ 0.62
1.70 ˘ 0.72
1.68 ˘ 0.66

Urine Volume (L)

USG

1.014 ˘ 0.005 *,#
1.019 ˘ 0.004 +
1.017 ˘ 0.006
<0.001

1.018 ˘ 0.005
1.015 ˘ 0.006
1.017 ˘ 0.005
<0.001

0.003
<0.001
0.679

1.018 ˘ 0.005
1.015 ˘ 0.006
1.017 ˘ 0.006

1.018 ˘ 0.005
1.016 ˘ 0.005
1.017 ˘ 0.005

Color

4.4 ˘ 1.3 #
4.4 ˘ 1.5 +
4.0 ˘1.5
0.008

4.5 ˘ 1.3
4.0 ˘ 1.5
4.2 ˘ 1.4
<0.001

0.069
<0.001
0.983

4.6 ˘ 1.2
3.9 ˘ 1.6
4.2 ˘ 1.5

4.4 ˘ 1.4
4.1 ˘ 1.3
4.2 ˘ 1.4

p-values derived through Student’s t-test for differences between genders and season; and one-way ANOVA among countries; * signiﬁcant difference between German and Spain;
# signiﬁcant difference between German and Greece; + signiﬁcant difference between Spain and Greece; P1 refers to comparisons between gender for winter, P2 refers to comparisons
between gender for summer, P3 refers to comparisons between summer and winter for the total sample (males and females together); P4 refers to comparisons between males and
females (winter and summer together); P5 refers to comparisons between countries.

Country

Winter & Summer

76.0 ˘ 20.1
68.8 ˘ 21.8
72.7 ˘ 21.2

178.4 ˘ 51.5
162.9 ˘ 56.7
171.4 ˘ 54.4

Male
Female
Total

Potassium
(mEq/Day)

Sodium
(mEq/Day)

Table 1. 24 h urine hydration indices of participants in winter and summer.
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3.2. Blood Indices
Differences in serum osmolality (p = 0.001), hemoglobin and hematocrit were observed between
genders (p < 0.001; Table 2). All indices were within the physiological ranges. In the summer population
no differences were observed in serum glucose (p = 0.081), serum sodium (p = 0.166), and serum
potassium (p = 0.092) between males and females.
Table 2. Blood and serum hydration indices of participants in winter and summer.
Hb (g/dL)

Htc (%)

Glucose
(mmol/L)

Serum Osmolality
(mOsmol/kg H2 O)

Sodium
(mEq/L)

Potassium
(mEq/L)

Winter

Male
Female
Total

15.3 ˘ 1.5
14.1 ˘ 1.6
14.7 ˘ 1.7

45 ˘ 3
42 ˘ 4
43 ˘ 4

4.67 ˘ 0.46
4.73 ˘ 0.52
4.70 ˘ 0.49

297 ˘ 10
294 ˘ 10
296 ˘ 10

143.0 ˘ 4.9
141.6 ˘ 3.9
142.4 ˘ 4.5

4.4 ˘ 0.4
4.4 ˘ 0.4
4.4 ˘ 0.4

Summer

Male
Female
Total

15.5 ˘ 1.5
14.0 ˘ 1.6
14.7 ˘ 1.7

45 ˘ 3
41 ˘ 4
43 ˘ 4

5.02 ˘ 1.09
4.88 ˘ 1.59
4.94 ˘ 1.37

293 ˘ 7
291 ˘ 8
292 ˘ 8

143.3 ˘ 5.1
144.7 ˘ 11.3
144.0 ˘ 8.9

4.5 ˘ 0.5
4.6 ˘ 0.6
4.6 ˘ 0.6

P1
P2
P3

<0.001
<0.001
0.824

<0.001
<0.001
0.397

0.339
0.388
0.005

0.015
0.081
<0.001

0.020
0.166
0.005

0.580
0.064
<0.001

Winter & Summer

Total Male
Total Female
Total Sample
P4

15.4 ˘ 1.5
14.0 ˘ 1.6
14.7 ˘ 1.7
<0.001

45 ˘ 3
42 ˘ 4
43 ˘ 4
<0.001

4.84 ˘ 0.85
4.81˘ 1.24
4.83 ˘ 1.06
0.724

295 ˘ 9
292 ˘ 9
294 ˘ 9
0.001

143.1 ˘ 5.0
143.3 ˘ 8.9
143.2 ˘ 7.2
0.717

4.5 ˘ 0.5
4.5 ˘ 0.5
4.5 ˘ 0.5
0.159

Country

German
Spain
Greece

14.3 ˘ 1.3 *
15.2 ˘ 1.3+
14.6 ˘ 2.3

43 ˘ 3 *,#
46 ˘ 3 +
41 ˘ 4

4.52 ˘ 1.43 *,#
4.96 ˘ 0.39
5.07 ˘ 0.97

298 ˘ 11*#
289 ˘ 8 +
294 ˘ 6

141.0 ˘ 1.7 #
141.2 ˘ 2.6 +
148.5 ˘ 11.4

4.5 ˘ 0.4 #
4.4 ˘ 0.5 +
4.6 ˘ 0.6

P5

<0.001

<0.001

<0.001

<0.001

<0.001

<0.001

p-values derived through Student’s t-test for differences between genders and season; and one-way ANOVA
among countries; * signiﬁcant difference between German and Spain; # signiﬁcant difference between German
and Greece; + signiﬁcant difference between Spain and Greece; P1 refers to comparisons between gender for
winter, P2 refers to comparisons between gender for summer, P3 refers to comparisons between summer and
winter for the total sample (males and females together), P4 refers to comparisons between males and females
(winter and summer together), and P5 refers to comparisons between countries.

3.3. Total Water Intake
Total water intake, water from beverages, water from foods, total energy intake, and energy
from beverages are presented by gender, season, and country (Table 3). Water intake from beverages
is correlated positively with total water intake (rho = 0.955, p < 0.001), energy intake (rho = 0.297,
p < 0.001), and energy intake from beverages (rho = 0.576, p < 0.001). Daily water intake and water
intake from beverages were higher in the summer compared to the winter period (p = 0.019 and
p = 0.027 respectively). Differences were also observed between genders; when compared to females,
males recorded higher total water (2.93 ˘ 1.10 L/day) and energy intake (2329 ˘ 686 kcal/day),
consumed more water from beverages (2.27 ˘ 1.02 L/day) and received more calories from beverages
(320 ˘ 219 kcal/day) (p < 0.001). Water intake derived from foods was higher in males compared to
females totally (p = 0.027), but no differences were observed between seasons.
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Table 3. Daily intake of water from all sources, from beverages and foods, separately of participants in
winter and summer periods.
Total Water
Intake (L/Day)

Water from
Beverages (L/Day)

Water from
Foods (L/Day)

Total Energy
Intake (kcal/Day)

Energy from
Beverages (kcal/Day)

Winter

Male
Female
Total

2.77 ˘ 1.10
2.49 ˘ 0.80
2.64 ˘ 0.98

2.12 ˘ 1.09
1.89 ˘ 0.71
2.01 ˘ 0.94

0.67 ˘ 0.31
0.61 ˘ 0.25
0.64 ˘ 0.29

2248 ˘ 659
1913 ˘ 477
2093 ˘ 605

302 ˘ 203
258 ˘ 143
282 ˘ 179

Summer

Male
Female
Total

3.09 ˘ 1.07
2.61 ˘ 0.91
2.84 ˘ 1.02

2.41 ˘ 0.93
1.97 ˘ 0.75
2.18 ˘ 0.87

0.69 ˘ 0.29
0.64 ˘ 0.29
0.68 ˘ 0.29

2413 ˘ 706
1989 ˘ 580
2192 ˘ 676

338 ˘ 233
254 ˘ 141
294 ˘ 195

P1
P2
P3

0.014
<0.001
0.019

0.034
<0.001
0.027

0.075
0.152
0.339

<0.001
<0.001
0.068

0.038
0.001
0.430

Winter & Summer

Total Male
Total Female
Total Sample
P4

2.93 ˘ 1.10
2.55 ˘ 0.86
2.75 ˘ 1.01
<0.001

2.27 ˘ 1.02
1.93 ˘ 0.73
2.10 ˘ 0.91
<0.001

0.68 ˘ 0.30
0.63 ˘ 0.27
0.66 ˘ 0.29
0.027

2329 ˘ 686
1955 ˘ 537
2148 ˘ 644
<0.001

320 ˘ 219
256 ˘ 142
288 ˘ 188
<0.001

Country

German
Spain
Greece

3.29 ˘ 0.98 *,#
2.55 ˘ 0.98
2.35 ˘ 0.77

2.49 ˘ 0.87 *,#
1.96 ˘ 0.95
1.82 ˘ 0.74

0.81 ˘ 0.27 *,#
0.61 ˘ 0.29 +
0.54 ˘ 0.23

2412 ˘ 609 *,#
2214 ˘ 633 +
1777 ˘ 512

358 ˘ 240 *,#
296 ˘ 145 +
203 ˘ 113

P5

<0.001

<0.001

<0.001

<0.001

<0.001

p-values derived through Student’s t-test for differences between genders and season; and one-way ANOVA
among countries; * signiﬁcant difference between German and Spain; # signiﬁcant difference between German
and Greece; + signiﬁcant difference between Spain and Greece; P1 refers to comparisons between genders for
winter, P2 refers to comparisons between gender for summer, P3 refers to comparisons between summer and
winter for the total sample (males and females together), P4 refers to comparisons between males and females
(winter and summer together), and P5 refers to comparisons between countries.

3.4. Classiﬁcation of Subjects
Subjects were further classiﬁed as hyperhydrated, euhydrated, and dehydrated according to
reference values of 24 h urine osmolality for men and women [16,17]; classiﬁcation is presented in
summary in Figure 1, and in detail in Table 4.

(a)ȱ

(b)

Figure 1. Distribution of hyperhydrated, euhydrated, and dehydrated (a) females and (b) males.
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Table 4. Water intake and 24 h urine indices of females and males, according to the categories of
hydration status based to urine osmolality.
Categories of Hydration Status According to Urine Osmolality (mOsm/kg H2 0)

Females, % (n)
Total water intake (L/day)
Water from beverages (L/day)
24 h urine volume (L)
24 h urine speciﬁc gravity
24 h urine color
24 h urine Na (mEq/day)
24 h urine K (mEq/day)
24 h urine creatinine (mg/day)
Males, % (n)
Total water intake (L/day)
Water from beverages (L/day)
24 h urine volume (L)
24 h urine speciﬁc gravity
24 h urine color
24 h urine Na (mEq/day)
24 h urine K (mEq/day)
24 h urine creatinine (mg/day)

Hyperhydrated

Euhydrated

Dehydrated

(<383)
23.2 (64)
3.36 ˘ 1.02
2.60 ˘ 0.91
2.51 ˘ 0.73
1.009 ˘ 0.002
3.0 ˘ 1.2
129.4 ˘ 37.1
73.9 ˘ 36.5
1137.6 ˘ 249.1
(<475)
19.4 (55)
3.59 ˘ 1.04
2.83 ˘ 1.00
2.45 ˘ 0.69
1.011 ˘ 0.002
3.6 ˘ 1.4
156.4 ˘ 50.0
76.9 ˘ 19.9
1517.7 ˘ 399.02

(383 to 810)
58.0 (160)
2.42 ˘ 0.61
1.81 ˘ 0.49
1.54 ˘ 0.52
1.016 ˘ 0.004
3.9 ˘ 1.2
158.7 ˘ 59.1
67.6 ˘ 21.6
1362.5 ˘ 494.0
(475 to 880)
61.8 (181)
2.8 ˘ 0.99
2.15 ˘ 0.86
1.56 ˘ 0.46
1.018 ˘ 0.003
4.3 ˘ 1.1
187.7 ˘ 46.4
77.7 ˘ 24.4
1862.9 ˘ 483.3

(>810)
18.8 (52)
2.02 ˘ 0.65
1.53 ˘ 0.57
1.00 ˘ 0.25
1.023 ˘ 0.003
5.5 ˘ 1.2
166.3 ˘ 54.2
65.4 ˘ 20.1
1363.6 ˘ 429.6
(>880)
18.8 (54)
2.64 ˘ 1.25
2.08 ˘ 1.31
1.00 ˘0.24
1.025 ˘ 0.02
5.9 ˘ 1.0
180.1 ˘ 59.5
69.8 ˘ 20.2
1771.2 ˘ 522.1

p

<0.001
<0.001
<0.001
<0.001
<0.001
<0.001
0.153
0.002

<0.001
<0.001
<0.001
<0.001
<0.001
<0.001
0.091
<0.001

Results are presented as mean ˘ SD; p-values derived through one-way ANOVA for the normally
distributed variables.

It was observed that 23.2%, 58.0%, and 18.8% of females and 19.4%, 61.8%, and 18.8% of males
classiﬁed to the hyperhydrated, euhydrated, and dehydrated categories, respectively. Subjects that
were classiﬁed to the hyperhydrated category also had higher total water intake (p < 0.001), greater
urine volume (p < 0.001), lower speciﬁc gravity (p < 0.001), lighter color (p < 0.001), lower sodium and
creatinine concentration (p < 0.001), and higher water intake from beverages (p < 0.001).
3.5. Linear Regression Model
Age (Beta = ´4.033, p < 0.001), country (Beta = 81.196, p < 0.001), sex of subjects (Beta = 90.447,
p < 0.001) and BMI (Beta = 9.146, p < 0.001) were signiﬁcant predictors of 24 h urine osmolality while
season and physical activity were not. The overall model ﬁt was R2 = 0.208.
The age (Beta = 0.007, p = 0.009) and the country (Beta = –0.396, p < 0.01) of the subjects were
predictors of 24 h urine volume. The overall model ﬁt was R2 = 0.224. Country (Beta = ´0.244,
p = 0.001), sex of subjects (Beta = 0.473, p < 0.01), age (Beta = ´0.013, p = 0.018), and BMI (Beta = 0.046,
p = 0.002) were signiﬁcant predictors of 24 h urine color. The overall model ﬁt was R2 = 0.068.
4. Discussion
For the ﬁrst time, a series of urine hydration indices from 24 h samples collected over seven
consecutive days and blood hydration indices were measured in a sample of 573 healthy participants in
three European countries and compared with water intake from seven day dietary records. The study
contributes with new data to the literature referring to European hydration issues, allowing the
observation of associations between water intake and hydration biomarkers.
Data in large populations groups of hydration indices are rare. Urine and blood hydration indices
provide information that reﬂect water intake, water losses, and physiological processes. The present
study is the ﬁrst that measures ﬂuid intake and urine output in a sample of the population from three
countries at the same time using alike methodology. A demanding protocol for the collection of water
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intake information and urine samples, incorporates ﬂuctuations in intake, and indices within the day
and the week.
Urine hydration indices (24 h osmolality, volume, and color) were associated with age, gender,
BMI, and country.
Country, gender, and age were found to be signiﬁcant predictors of 24 h urine osmolality.
This ﬁnding is in accordance with the review from Manz and Wentz [23], that describes large
intercultural differences in 24 h urine osmolality values (from 360 to 860 mosm/kg). In our study
values of 24 h urine osmolality, speciﬁc gravity, and color were signiﬁcantly lower in the German
population compared with the Spanish or Greek (p < 0.05 in all cases), while 24 h urine volume was
signiﬁcantly higher (p < 0.05). Total water intake and water intake from beverages was signiﬁcantly
higher in the German population than the Spanish or Greek populations. These differences may be
attributed to dietary habits observed in the regions studied, partly related to the availability of local
foods or beverages.
Regarding gender, women, in comparison to men had better hydration status. This may reﬂect
different hydration, dietary and/or lifestyle choices between men and women. In general, women
exhibit a more virtuous pattern of eating and food choices than men [24]. A study conducted in
23 countries showed that men’s dietary choices were less healthy, because health is less important
motivation to them in the food domain [25]. Women seem to be more reﬂective about health issues
and foods. Therefore, when it comes to adopting hydration guidelines there may be analogies with
adopting nutritional guidelines in men and in women.
Age was a signiﬁcant predictor for 24 h urine osmolality; as age increases urine osmolality
decreases. This ﬁnding is in accordance with the study of Manz, et al. [26] where age related decrease in
urine osmolality was observed. In the present study we found that country (Greece, Spain or Germany)
was a signiﬁcant predictor for 24 h urine volume. In a previous study conducted in adults (n = 10,079)
large differences of mean 24-h urine volume identiﬁed between 52 centers all over the world [27].
It may be that lifestyle choices, environmental conditions, and other factors associated with living in
different countries affect hydration status of the populations.
Using cutoffs for 24 h urine osmolality [16,17] approximately 60% of the subjects from three
European countries were euhydrated. The distribution of hyperhydrated and dehydrated was similar
for males and females. Hyperhydrated subjects consumed more ﬂuids on daily basis (about 3.5 L/day),
voided larger volumes (2.5 L/day) and provided urine samples that were less concentrated.
It must be noted that results presented herein derive from a volunteer sample of subjects from
three countries and may not be generalizable to the entire European population. Further analysis of
data by country of origin, age group, physical activity level, etc., may reveal the inﬂuence of these
factors to the hydration status of the studied group.
In our study the mean total water intake was 2.75 ˘ 1.01 L/day. Previous studies [23,28] have
reported daily ﬂuid intake using Food Frequency Questionnaires (FFQ) or 24 h recall. These tools
may underestimate water intake [29]. Gibson and Shirreffs [30] found that total water intake from
foods and beverages was 2270 g/day in UK population and observed ﬂuctuations in water intake
during a week, recording higher consumption of drinks on Fridays and Saturdays. A seven-day ﬂuid
speciﬁc record given in 13 different countries found that mean daily water intake was 1980 mL/day,
with highest ﬂuid intake recorded in Germany (2.47 L/day) and the lowest in Japan (1.50 L/day) [31].
Water intake guidelines are frequently complex and not always harmonized. For example, D-A-CH
suggests the intake of water from 1 mL/kcal of energy intake for adults [32], European Food Safety
Authority (EFSA) suggests 2.5 and 2.0 L/day from males and females [4], and I.O.M. suggests 3.7 and
2.7 L/day for males and females respectively [5]. Recommendations for the Europeans are lower than
US population and refer to water intake from all sources.
The contribution of foods in water intake was 24% (approximately 700 mL) with no differences
reported between genders. This ﬁnding is similar to those provided in the scientiﬁc opinion of EFSA [4]
and in previous studies [3,33].
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The daily intake of beverages (2.1 ˘ 0.91 L/day) contributes approximately 290 kcal (13% of energy
intake). Data of total energy intake are in accordance with previous published studies. In particular,
total energy intake in the EPIC study was 2508 (2167, 2950) kcal for men and 1999 (1741, 2348)
kcal for women and in the ATTICA study was 2595 ˘ 877 kcal for men and 2132 ˘ 658 kcal for
women [34,35]. In the present study 24 h total water intake is strong and positively correlated with
24 h water intake from beverages (r = 0.955, p < 0.001) and energy intake from beverages (r = 0.543,
p < 0.001). Moreover, differences were observed in the total water intake between seasons (p = 0.019).
This difference could be explained due to high temperatures in summer period compared to winter,
which reﬂects higher ﬂuid intake and sweat loss. However, this difference of 200 mL/day between
seasons is lower than a previous study in Greece [33]. This difference could be explained due to
different environmental conditions (temperature, humidity) and alternative lifestyle choices of the
participants [20].
5. Conclusions
In conclusion, in a free-living population from German, Spain, and Greece approximately 60%
were euhydrated while approximately 20% were hyperhydrated and 20% dehydrated on average over
a seven-day period. Differences observed on urine and blood hydration indices, total water intake,
and water intake from beverages and foods suggest that a variety of dietary or lifestyle factors that
may be associated with improving hydration status.
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Abstract: This study explored the effects of physical activity (PA) and ambient temperature on
water turnover and hydration status. Five-hundred seventy three healthy men and women
(aged 20–60 years) from Spain, Greece and Germany self-reported PA, registered all food and
beverage intake, and collected 24-h urine during seven consecutive days. Fasting blood samples
were collected at the onset and end of the study. Food moisture was assessed using nutritional
software to account for all water intake which was subtracted from daily urine volume to allow
calculation of non-renal water loss (i.e., mostly sweating). Hydration status was assessed by urine and
blood osmolality. A negative association was seen between ambient temperature and PA (r = ´0.277;
p < 0.001). Lower PA with high temperatures did not prevent increased non-renal water losses
(i.e., sweating) and elevated urine and blood osmolality (r = 0.218 to 0.163 all p < 0.001). When summer
and winter data were combined PA was negatively associated with urine osmolality (r = ´0.153;
p = 0.001). Our data suggest that environmental heat acts to reduce voluntary PA but this is not
sufﬁcient to prevent moderate dehydration (increased osmolality). On the other hand, increased PA
is associated with improved hydration status (i.e., lower urine and blood osmolality).
Keywords: hydration status; physical activity; urine osmolality; 24-h urine volume

1. Introduction
Water intake comes from drinking ﬂuids (water and other beverages), moisture in food and water
produced by the body during oxidation. In turn, body water losses occur via urine, feces, sweat and
insensible loss through the skin and by evaporation from the respiratory tract. Hydration status is
the result of the balance between water intake and body water loss. When body water losses are
higher than ﬂuid intake, hypohydration results. In this paper, we will refer to the acute process of
loss of body water as dehydration [1] and to the maintained body ﬂuid deﬁcit as hypohydration.
Hypohydration has been linked to negative long-term health outcomes. Inadequate hydration together
with elevated ingestion of calcium and sodium are related to nephrolithiasis [2]. A low intake of plain
water is also associated with a higher prevalence of chronic kidney disease [3]. Furthermore, low water
intake is associated with increased risk of developing hyperglycemia [4] and may increase the risk of
Nutrients 2016, 8, 252
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developing type II diabetes [5]. Prospective studies measuring the impact of increased water intake on
the development of these diseases are still in a preliminary phase [6].
Adequate ﬂuid intakes (AI) representing population median consumption in apparently healthy
sedentary adults under temperate climate have been reported [7,8]. The Institute of Medicine guidelines
for adequate intake of total water for USA and Canada is 3.7 and 2.7 L/day for men and women,
respectively [8]. However, the European Food Safety Authority (EFSA; [7]) has lower total water intake
recommendations of 2.5 and 2.0 L/day for adult men and women, respectively. The EFSA adequate
intake calculations attempted to incorporate hydration status into the recommendation and account
for the maintenance of daily urine osmolality below a certain threshold (<500 mOsmol¨ kg´1 ; [7]).
Although general recommendations for adults exist, both organizations recognize that individual
requirements could widely vary depending on personal characteristics (age, size, body composition,
physical activity) and environment.
The effects of physical activity on ﬂuid intake and loss in free-living adults has been previously
investigated in a small sample of healthy young lean subjects in The Netherlands [8]. In that study
a sample of 42 women and 10 men were tested for water intake (weighted record of foodstuff and
beverage) and physical activity (difference between total and resting energy expenditure) in summer
and winter [9]. The study revealed that in men, water loss was proportional to physical activity, but
in women water loss was higher in summer but was unrelated to physical activity [9]. In another
study, a comparison of water turnover in rural and urban women in Kenya revealed that BMI was
the stronger predictor of water loss but the addition of physical activity (measured by accelerometry)
explained an additional 12% of the variance [10]. Thus, the inﬂuence of physical activity level on
water loss/intake is not readily evident from the available literature. Furthermore, no measure of
hydration status (changes in blood or urine concentration) was reported in these studies. In addition,
the interplay between climate and physical activity and its consequences for water loss and intake are
largely unknown in the European population.
Some studies suggest that the ﬂuctuations in climate, food and water availability linked to seasons
may be an important risk factors for malnutrition and other disorders [11]. The identiﬁcation of
seasonal differences in ﬂuid intake [12], and the effect of environmental temperature on ﬂuid loss
could be relevant for the implementation of season-speciﬁc strategies to improve the hydration habits
of the population if deﬁciencies are detected. Body water needs are highly individualized and depend
upon body size and composition, resting metabolic rate, physical activity, dietary osmotic load and
climate among others [13]. The purpose of this study was to assess the inﬂuence of physical activity
and environmental temperature (linked to season) on water intake, water losses and hydration status
in a large sample of healthy men and women aged 20–60 years from one northern (Germany) and two
southern (Spain and Greece) European countries. We used a series of objective (body weight, blood
and urine chemistry) and subjective (questionnaires and diaries) measures to assess hydration status
and water intake and output, respectively. A novel characteristic of our study is that we followed
subjects during seven consecutive days in an attempt to increase accuracy and spread possible spurious
reporting into a more extensive data collection set.
2. Experimental Section
2.1. Participants
Between winter 2013 and summer 2014, a sample of 573 men and women from Germany, Spain and
Greece were studied during seven consecutive days of free-living. Subjects were healthy and not
disabled according to a pre-participation medical questionnaire, not undergoing a diet, not taking
medicines that could affect the outcome measures (diuretics, phenytoin, lithium, demeclocycline
or amphotericin B) and women were non-pregnant or breastfeeding and were tested out of their
proliferative menstrual phase. Subject recruitment was oriented to reach a quota of 25 subjects in
each of the following age groups in each country; 20–30; 31–40; 41–50; 50–60 years old. This subject
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recruitment scheme (100 per country) was repeated in winter and summer with a goal of 200 subjects
tested per country. All centers obtain ethical approval from their local Institutional Review Board
and all subjects signed an informed consent form were the study was detailed (197/27-02-2012 for
Agricultural University of Athens, Greece, 4/02/2013-18 for University of Castilla-La Mancha, Spain,
1/26-11-2012 for German Sport University, Germany).
2.2. Study Design
Upon recruitment, subjects were instructed on dietary and ﬂuid intake data logging and 24-h
urine collection procedures and were given the materials necessary for these tasks. On the morning
of the ﬁrst and the last day of testing (day 1 and day 8) subjects arrived at the laboratory after an
overnight fast and were weighed with only their underwear using a sensitive scale (˘0.05 kg) before
a blood sample was collected. For the remaining of the week subjects collected all urine produced,
logged every foodstuff and beverage ingested at the time when it occurred and ﬁlled in a questionnaire
that summarized their physical activity at the end of every day.
2.3. Food and Water Intake Diary
Total water intake corresponded to the sum of beverages and water in food recorded from
the dietary records of each day of the testing week. Water content in the food was analyzed with
nutritional software speciﬁc for each population (i.e., CESNID, Barcelona, Spain; ESHA Research,
Wadsworth Publishing Co Inc, Salem, OR, USA for Greece; and EBIS pro German Food Database 3.1,
University of Hohenheim, Stuttgart, Germany).
2.4. Physical Activity Diary
Physical activity was evaluated using the short version of the International Physical Activity
Questionnaire (IPAQ) [14]. The questionnaire requires recording of the minutes per day of vigorous,
moderate, walk or sitting time and the days per week of each activity. The questionnaire was ﬁlled out
daily, but was reduced to four questions by suppressing the frequency questions (i.e., days per week)
since data was collected every day. IPAQ data was processed in a continuous mode [14,15] accounting
for 3.3 metabolic equivalent of a task (MET) for walking, 4.0 METs for moderate activities and 8.0 METs
for vigorous activities. The units were expressed as METs-min per week as recommended by the
investigators who validated the questionnaire [14,16,17].
2.5. Urine and Blood Biomarkers
Subjects arrived at the laboratory in the morning of the ﬁrst day of testing after an overnight fast.
Subjects provided a sample of their ﬁrst morning urine and were weighed. After 15 min in a seated
or a reclined position a 5 mL blood sample was drawn from an antecubital vein. A 0.5 mL aliquot
was immediately analyzed for hemoglobin (ABL-520, Radiometer, Bronshoj, Denmark) hematocrit in
duplicate by microcentrifugation (Biocen, Alresa; Barcelona, Spain). The remaining blood was allowed
to clot in serum tubes (Z Serum Sep Clot Activator, Vacuette, Kremsmunster, Austria) centrifuged
at 2000 g for 10 min (MPW-350R, Medical Instruments, Warsaw, Poland). The so obtained serum
portion was analyzed for osmolality by freeze point depression (Advanced Instruments, Norwood,
MA, USA) and the remaining stored at ´30 ˝ C for further analyses. Serum sodium and potassium
concentrations were analyzed using an ion selective analyzer (Easylyte Plus, Medica Corporation,
Bedford, MA, USA) and glucose concentration by spectrophotometry using glucose oxidase to produce
gluconate from glucose (Thermo Scientiﬁc, Waltham, MA, USA). Subjects were then dispatched and
advised to proceed with their normal life routines during the following 7 days while recording all
food and ﬂuid ingested and collecting all urine produced. On the morning of day 8, subjects returned
to the lab for body weight, blood sampling and morning urine void. During the seven days of urine
collection, subjects weighed and recorded every void with the aid of a collection vessel and a portable
scale (˘1 g accuracy). Then, they saved in a plastic bag a representative aliquot (~3 mL) of every
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void, labeled with the date, time of day and subject initials. The bag with the aliquots were kept
refrigerated by the subjects. Urine from each day was reconstituted in proportion to the volume
urinated and analyzed for osmolality, sodium and potassium using the same instruments described
for blood analyses. Only one laboratory analyzed serum osmolality within 1 hour of blood collection
and before freezing the serum samples while blood storage was the norm in the other two laboratories.
Since variability due to different analyses time was a concern [18,19] we calculated serum osmolality
according to the following formulae:
Calculated Osmolality “ 2 ˆ prNa+ s ` rK+ sq ` prGlucosesq

(1)

where all concentrations are in mmol/L.
2.6. Hydration Status Calculations
We assumed that our subjects were in water balance and therefore total water intake matched total
water losses. Any cumulative discrepancy would have resulted in a change in body mass that should
have been apparent in a change in body mass measured on day 8. The difference between water intake
from the dietary records and 24-h urine volume represented non-renal water losses (NRWL) composed
of sweat, respiratory and fecal water. We calculated the 7 days average NRWL as follows [20]:
NRWL pL{dayq “ average total water intake pL{dayq ´ average 24 ´ h urine volume pL{dayq

(2)

The excretion of solutes by the kidneys per day is the product of the average urine osmolality
(mOsm/kg) multiplied by urine volume in liters per day. Since our subjects weighed their urine voids
for this calculation, we assumed that 1 kg urine corresponds to 1 L and that errors introduced by the
variable speciﬁc gravity of urine will be small. Obligatory urine volume (OUV) is the water volume
necessary to excrete all urine solutes. To calculate OUV, a threshold of maximum urine osmolality
of 830 mOsm/kg is used for a 20 years old individual [21]. Since aging reduces the renal capacity to
concentrate urine [21], 3.4 mOsm/kg are subtracted from that threshold value per year above 20 years.
The calculation then is as follows [22]:
OUV pL{dayq “ average 24 ´ h urine solutes pmOsm{dayq{r830 ´ 3.4 ˆ page ´ 20qs

(3)

Free-water reserve (FWR) is the difference between the actual 24-h urine volume and the calculated
obligatory urine volume [23]:
FWR pL{dayq “ 24 ´ h urine volume pL{dayq ´ obligatory urine volume pL{dayq

(4)

Positive FWR values reﬂects euhydration and negative values hypohydration. In a population,
euhydration is ensured if at least 97% of the subjects show positive values of free-water-reserve [22].
We also categorized subjects as hypohydrated if their urine osmolality exceeded the 500 mOsm/kg
threshold based on EFSA recommendations [7].
2.7. Statistical Analysis
Normality of data distribution was evaluated for each variable using parametric Shapiro-Wilk test.
Data collected during seven consecutive days (urine output, ﬂuid intake, peak ambient temperature
and physical activity) were averaged in each subject. Subjects missing some day value in one variable
were not excluded from the analysis and the average of the week value was calculated from the
remaining data. Subjects missing more than two values in a given variable were removed from the
analysis in that variable. Data collected at the beginning and end of the experiment (morning of
day 1 and day 8) were also averaged (body weight and blood chemistry) after checking for variability
(Table 1). Discrete variables with two levels (gender, season, free water reserve) were analyzed
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using student’s T-test for unpaired samples. Discrete variables with more than two levels (country,
age group) were analyzed using ANOVA. Upon a signiﬁcant F value Tukey’s post-hoc was used to
identify differences between groups. Cohen’s formula for effect size (ES) [24] was used, and the results
were based on the following criteria; >0.70 large effect; 0.30–0.69 moderate effect; ď0.30 small effect.
Associations between continuous variables were tested using Pearson product-moment correlation
coefﬁcient (r). Partial correlation was used to adjust for age as a covariate. All tests were performed
with SPSS software version 18 (IBM Software, Chicago, IL, USA). Data are presented as mean ˘ SD.
All statistical test were two-tailed and statistical signiﬁcance level was set at p < 0.05.
Table 1. Effects of gender, season, site, age group and hydration on physical activity and 24-h water
intake/ﬂuid loss.
IPAQ
Max Air
(MET-min/Week) Temp (˝ C)

Water Intake
(L/Day)

Urine Volume
(L/Day)

Non-Renal Water
Loss (L/Day)

Urine Osmol
(mOsmol/kg)

Female
Male

2356 ˘ 1774
2141 ˘ 1475

22 ˘ 9
21 ˘ 9

2.57 ˘ 0.89
2.93 ˘ 1.00 *

1.66 ˘ 0.74
1.64 ˘ 0.66

0.89 ˘ 0.56
1.31 ˘ 0.94 *

585 ˘ 228
674 ˘ 203 *

Winter
Summer

2571 ˘ 2018
1942 ˘ 1087 *

14 ˘ 6
29 ˘ 4 *

2.64 ˘ 0.98
2.85 ˘ 1.03 *

1.67 ˘ 0.66
1.62 ˘ 0.73

0.99 ˘ 0.87
1.21 ˘ 0.71 *

615 ˘ 208
646 ˘ 230

Germany
Spain
Greece

2945 ˘ 2053
2088 ˘ 988 *
1422 ˘ 1200 *,†

17 ˘ 8
24 ˘ 8 *
25 ˘ 8 *

3.29 ˘ 0.98
2.56 ˘ 1.01 *
2.34 ˘ 0.77 *

2.13 ˘ 0.75
1.40 ˘ 0.49 *
1.35 ˘ 0.49 *

1.16 ˘ 0.62
1.14 ˘ 1.00
1.02 ˘ 0.72

492 ˘ 170
754 ˘ 179 *
658 ˘ 224 *,†

20–30 years old
30–40 years old
40–50 years old
50–60 years old

2103 ˘ 1196
2327 ˘ 1782
2176 ˘ 1810
2420 ˘ 1722

21 ˘ 9
23 ˘ 8
22 ˘ 9
22 ˘ 8

2.68 ˘ 1.12
2.75 ˘ 0.91
2.86 ˘ 0.96
2.71 ˘ 1.05

1.49 ˘ 0.72
1.69 ˘ 0.71
1.70 ˘ 0.69 *
1.74 ˘ 0.63 *

1.18 ˘ 0.81
1.07 ˘ 0.65
1.18 ˘ 0.75
0.96 ˘ 0.95

686 ˘ 220
613 ˘ 226 *
621 ˘ 224 *
590 ˘ 199 *

Urine >500 (mOsm/kg)
Urine <500 (mOsm/kg)

2086 ˘ 1408
2563 ˘ 1984 *

23 ˘ 9
20 ˘ 8 *

2.53 ˘ 0.94
3.20 ˘ 1.01 *

1.35 ˘ 0.46
2.25 ˘ 0.72 *

1.19 ˘ 0.85
0.94 ˘ 0.65 *

750 ˘ 155
377 ˘ 79 *

(´) FWR
(+) FWR

1983 ˘ 1137
2362 ˘ 1787 *

25 ˘ 8
21 ˘ 9 *

2.38 ˘ 1.02
2.92 ˘ 0.98 *

1.10 ˘ 0.31
1.87 ˘ 0.69 *

1.24 ˘ 0.94
1.04 ˘ 0.73 *

891 ˘ 104
520 ˘ 153 *

Data represents average of 7 days data collection ˘ SD; *, different from the ﬁrst value listed in that cell;
† , different from the value above in cells that contain more than two values (i.e., country and age group); all
p < 0.05; FWR, stands for Free Water Reserve.

3. Results
Table 2 depicts the number of subjects for each discrete category in the main variables of interest
in this study, i.e., physical activity and maximal air temperature. An average of 536 of the 573 subjects
that completed the study (93%) had data in these two variables. In addition, data were well balanced
between the category levels such as gender, season, country, age group (see percentages in Table 2).
We analyzed the variability, one week apart, for body weight and some blood parameters. After
one week of data collection, blood hemoglobin (14.7 ˘ 1.7 vs. 14.7 ˘ 1.6 g/L) and glucose (4.8 ˘ 1.8
vs. 4.7 ˘ 0.6 mmol/L) remained unchanged (P > 0.05). Body weight (74.6 ˘ 15.4 vs. 74.4 ˘ 15.3 kg),
blood sodium (143 ˘ 8 vs. 141 ˘ 6 mmol/L) and potassium (4.50 ˘ 0.52 vs. 4.46 ˘ 0.46 mmol/L)
were slightly but signiﬁcantly reduced after one week of testing (p < 0.05). However, the differences
were very small judging by Cohen’s effect size calculation (ď0.30 small effect). Thus, we feel entitled
to average data during the seven consecutive days of testing to improve the power analysis and
data consistency.
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Table 2. Sample size in categorical variables and percentage in each category.
Physical Activity (% Subjects)

Maximal Air Temp ˝ C (% Subjects)

Gender
Female
Male
Total

249 (50%)
252 (50%)
501

282 (50%)
284 (50%)
566

Season
Winter
Summer
Total

240 (47%)
266 (53%)
506

272 (47%)
301 (53%)
573

Country
Germany
Spain
Greece
Total

188 (37%)
192 (38%)
126 (25%)
506

201 (36%)
193 (34%)
170 (30%)
564

Age groups
20–30 years’ old
30–40 years’ old
40–50 years’ old
50–60 years’ old
Total

140 (28%)
123 (25%)
125 (25%)
113 (22%)
501

155 (27%)
139 (25%)
138 (24%)
132 (24%)
564

Urine Osmol
>500 mOsmol/kg
<500 mOsmol/kg
Total

343 (68%)
162 (32%)
505

384 (67%)
187 (33%)
571

Average sample size of 536 individuals.

Physical activity (PA) in METs-min per week was not affected by gender (p = 0.065; ES = 0.132;
Table 1) or age group (p = 0.410). However PA was lower in the summer (p < 0.001; ES = 0.388)
and higher in individuals better hydrated with urine osmolality below 500 mOsmol/kg (p = 0.008;
ES = 0.249) and positive free water reserve (p = 0.019; ES = 0.259). There was also a marked country
effect on physical activity with Germans reporting higher levels than Spaniards and Greeks (both p = 0.001;
ES = 0.532 and 0.905, respectively). In turn, Spaniards reported higher physical activity than Greeks
did (p = 0.001; ES = 0.605; Table 1). Physical activity data was positively associated with urine
volume and water intake while negatively associated with urine, blood osmolality and maximal air
temperature (Tables 3 and 4).
Table 3. Correlation (r Pearson) among physical activity, maximal air temperature, 24-h water
intake/ﬂuid loss and urine osmolality.

IPAQ (MET-min/week)
Max Air Temp (˝ C)
Water Intake (L/day)

IPAQ
(MET-min/Week)

Max Air Temp
(˝ C)

Water Intake
(L/Day)

Urine Volume
(L/day)

Non-Renal Water
Loss (L/Day)

Urine Osmolality
(mOsmol/kg)

——-

´0.283
p < 0.001

0.145
p < 0.001

0.158
p < 0.001

NS

´0.151
p = 0.001

——-

NS

´0.222
p < 0.001

0.147
p < 0.001

0.218
p < 0.001

——-

0.623
p < 0.001

0.716
p < 0.001

´0.349
p < 0.001

——-

´0.095
p = 0.024

´0.736
p < 0.001

——-

0.208
p < 0.001

Urine Volume (L/day)
Non-Renal Water Loss
(L/day)
Urine Osmolality
(mOsmol/kg)

——-

r correlation values are listed in bold and p values below; NS, stands for non-signiﬁcant.
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Table 4. Correlation (r Pearson) between blood variables and physical activity, air temperature and
24-h water intake/ ﬂuid loss.
IPAQ
(MET-min/Week)

Max Air
Temp (˝ C)

Water Intake
(L/Day)

Urine Volume
(L/Day)

Non-Renal
Loss (L/Day)

Serum [Na+ ] (mEq/L)

´0.145
p < 0.003

0.189
p < 0.001

´0.118
p = 0.006

´0.115
p < 0.005

NS

Serum [K+ ] (mEq/L)

´0.098
p = 0.040

0.154
p < 0.001

NS

NS

NS

Blood Glucose (mmol/L)

´0.125
p = 0.023

0.194
p < 0.001

NS

´0.115
p = 0.007

NS

Serum Osmolality
calculated (mOsmol/kg)

´0.137
p = 0.004

0.163
p < 0.001

´0.123
p = 0.008

´0.112
p = 0.015

NS

NS

0.174
p < 0.001

Blood hemoglobin (g/L)

NS

NS

NS

r correlation values are listed in bold and p values below, NS, stands for non-signiﬁcant.

As expected, the maximal seven day average air temperature was higher in the summer than in
winter (p < 0.001; ES = 2.827; Table 1). Maximal temperatures were lower in Germany than in Spain
and Greece (both p = 0.001; ES = 0.751 and 0.877, respectively) without differences between these
two south European countries. Maximal air temperature was lower in the better-hydrated subjects,
those with urine osmolality below 500 mOsmol¨ kg´1 (p < 0.001; ES = 0.337) and in positive free water
reserve (p < 0.001; ES = 0.430; Table 1). Maximal average air temperature was positively correlated with
non-renal ﬂuid loss (i.e., sweating) and urine osmolality (r = 0.147 and 0.218, respectively; p < 0.001)
and negatively with urine volume (r = ´0.222; p < 0.001; Table 3).
Average 24-h water intake was higher in men and in all subjects during the summer (Table 1).
Furthermore, water intake was lower in Spain and Greece than in Germany but not different among
age groups (Table 1). Interestingly, water intake was positively correlated with physical activity,
urine volume, non-renal water losses (i.e., NRWL) and negatively correlated with urine osmolality
(r = ´0.349; p < 0.001; Table 3). Likewise, with 24-h water intake, average 24-h urine volume was
higher in the German subjects than in the Spaniards and Greeks. We observe that increases in age are
associated to an increase in urine volume (from 40 to 60 years’ old) and a reduction in urine osmolality
(Table 1). Urine volume was positively correlated with physical activity (r = 0.152; p < 0.001) and water
intake (r = 0.623; p < 0.001) and negatively with maximal air temperature (r = ´0.222; p < 0.001) NRWL
and urine osmolality (r = ´0.736; p < 0.001; Table 3).
NRWL were higher in males and in the summer (Table 1). NRWL were positively associated
with maximal temperature (r = 0.147; p < 0.001), water intake (r = 0.716; p < 0.001), negatively with
urine volume (r = ´0.095; p < 0.024) and positively with urine osmolality (0.208; p < 0.001; Table 3).
However, NRWL was not associated with physical activity or serum osmolality.
Average 24-h urine osmolality (an index of hydration, [25]) was higher in males, lower in the
German sample and as mentioned above decreasing with the increases in age group (see last column
of Table 1). Based on urine osmolality we calculated obligatory urine volume and the difference with
the actual urine volume collected to result in the calculation of free water reserve (i.e., FWR). FWR was
negative in 29% of the sample (163 out of 558 subjects with this variable) which suggests hypohydration
in an important portion of our sample. Subjects with negative FWR (i.e., hypohydrated) ingested less
ﬂuid on a daily basis, had lower urine output, lived in higher environmental temperatures, had higher
NRWL (i.e., sweat) and higher urine osmolalities (Table 1).
4. Discussion
There are several studies in the literature using dietary and activity logs to determine water
intake and physical activity levels in different populations [9,10,26–28]. The novelty of our data is that
although we use these subjective measurements of physical activity and water intake we followed
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subjects during seven consecutive days in an attempt to increase accuracy and spread possible spurious
reporting into a more extensive data collection set. Subjects were instructed to carry with them their
meal and beverage log and to report their physical activity at the end of every day by completing four
simple questions modiﬁed from the international physical activity questionnaire (i.e., short version
IPAQ, [14,17,29,30]). Expectedly, the differences between weekend and weekdays in physical activity,
ﬂuid and meal ingestion were normalized by the full week collecting period with subjects starting
data collection at different days of the week. In addition, subjects collected 24-h urine output during
those seven consecutive days and a fasting blood sample was drawn in the morning of day 1 and day
8. These biological samples provide us with objective data to determine body hydration based on
urine and blood osmolality. Using urine output in conjunction with water intake diaries we calculated
non-renal water losses (NRWL) assuming that subjects were in ﬂuid balance during the week of testing.
Based on average urine osmolality we also calculated obligatory urine volume and free water reserve
(FWR; see methods) to enhance our ability to detect dehydration using different indexes.
4.1. Effects of Physical Activity on Water Intake/Fluid Loss and Hydration
We found that physical activity estimated by seven days average IPAQ, is negatively associated
with elevations in dehydration indexes (urine and blood osmolality; Tables 3 and 4). This suggests that
high levels of physical activity does not increase the risk of hypohydration. Conversely, our less
physically active individuals are more likely to be hypohydrated based on urine osmolality.
Physical activity seems to increase water turnover since we also found a positive association between
physical activity and water intake and urine volume (Table 3). The transitory dehydration that
accompanies increases in physical activity triggers the release of hormones like arginine vasopressin,
which in turn stimulates thirst to regain ﬂuid balance. In our data, 24-h water intake was strongly
correlated with non-renal water loss (i.e., sweating; r = 0.716; p < 0.001) which suggest that increased
levels of physical activity are met by increased water intake in a voluntary or thirst-induced response
to restore the water deﬁcit created by exercise. Seemingly, elevated levels of physical activity result
in a higher water loss compensated with higher ﬂuid intake, which prevents from dehydration and
even seems to promote a better hydration status (lower urine and blood osmolalities). There may be
non-physiological inﬂuences for the observed increased water consumption in people with higher
levels of physical activity. Among those, consumer education throughout advertisement that permeates
and convince exercise enthusiast to increase hydration beyond their thirst drive.
It is well known that repeated bouts of vigorous physical activity results in hemodilution [31]
due to plasma volume expansion [32]. However, it is unclear if the moderately-intense physical
activity of most of our subjects (grand mean of 2241 MET-min¨ week´1 ) could result in plasma volume
expansion. Plasma volume expansion results if physical activity is followed by thermally induced
profuse sweating (i.e., sauna, [33]). Thus, it is possible that the combination of moderately-intense
physical activity of our subjects and the exposure to high ambient temperatures in the summer could
have resulted in some degree plasma volume expansion. We have recently found that exercise training
expands not only blood plasma but also water within the exercised muscles [34]. Thus, the ﬁnding
that people with increased physical activity show reduced urine osmolality could be explained by this
exercise training adaptations that raise body water content. Suggesting plasma volume expansion,
blood concentration of sodium, potassium, glucose and calculated blood osmolality were also lower in
people with the highest levels of physical activity (Table 4).
4.2. Effects of Climate on Physical Activity, Water Intake/Fluid Loss and Hydration
We found an interaction effect between physical activity and climate. Physical activity
(estimated by IPAQ) was reduced in the summer and this reduction was associated with increased
maximal ambient temperatures (r = ´0.277; p < 0.001; Table 3). In contrast, most of the available data
show that physical activity increases from winter to spring or summer [35]. However, these studies
were conducted in places with moderate summer temperatures like Ontario, Massachusetts, Glasgow,
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Netherlands, Central Japan or Aberdeen [35]. The high temperatures in Toledo and Athens in the
summer may have been responsible for the currently reported reduction summer physical activity.
This environmentally mediated reduction in physical activity in the summer, did not prevent
the occurrence of higher non-renal water losses likely belonging to increased sweating (r = 0.147;
p < 0.001). Maximal ambient temperature was associated with reduced urine output and increased
urine osmolality (r = 0.218; p < 0.001; Table 3). Blood also responded to ambient temperature with
increased concentration (Table 4). Our interpretation of these data is that environmental heat acts
to reduce voluntary physical activity but does not prevent higher sweat losses that in the face of an
insufﬁcient increase in water intake, results in moderate dehydration. When data is analyzed using
winter-summer category instead of using the continuous maximal daily temperature, urine osmolality
(dehydration index) was not higher in the summer (Table 1). One factor that could explain the lack of
effect of season in urine osmolality is that while in Spain and Greece maximal temperatures during
summer likely induce sweating and dehydration, in Germany summer temperatures are lower and
less dehydrating. Thus, the winter-summer classiﬁcation may not be ideal when testing subjects in
different latitudes.
Although in the short term, physical activity results in water loss (i.e., exercise induce-sweating),
it is less clear what is the result of different levels of physical activity on 24-h water intake and
loss. In a thorough study, Westerterp and co-workers studied 42 women and 10 Dutch men (all lean
and young) during 7 days. They were tested for water intake (weighted record of foodstuff and
beverage), physical activity (difference between total and resting energy expenditure) and water loss
(deuterium elimination method) in summer and winter [9]. The study revealed that in men, water loss
was higher in subjects with a higher physical activity regardless of the season. However, in women
water loss was higher in summer but was unrelated to physical activity [9]. In another study, water
turnover was measured in rural and urban women in Kenya. The authors found that that BMI
was the strongest predictor of water loss. However, the addition of physical activity (measured by
accelerometry) to the prediction equation accounted for an additional 12% of the variance in water
loss [10]. Our study in a much larger and heterogeneous subject sample conﬁrms a positive association
between physical activity and water loss (urine volume) but also a positive association with 24-h water
intake (Table 3). Seemingly this higher water turnover results in improved hydration status with lower
urine and blood osmolality in the subjects with higher physical activity levels.
4.3. Effects of Aging on Hydration
Our older groups of participants (40–50 and 50–60 years’ old) seemed to be able to maintain
a level of physical activity similar to the younger age groups (Table 1). This project was housed in
three Universities and although it was meant to reach all population segment and types from the
surrounding cities (Cologne, Athens and Toledo) the socioeconomic status of the inhabitants in these
urban, university-cities is moderate to high. This population receive and can better implement the health
advices to promote physical activity for healthy aging than in the rural areas. From this perspective,
it is not surprising the reported maintenance of physical activity in the older segments of our sample.
Furthermore, the age group of 20–30 years’ old tended to be the less physically active group (Table 1)
likely due to high time-consuming nature of studying/starting in a new job. The similar physical
activity in the older subjects did not prevent the decrease in the capacity for renal water reabsorption
described in previous studies [21,22]. Reduction in the capacity to concentrate urine is supported in our
result of higher urine output and lower urine osmolality with increases in age ([21]; Table 1).
4.4. Effects of Gender and Country of Residency on Hydration
Men displayed higher 24-h water intake, NRWL (i.e., sweating) and urine osmolality than the
women of our sample. The larger average body size linked to higher energy expenditure/consumption
could explain the highest sweat loss and ﬂuid intake in men. However, there is no ready explanation
for the gender effect on urine osmolality. The chief metabolite in urine is urea, which is derived
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from protein catabolism. On average, men have more muscle mass, protein turnover and thus may
need to clear more urea in urine. We recently found that men with higher amount of muscle mass
(rugby players) have higher urine osmolality than men with lower muscle mass (endurance runners)
despite similar hydration status [36]. Alternatively, men may consume more protein than women
inﬂuencing urine osmolality. Thus, the higher urine osmolality in men in comparison to women
(Table 1) does not necessarily mean that the men in our sample were hypohydrated in comparison to
the women but rather that urine osmolality is inﬂuenced by factors apart from hydration.
We also found signiﬁcant country differences the most obvious being the lower maximal
temperature in Germany in comparison to Spain and Greece (17 ˝ C vs. 24–25 ˝ C when averaging
summer and winter data). Our German subjects were more physically active and there was a
signiﬁcant correlation between higher maximal ambient temperatures and reduced physical activity.
Thus, our data suggests that the higher ambient temperatures in Spain and Greece may have
inhibited physical activity in comparison to Germany. Besides environmental heat, differences in city
architectural design to allow physical activity engagement (i.e., parks, bike-lanes, pedestrian paths)
and people’s knowledge of the impact of exercise in their health, could also contribute to the higher
PA found in German subjects. German subjects also ingests more ﬂuid per day and had a higher urine
volume. These data corroborates our ﬁnding of a link between PA and water turnover even when data
are analyzed by countries.
4.5. Limitations of the Study
There are some limitations in our study that should be kept in mind. Water intake, urine volume
and physical activity were all self-reported values. These variables are subjected to participant
under or over-reporting. To avoid misreporting, subjects were instructed to record drinks and food
ingested immediately after it happened but some underreporting in weekends was conceivable.
Subjects were instructed to collect each void in a plastic jar, and record the urine weight before
disposal. Likewise than with the food and drink diary, underreporting was possible. Completeness of
24-h urine collection could have been assessed by urine analysis of the recovery of p-aminobenzoic
acid previously ingested [37]. However, this biochemical analysis was not available in our facilities.
Subjects recorded physical activity at night by ﬁlling out a daily log and thus this measurement was
subjected to individual’s recall ability. Other means to track physical activity ordered by precision
are pedometers, accelerometers or double-labelled water, which were not available in our study.
Lastly, our correlations (Tables 3 and 4) only point to associations between variables and manipulative
studies are due to establish cause-effect among these factors. Furthermore, we ought to recognize that
although signiﬁcant, many correlations among variables were small (r < 0.3) and the conclusions based
on those are tentative.
5. Conclusions
Our data compiling seven consecutive testing days on 573 men and women aged 20–60 years’
old suggests an association between elevated ambient temperatures and lowering physical activity
with a larger effect in the southern European countries (Spain and Greece) in comparison to northern
Europe (Germany). The reduction in physical activity in summer did not prevent higher non-renal
water loss (i.e., mostly sweating) and hypohydration despite increased water intake. When summer
and winter data were compiled, better hydration (lower urine and plasma osmolality) was associated
with elevated levels of physical activity (IPAQ). This suggests that the exercise training adaptations to
expand body water and improve hydration status may also occur in the general population, mostly in
those with high levels of physical activity. Finally, our results conﬁrm previous reports in that aging
reduce the capacity to concentrate urine.
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Abstract: Background: Drinking plain water, such as tap or bottled water, provides hydration
and satiety without adding calories. We examined plain water and sugar-sweetened beverage
(SSB) consumption in relation to energy and nutrient intake at full-service restaurants.
Methods: Data came from the 2005–2012 National Health and Nutrition Examination Survey,
comprising a nationally-representative sample of 2900 adults who reported full-service restaurant
consumption in 24-h dietary recalls. Linear regressions were performed to examine the differences
in daily energy and nutrient intake at full-service restaurants by plain water and SSB consumption
status, adjusting for individual characteristics and sampling design. Results: Over 18% of U.S. adults
had full-service restaurant consumption on any given day. Among full-service restaurant consumers,
16.7% consumed SSBs, 2.6% consumed plain water but no SSBs, and the remaining 80.7% consumed
neither beverage at the restaurant. Compared to onsite SSB consumption, plain water but no SSB
consumption was associated with reduced daily total energy intake at full-service restaurants by
443.4 kcal, added sugar intake by 58.2 g, saturated fat intake by 4.4 g, and sodium intake by 616.8 mg,
respectively. Conclusion: Replacing SSBs with plain water consumption could be an effective strategy
to balance energy/nutrient intake and prevent overconsumption at full-service restaurant setting.
Keywords: plain water; sugar-sweetened beverage; diet quality; 24-h dietary recall; full-service
restaurant; energy intake; added sugar; saturated fat; sodium

1. Introduction
Eating out has become an essential part of the American diet [1,2]. A long line of existing
studies have documented fast-food restaurant consumption in relation to increased energy intake and
elevated risk of obesity in children and adults [3–13]. Accumulating evidence suggests that full-service
restaurant consumption shares similar, if not more concerning, nutrition implications as fast-food
restaurant consumption [14,15]. Given that approximately one ﬁfth of U.S. adults eat in a full-service
restaurant on any given day [14], reducing energy intake and improving diet quality in full-service
restaurant settings may profoundly impact Americans’ nutritional and health status.
Adequate hydration is essential to body function [16]. Drinking plain water, such as tap or
bottled water, delivers adequate hydration without adding calories [17]. Plain water intake has
been linked to reduced energy consumption and improved body weight management [18–21].
Potential mechanisms include, but may not be limited to, plain water intake in substitution for
caloric beverage consumption [22], and satiety from plain water consumption in coping with feelings
of hunger and desire to eat [23]. The 2015–2020 Dietary Guidelines for Americans recommended
“choosing beverages with no added sugars, such as water, in place of sugar-sweetened beverages”
as an effective strategy to reduce added sugar consumption [24]. In addition, beverages are often
consumed together with other foods, which jointly impact daily total calorie intake and overall diet
Nutrients 2016, 8, 263
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quality. Using individual ﬁxed-effects model based on two non-consecutive NHANES 24-h dietary
recall data, An (2016) documented that in comparison to the days when no sugar-sweetened beverages
(SSBs) were consumed, participants tended to consume more discretionary foods—foods that are
typically low in nutrient value but high in added sugar, sodium, saturated fats, and cholesterol on
days when they consumed SSBs [25].
Plain water is often available and free-of-charge at a full-service restaurant. Drinking plain
water in substitution for SSBs could contribute to the reduction of total energy intake and intake
of certain nutrients that are of major public health concern, such as added sugar when dining at a
full-service restaurant. To our knowledge, no study has examined the nutritional implications of plain
water consumption at full-service restaurant setting. Using in-person 24-h dietary recall data from a
nationally-representative repeated cross-sectional health survey, this study assessed plain water and
SSB consumption in relation to energy and nutrient intake at full-service restaurants among U.S. adults.
2. Materials and Methods
2.1. Survey Setting
The National Health and Nutrition Examination Survey (NHANES) is a program of studies
conducted by the National Center for Health Statistics (NCHS) to assess the health and nutritional
status of children and adults. The program began in the early 1960s and periodically conducted
separate surveys focusing on different population groups or health topics. Since 1999, the NHANES
has been conducted continuously in two-year cycles and has a changing focus on a variety of health
and nutrition measurements. A multistage probability sampling design is used to select participants
representative of the civilian, non-institutionalized U.S. population. Certain population subgroups
are oversampled to increase the reliability and precision of health status indicator estimates for
these groups. Detailed information regarding the NHANES sampling design, questionnaires, clinical
measures, and individual-level data, can be found on its web portal [26].
2.2. Dietary Recall
Starting from the NHANES 1999–2000 wave, all participants were asked to complete an in-person
24-h dietary recall (a subsequent telephone-based dietary recall was added since 2001–2002 wave and
data became publicly available since 2003–2004 wave). In the dietary recall, each food/beverage item
and corresponding quantity consumed by a participant from midnight to midnight on the day before
the recall was recorded. The in-person dietary recall was conducted by trained dietary interviewers in
the Mobile Examination Center with a standard set of measuring guides. These tools aimed to help
the participant accurately report the volume and dimensions of the food/beverage items consumed.
Following the dietary recall, the energy and nutrient contents of each reported food/beverage item
were systematically coded with the U.S. Department of Agriculture’s Food and Nutrient Database for
Dietary Studies (FNDDS).
Following An and McCaffrey [27] and Drewnowski et al. [28,29], this study used individual-level
data from the NHANES 2005–2006, 2007–2008, 2009–2010, and 2011–2012 waves. Those waves were
chosen because the collection of data on tap and bottled water consumption as a beverage only started
in 2005 as part of the 24-h dietary recall, whereas in previous waves, such information was assessed
via questionnaire after the 24-h dietary recall was completed.
2.3. Plain Water Consumption
Following An and McCaffrey (2016) [27] and Drewnowski et al. (2013a, b) [28,29], plain water
consumption includes intake of plain tap water, water from a drinking fountain, water from a
water cooler, bottled water, and spring water. In the NHANES 2005–2012 waves, the FNDDS codes
94000100 (“water, tap”) and 94100100 (“water, bottled, unsweetened”) were used to identify plain
water consumption.
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2.4. Sugar-Sweetened Beverage Consumption
SSBs include sodas, fruit drinks, energy drinks, sports drinks, and sweetened bottled waters,
consistent with deﬁnitions reported by the Centers for Disease Control and Prevention (CDC) and the
National Cancer Institute (NCI) [30]. In the NHANES 2011–2012 wave, SSBs consist of 48 reported
beverage items. The number of reported items in the SSB category differed only slightly across
survey waves.
2.5. Consumption of Other Beverage Types
In addition to plain water and SSBs, consumption of other beverage types including diet beverage,
coffee, tea, alcohol, juice, and milk were summarized in descriptive statistics. Diet beverage includes
calorie-free and low-calorie versions of sodas, fruit drinks, energy drinks, sports drinks, and carbonated
water consistent with deﬁnitions reported by the CDC, NCI, and the Food and Drug Administration
food labeling guidelines [31–33]. Coffee includes any form of regular or decaffeinated coffee product
or coffee substitute (e.g., cereal grain beverage). Tea includes any form of regular or decaffeinated
tea product. Alcohol includes beers and ales, cordials and liqueurs, cocktails, wines, and distilled
liquors. The deﬁnitions on coffee, tea and alcohol are consistent with the USDA FNDDS food/beverage
categorization [25]. Beverages in the juice and milk categories were identiﬁed based on the Food
Patterns Equivalents Database (FPED), which were linked to the NHANES 24-h dietary recall data.
2.6. Added Sugar Consumption
Added sugar is sugar that is not naturally found in a food product but is added during the food
production process. The USDA uses ingredient list and total sugar amounts provided to estimate the
quantity of added sugar in a food product [34]. We used the FPED which contains the estimated added
sugar amounts for each food/beverage consumed by the NHANES 24-h dietary recall participants.
2.7. Onsite Full-Service Restaurant Consumption
The NHANES dietary interviews asked about the source (e.g., restaurant, store, vending machine)
of each food/beverage item consumed on a dietary recall day, and also whether the item was consumed
at home or away from home. Following An [14] and Powell et al. [15], consumption of a food/beverage
item qualiﬁed for an onsite full-service restaurant consumption if the item was obtained from a
“restaurant with waiter/waitress” and consumed away from home.
In the dietary recall data, energy/nutrient derived from each consumed food/beverage item was
recorded based on the quantity of food/beverage reported and the corresponding energy/nutrient
contents. We calculated daily energy (kcal) and plain water (g), SSBs (g), added sugar (g), saturated
fat (g), and sodium (mg) consumed onsite at a full-service restaurant among those NHANES
participants who reported any onsite full-service restaurant consumption in the in-person 24-h dietary
recall. We further classiﬁed full-service restaurant consumers into three mutually-exclusive categories
based on their onsite SSB and plain water consumption status—SSB consumption (consumption
of any positive grams of SSBs at a full-service restaurant), plain water but no SSB consumption
(consumption of any positive grams of plain water but zero grams of SSBs at a full-service restaurant),
and no plain water or SSB consumption (consumption of zero grams of plain water and SSBs at a
full-service restaurant).
Among a total of 19,245 U.S. adults 18 years of age and above who participated in the in-person
24-h dietary recalls in the NHANES 2005–2012 waves, 934 who were pregnant, lactating, and/or on a
special diet to lose weight at the time of interview were excluded. Of the remaining 18,311 participants,
2900 reported onsite full-service restaurant consumption on the dietary recall day. Among full-service
restaurant consumers, 523 had SSB consumption, 85 had plain water but no SSB consumption, and the
remaining 2292 had no plain water or SSB consumption at the restaurant.
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In the analyses, we combined two mutually-exclusive categories, namely SSB but no plain
water consumption (consumption of any positive grams of SSBs but zero grams of plain water at a
full-service restaurant) and SSB and plain water consumption (consumption of any positive grams of
SSBs and plain water at a full-service restaurant), into one category i.e., SSB consumption, because the
category of SSB and plain water consumption comprised an insufﬁcient sample size of merely 11.
In sensitivity analyses, we regressed each outcome variable (daily energy intake and intake of added
sugar, saturated fat, and sodium at a full-service restaurant) on all four categories based on onsite
SSB and plain water consumption status (plain water but no SSB consumption, no plain water or SSB
consumption, and SSB and plain water consumption, with SSB but no plain water consumption in
the reference group). The estimated coefﬁcients were almost identical as those based on the three
categories (plain water but no SSB consumption, and no plain water or SSB consumption, with SSB
consumption in the reference group). None of the coefﬁcients pertaining to the category of SSB and
plain water consumption were statistically signiﬁcant in the sensitivity analyses.
2.8. Individual Characteristics
The following individual characteristics were adjusted for in regression analyses: a dichotomous
variable for sex (female, with male in the reference group); three categorical variables for age groups
(18–34 years of age, 35–49 years of age, and 50–64 years of age, with 65 years of age and above in the
reference group); three categorical variables for race/ethnicity (non-Hispanic black, non-Hispanic
other race or multi-race, and Hispanic, with non-Hispanic white in the reference group); a dichotomous
variable for education attainment (college education and above, with high school or lower education
in the reference group); two categorical variables for marital status (divorced or separated or widowed,
and never married, with married in the reference group); two categorical variables for household
income level (130% ď income to poverty ratio [IPR] < 300%, and IPR ě 300%, with IPR < 130%
in the reference group; IPR is the ratio of annual household income to poverty level speciﬁed in
the Department of Health and Human Services’ poverty guidelines); a dichotomous variable for
body weight status (obesity deﬁned as body mass index [BMI] ě 30 kg/m2 based on the international
classiﬁcation of adult BMI values [35], with non-obesity in the reference group); a dichotomous variable
for smoking status (ever or current smoker, with never smoking in the reference group); a dichotomous
variable for self-rated health (good or excellent self-rated health, with poor or fair self-rated health
in the reference group); ﬁve dichotomous variables for each of the chronic condition diagnoses i.e.,
diabetes, arthritis, coronary heart disease, stroke, and cancer; a dichotomous variable for day of the
week (weekend days including Friday, Saturday, and Sunday, with weekdays including Monday,
Tuesday, Wednesday, and Thursday in the reference group) [36]; and three categorical variables
for the NHANES waves (2007–2008, 2009–2010, and 2011–2012 waves, with 2005–2006 wave in the
reference group).
2.9. Statistical Analyses
We summarized individual characteristics and daily energy/nutrient at full-service restaurants
among the 2005–2012 NHANES adult full-service restaurant consumers by onsite SSB and plain
water consumption status in descriptive statistics. Linear regressions were performed to estimate the
differences in energy/nutrient intake at full-service restaurants by SSB and plain water consumption
status, adjusting for individual characteristics. The four outcome variables were daily intake of energy
(kcal), added sugar (g), saturated fat (g), and sodium (mg) at a full-service restaurant. Reductions of
daily total energy intake and intake of added sugar, saturated fat, and sodium have been the key
recommendations of the 2015–2020 Dietary Guidelines for Americans [24]. The key independent
variables were two categorical variables for SSB and plain water consumption status at full service
restaurant (plain water but no SSB consumption, and no plain water or SSB consumption, with SSB
consumption in the reference group).
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The dose-response relationship between SSB and plain water consumption and energy/nutrient
intake at a full-service restaurant was assessed by regressing the outcome variables on the continuous
variables for quantities (g) consumed of SSBs and plain water, adjusting for individual characteristics.
The NHANES 2005–2012 multi-wave sampling design was accounted for in both descriptive
statistics and regression analyses. Speciﬁcally, we followed the NCHS instructions to construct
sampling weights when combining survey waves [37]. We then applied the “svy” commands in Stata
to specify sampling weights, sampling strata, and primary sampling units, as well as to conduct
regression analyses. All statistical procedures were performed in Stata 14.1 SE version (StataCorp,
College Station, TX, USA).
2.10. Human Subjects Protection
The NHANES was approved by the NCHS Research Ethics Review Board. This study used the
NHANES de-identiﬁed public data and was deemed exempt from human subjects review by the
University of Illinois at Urbana-Champaign Institutional Review Board.
3. Results
During 2005–2012, approximately 18.2% of U.S. adults had onsite full-service restaurant
consumption on any given day. Among full-service restaurant consumers, 16.7% had SSB consumption,
2.6% had plain water but no SSB consumption, and the remaining 80.7% had no plain water or SSB
consumption at the restaurant. Those who had SSB consumption on average consumed 612.0 g of
SSB, and those who had plain water but no SSB consumption consumed 639.3 g of plain water at the
restaurant. Among those who consumed no plain water or SSB at the restaurant, the prevalence of diet
beverage, coffee, tea, alcohol, juice, and milk consumption (mutually-unexclusive) were 9.8%, 13.8%,
21.3%, 14.6%, 17.4%, and 24.1%, respectively.
Table 1 reports individual characteristics of adult full-service restaurant consumers by onsite SSB
and plain water consumption status. Compared to women, men were more likely to consume SSBs
(63.3%) but less likely to consume plain water (43.1%) in a full-service restaurant. SSB consumers
consisted of a larger share of younger adults 18–34 years of age (40.8%) than plain water consumers
(24.7%), whereas higher education was less prevalent among SSB consumers (58.6%) than among plain
water consumers (67.7%). A smaller proportion of SSB consumers were at the lowest income level
(IPR < 130%) but a larger proportion at the middle income level (130% ď IPR < 300%) compared to
plain water consumers, whereas the prevalence of the highest income level (IPR ě 130%) remained
similar between these two groups. Obesity rate and the prevalence of poor or fair self-rated health
were slightly higher among SSB consumers compared to plain water consumers, and SSB consumers
consisted of a larger proportion of former or current smokers.
Table 2 reports daily energy and nutrient intake at a full-service restaurant by onsite SSB and plain
water consumption status. Among those three groups, SSB consumers had the highest daily intake of
total energy, added sugar, saturated fat, and sodium from a full-service restaurant, whereas plain water
consumers had the lowest, with those who consumed neither SSB nor water in between. Daily energy
intake at a full-service restaurant totaled 1277.0 kcal among SSB consumers, 527.6 kcal, and 369.8 kcal
higher than among plain water consumers and SSB/water nonconsumers, respectively. Daily added
sugar intake at a full-service restaurant was 69.3 g among SSB consumers, 60.1 g and 54.5 g higher than
among plain water consumers and SSB/water non-consumers, respectively. Daily saturated fat intake
at a full-service restaurant was 15.0 g among SSB consumers, 5.7 g and 2.6 g higher than among plain
water consumers and SSB/water non-consumers, respectively. Daily sodium intake at a full-service
restaurant was 2331.0 mg among SSB consumers, 755.2 mg and 453.1 mg higher than among plain
water consumers and SSB/water non-consumers, respectively.
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Table 1. Individual characteristics of 2005–2012 NHANES adult full-service restaurant consumers by
plain water and sugar-sweetened beverage (SSB) consumption status.
Individual Characteristics (%)

SSB Consumption
(95% CI)

Plain Water but No SSB
Consumption (95% CI)

No Plain Water or SSB
Consumption (95% CI)

Sample size

523

85

2292

63.3 (58.2, 68.4)
36.7 (31.6, 41.8)

43.1 (30.2, 56.0)
56.9 (44.0, 69.8)

50.6 (48.5, 52.6)
49.4 (47.4, 51.5)

40.8 (35.5, 46.1)
30.5 (24.7, 36.4)
22.7 (17.5, 27.9)
6.0 (3.8, 8.1)

24.7 (12.2, 37.1)
25.1 (12.9, 37.3)
38.6 (25.1, 52.1)
11.6 (2.3, 20.9)

25.3 (22.7, 27.9)
30.7 (28.4, 33.1)
28.1 (25.3, 30.8)
15.9 (14.0, 17.8)

62.5 (56.2, 68.9)
9.5 (6.9, 12.2)
6.6 (4.1, 9.0)
21.4 (16.4, 26.4)

67.2 (51.7, 82.7)
5.2 (1.7, 8.7)
8.2 (0.0, 16.9)
19.5 (8.9, 30.0)

80.0 (77.2, 82.8)
5.6 (4.4, 6.8)
5.3 (4.2, 6.4)
9.1 (7.0, 11.2)

41.4 (34.3, 48.5)
58.6 (51.5, 65.7)

32.3 (21.8, 42.9)
67.7 (57.1, 78.2)

31.0 (27.9, 34.1)
69.0 (65.9, 72.1)

69.6 (64.3, 74.8)
10.2 (7.3, 13.0)
20.3 (15.8, 24.8)

57.9 (46.2, 69.6)
21.1 (10.8, 31.5)
21.0 (10.1, 31.8)

68.0 (65.4, 70.7)
15.8 (14.0, 17.7)
16.2 (13.8, 18.6)

16.6 (11.9, 21.4)
27.0 (22.0, 32.1)
56.4 (50.2, 62.5)

25.90 (11.7, 40.0)
17.0 (7.0, 26.9)
57.2 (43.3, 71.1)

10.5 (8.8, 12.3)
24.2 (21.6, 26.9)
65.2 (62.3, 68.1)

66.5 (61.5, 71.6)
33.5 (28.4, 38.6)

68.5 (57.4, 79.6)
31.5 (20.4, 42.6)

65.7 (62.8, 68.6)
34.3 (31.4, 37.2)

61.2 (55.1, 67.4)
38.8 (32.6, 44.9)

68.6 (53.8, 83.4)
31.4 (16.6, 46.2)

57.4 (54.6, 60.2)
42.6 (39.9, 45.4)

86.4 (82.9, 89.8)
13.7 (10.2, 17.1)

91.8 (86.8, 96.9)
8.2 (3.1, 13.2)

89.0 (87.3, 90.6)
11.1 (9.4, 12.7)

6.9 (3.4, 10.3)
12.3 (9.0, 15.6)
2.5 (0.5, 4.4)
2.2 (0.4, 4.1)
4.4 (2.1, 6.7)

3.4 (0.6, 6.2)
17.1 (6.8, 27.3)
0.4 (0.0, 1.3)
2.7 (0.0, 5.9)
12.2 (4.3, 20.0)

8.4 (7.0, 9.7)
22.1 (20.0, 24.3)
3.3 (2.4, 4.2)
1.5 (0.9, 2.1)
9.6 (7.9, 11.3)

27.3 (22.4, 32.2)
72.7 (67.8, 77.6)

34.6 (13.9, 55.4)
65.4 (44.7, 86.1)

33.6 (30.9, 36.2)
66.4 (63.8, 69.1)

28.0 (21.8, 34.2)
25.0 (17.1, 32.9)
20.2 (13.6, 26.9)
26.8 (18.1, 35.5)

21.5 (7.4, 35.5)
22.4 (9.9, 35.0)
23.6 (10.2, 37.0)
32.6 (10.2, 54.9)

25.2 (21.1, 29.3)
25.9 (22.8, 29.1)
23.2 (20.2, 26.2)
25.7 (22.2, 29.1)

Sex
Male
Female
Age group
18–34 years of age
35–49 years of age
50–64 years of age
65 years of age and above
Race/ethnicity
White, non-Hispanic
Black, non-Hispanic
Other race/multi-race, non-Hispanic
Hispanic
Education
High school and below
College education and above
Marital status
Married
Divorced, separated, or widowed
Never married
Income to poverty ratio (IPR)
IPR < 130%
130% ď IPR < 300%
IPR ě 300%
Obesity
Non-obese (BMI < 30)
Obese (BMI ě 30)
Smoking
Non-smoker
Former or current smoker
Self-rated health
Good or excellent health
Fair or poor health
Chronic condition
Diabetes
Arthritis
Coronary artery disease
Stroke
Cancer
Day of the week
Weekday
Weekend
Survey wave
2005–2006
2007–2008
2009–2010
2011–2012

Notes: The NHANES multi-wave sampling design was accounted for in estimating the percentages.
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Table 2. Daily energy and nutrient intake at full-service restaurant by plain water and sugar-sweetened
beverage (SSB) consumption status, 2005–2012 NHANES.
Intake

SSB Consumption
(95% CI)

Plain Water but No SSB
Consumption (95% CI)

No Plain Water or SSB
Consumption (95% CI)

Sample size

523

85

2292

Total energy (kcal)
Added sugar (g)
Saturated fat (g)
Sodium (mg)

1277.0 (1184.3, 1369.6)
69.3 (64.3, 74.2)
15.0 (13.4, 16.5)
2331.0 (2122.0, 2540.1)

749.4 (613.5, 885.3)
9.2 (6.2, 12.2)
9.3 (7.4, 11.2)
1575.8 (1243.4, 1908.2)

907.2 (877.2, 937.1)
14.8 (13.6, 16.0)
12.4 (12.0, 12.9)
1877.9 (1819.8, 1936.1)

Notes: The NHANES multi-wave sampling design was accounted for in estimating the percentages.

Table 3 reports the adjusted differences in daily energy and nutrient intake at a full-service
restaurant by onsite SSB and plain water consumption status based on regression estimates.
After adjusting for individual characteristics, daily energy intake at a full-service restaurant among
SSB consumers was 443.4 (95% conﬁdence interval CI = 297.3, 589.6) kcal and 321.3 (95% CI = 224.0,
418.7) kcal higher than among plain water consumers and SSB/water non-consumers, respectively.
Adjusted daily added sugar intake at a full-service restaurant among SSB consumers was
58.2 (95% CI = 52.2, 64.2) g and 53.3 (95% CI = 48.3, 58.4) g higher than among plain water consumers
and SSB/water non-consumers, respectively. Adjusted daily saturated fat intake at a full-service
restaurant among SSB consumers was 4.4 (95% CI = 2.0, 6.8) g and 2.2 (95% CI = 0.6, 3.8) g higher
than among plain water consumers and SSB/water non-consumers, respectively. Adjusted daily
sodium intake at a full-service restaurant among SSB consumers was 616.8 (95% CI = 286.8, 946.8) mg
and 380.5 (95% CI = 160.8, 600.2) mg higher than among plain water consumers and SSB/water
non-consumers, respectively.
Table 3. Adjusted differences in daily energy and nutrient intake at full-service restaurants by plain
water and sugar-sweetened beverage (SSB) consumption status, 2005–2012 NHANES.
Independent Variable

Total Energy (kcal)
(95% CI)

Added Sugar (g)
(95% CI)

Saturated Fat (g)
(95% CI)

Sodium (mg)
(95% CI)

Sample size

2900

2900

2900

2900

SSB consumption

Reference

Reference

Reference

Reference

Plain water but no SSB consumption

´443.4 ***
(´589.6, ´297.3)

´58.2 ***
(´64.2, ´52.2)

´4.4 ** (´6.8, ´2.0)

´616.8 ***
(´946.8, ´286.8)

No plain water or SSB consumption

´321.3 ***
(´418.7, ´224.0)

´53.3 ***
(´58.4, ´48.3)

´2.2 ** (´3.8, ´0.6)

´380.5 **
(´600.2, ´160.8)

Male

Reference

Reference

Reference

Reference

Female

´300.8 ***
(´351.0, ´250.6)

´6.0 ***
(´8.3, ´3.7)

´3.9 ***
(´4.8, ´3.0)

´581.3 ***
(´691.0, ´471.6)

Plain water and SSB intake status

Sex

Age group
18–34 years of age

Reference

Reference

Reference

Reference

35–49 years of age

46.2 (´34.3, 126.7)

1.4 (´1.8, 4.6)

1.0 (´0.4, 2.3)

254.8 * (55.7, 453.8)

50–64 years of age

´41.2
(´120.8, 38.5)

2.0 (´2.2, 6.1)

´1.0 (´2.4, 0.3)

´6.3
(´171.8, 159.2)

65 years of age and above

´131.8 *
(´231.3, ´32.2)

´2.6 (´7.0, 1.8)

´2.2 ** (´3.9, ´0.6)

´162.5
(´357.8, 32.8)

White, non-Hispanic

Reference

Reference

Reference

Reference

Black, non-Hispanic

´118.1 **
(´187.2, ´49.0)

2.2 (´1.5, 6.0)

´2.5 ***
(´3.6, ´1.3)

´197.3 *
(´350.3, ´44.2)

Other race/multi-race, non-Hispanic

´91.6 (´189.7, 6.5)

´7.3 **
(´11.8, ´2.8)

´2.3 * (´4.1, ´0.5)

258.3 (´5.9, 522.5)

Hispanic

´90.8 *
(´176.5, ´5.1)

´5.6 * (´10.0, ´1.1)

´2.7 ***
(´4.1, ´1.4)

´129.8
(´302.8, 43.2)

Race/ethnicity
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Table 3. Cont.
Independent Variable

Total Energy (kcal)
(95% CI)

Added Sugar (g)
(95% CI)

Saturated Fat (g)
(95% CI)

Sodium (mg)
(95% CI)

Education
High school and below

Reference

Reference

Reference

Reference

College education and above

´11.7 (´77.7, 54.4)

´3.5 * (´6.8, ´0.2)

0.00 (´1.1, 1.1)

1.4 (´134.0, 136.9)

Marital status
Married

Reference

Reference

Reference

Reference

Divorced, separated, or widowed

2.7 (´69.8, 75.2)

´1.5 (´5.7, 2.7)

0.2 (´1.1, 1.5)

47.0 (´128.2, 222.2)

Never married

7.8 (´68.7, 84.2)

´0.3 (´3.9, 3.2)

´0.5 (´1.7, 0.8)

´6.2
(´167.8, 155.3)

Income to poverty ratio (IPR)
IPR < 130%

Reference

Reference

Reference

Reference

130% ď IPR < 300%

´35.8
(´138.6, 67.0)

´1.0 (´6.9, 4.8)

0.1 (´1.4, 1.6)

´76.3
(´265.1, 112.4)

IPR ě 300%

´14.6
(´114.5, 85.4)

´4.0 (´9.2, 1.2)

0.2 (´1.3, 1.7)

16.5 (´177.7, 210.6)

Obesity
Non-obese (BMI < 30)

Reference

Reference

Reference

Reference

Obese (BMI ě 30)

27.6 (´29.6, 84.9)

´1.7 (´4.8, 1.4)

0.8 (´0.2, 1.8)

128.6 (´3.1, 260.3)

Smoking
Non-smoker

Reference

Reference

Reference

Reference

Former or current smoker

49.6 (´9.1, 108.3)

1.2 (´1.6, 4.1)

0.4 (´0.8, 1.5)

88.8 (´32.9, 210.5)

Good or excellent health

´25.0
(´106.7, 56.7)

3.0 (´0.2, 6.3)

´1.5 * (´2.9, ´0.1)

´90.4
(´325.0, 144.2)

Fair or poor health

Reference

Reference

Reference

Reference

Diabetes

´46.1
(´140.2, 48.0)

´1.3 (´6.1, 3.6)

´0.2 (´1.9, 1.5)

´131.7
(´337.8, 74.3)

Self-rated health

Chronic condition

Arthritis

13.8 (´55.1, 82.8)

1.8 (´0.6, 4.2)

0.5 (´0.7, 1.7)

86.8 (´66.6, 240.1)

Coronary artery disease

´108.0 *
(´213.0, ´2.9)

2.3 (´5.1, 9.8)

´0.1 (´1.9, 1.8)

´211.6
(´477.0, 53.8)

Stroke

97.1 (´201.2, 395.3)

´3.5 (´9.4, 2.4)

0.9 (´3.6, 5.4)

391.8
(´242.5, 1026.1)

Cancer

´79.1 (´160.7, 2.5)

´1.6 (´6.8, 3.5)

´1.3 (´2.7, 0.1)

´193.9 *
(´357.3, ´30.6)

Day of the week
Weekday

Reference

Reference

Reference

Reference

Weekend

88.6 ** (38.2, 139.0)

5.2 *** (3.2, 7.2)

0.8 (´0.2, 1.8)

51.1 (´62.5, 164.6)

Survey wave
2005–2006

Reference

Reference

Reference

Reference

2007–2008

19.6 (´56.0, 95.2)

´2.7 (´6.6, 1.2)

0.6 (´0.7, 2.0)

62.7 (´81.5, 206.9)

2009–2010

´41.4
(´118.5, 35.7)

´1.4 (´5.7, 3.0)

´0.3 (´1.6, 1.0)

´53.8
(´197.4, 89.8)

2011–2012

1.3 (´81.5, 84.1)

0.7 (´3.6, 5.0)

´0.7 (´2.1, 0.7)

´68.8
(´237.2, 99.7)

Notes: Linear regressions were performed to estimate the adjusted differences in daily energy and nutrient
intake at full-service restaurants by plain water and SSB consumption status, accounting for the NHANES
multi-wave sampling design. * 0.01 ď p < 0.05; ** 0.001 ď p < 0.01; and *** p < 0.001.

Women consumed less daily total energy, added sugar, saturated fat, and sodium at a full-service
restaurant than men. Compared to those 18–34 years of age, those 35–49 years of age consumed
more sodium, whereas those 65 years of age and above consumed less total energy and saturated
fat at a full-service restaurant. Compared to non-Hispanic whites, non-Hispanic blacks consumed
less total energy, saturated fat, and sodium, Hispanics consumed less total energy, added sugar,
and sodium, and non-Hispanic other race/multi-race consumed less added sugar and saturated fat at
a full-service restaurant. Those with good or excellent self-rated health consumed less saturated fat
50

Nutrients 2016, 8, 263

at a full-service restaurant than those with poor or fair self-rated health. Those with coronary artery
disease consumed less total energy and those with cancer consumed less sodium at a full-service
restaurant than those without such chronic conditions. Full-service restaurant consumption during
weekend days was associated with higher total energy and added sugar intake than consumption
during weekdays. Compared to those with high school or lower education, those with college or
higher education consumed less added sugar at a full-service restaurant. Daily total energy, added
sugar, saturated fat, and sodium intake at a full-service restaurant were not found to be associated
with marital status, income level, obesity, or smoking. No temporal trend in daily total energy, sugar,
saturated fat, and sodium intake at a full-service restaurant was identiﬁed as none of the coefﬁcients
with respect to survey waves were statistically signiﬁcant at p < 0.05.
A dose-response relationship between onsite SSB consumption and energy/nutrient intake at
a full-service restaurant was identiﬁed, whereas such relationship pertaining to onsite plain water
consumption was statistically signiﬁcant for total energy, added sugar, and saturated fat intake but not
for sodium intake. An increase in onsite SSB consumption by 100 g was associated with an increase in
daily intake of total energy at a full-service restaurant by 65.1 (95% CI = 50.6, 79.5) kcal, added sugar
by 9.3 (95% CI = 8.7, 9.8) g, saturated fat by 0.5 (95% CI = 0.2, 0.8) g, and sodium by 78.9 (95% CI = 44.0,
113.7) mg. An increase in onsite plain water consumption by 100 g was associated with a reduction in
daily intake of total energy at a full-service restaurant by 17.8 (95% CI = 0.6, 35.0) kcal, added sugar by
0.5 (95% CI = 0.1, 0.8) g, saturated fat by 0.3 (95% CI = 0.0, 0.6) g, and sodium by 32.0 (95% CI = ´6.1,
70.2) mg.
4. Discussion
This study examined plain water and SSB consumption in relation to energy and nutrient
intake at full-service restaurants among U.S. adults, using 24-h dietary recall data from a
nationally-representative health survey. Over 18% of U.S. adults had onsite full-service restaurant
consumption on any given day during 2005–2012. Among full-service restaurant consumers,
approximately 16.7% consumed SSBs, 2.6% consumed plain water but no SSBs, and the remaining
80.7% consumed neither beverage at the restaurant. Adjusting for individual characteristics and
accounting for sampling design, those consuming SSBs onsite had the highest daily intake of total
energy, added sugar, saturated fat, and sodium at a full-service restaurant, whereas those consuming
plain water but no SSBs had the lowest, with those consuming neither beverage was in between.
Compared to onsite SSB consumption, plain water but no SSB consumption was associated with a
reduction in daily total energy intake at a full-service restaurant by 443.4 kcal, added sugar intake by
58.2 g, saturated fat intake by 4.4 g, and sodium intake by 616.8 mg, respectively.
Replacing SSBs with plain water consumption has shown to be associated with reduced daily
intake of total energy, added sugar, saturated fat, and sodium in some intervention and epidemiological
studies [38–40]. Dining out at a full-service restaurant has been linked to increased energy intake
and reduced diet quality [14,15,41]. Findings from this study conﬁrmed the beneﬁcial nutritional
implications of plain water consumption at the full-restaurant setting. Drinking plain water in
substitution for SSBs could help cut total calories as well as intake of certain nutrients that are of
major public health concern, such as added sugar, saturated fat, and sodium when dining at a
full-service restaurant.
Despite the nutritional desirability of replacing SSBs with plain water consumption, only a tiny
proportion of full-service consumers chose to drink plain water, whereas the prevalence of onsite
SSB consumption remained over ﬁve-fold larger. The lack of popularity in plain water consumption
contrasts the fact that plain water is often easily accessible and made free-of-charge at a full-service
restaurants as a “default” service to diners. Compared to eating at a fast-food restaurant, where plain
water can be hard to ﬁnd and a combo meal that includes SSBs is served as the “norm”, it could
be more convenient and advantageous for full-service restaurant consumers to balance their dietary
intake and prevent overconsumption through onsite plain water consumption.
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A dose-response relationship between onsite SSB and plain water consumption and
energy/nutrient intake at a full-service restaurant was identiﬁed (although the associations between
plain water consumption and sodium intake were statistically nonsigniﬁcant). Higher levels of onsite
SSB consumption were associated with increased daily intake of total energy, added sugar, saturated
fat, and sodium at a full-service restaurant; whereas higher levels of plain water consumption were
associated with reduced intake of total energy and saturated fat. Plain water consumption delivers
satiety and reduces the feelings of hunger and desire to eat but adds no calories to one’s diet [17].
This study ﬁnding indicates that increasing onsite plain water consumption while refraining from SSB
consumption could help achieve additional reduction in energy intake at full-service restaurant setting.
We restricted our classiﬁcation of beverage consumption status at a full-service restaurant to
the “dichotomy” of plain water and SSBs. This simpliﬁcation allows us to examine the key contrasts
of interest, which are based upon the accumulating evidence on the health beneﬁts of plain water
consumption and the detrimental impacts of SSB consumption on diet quality and obesity [42,43].
Arguably, other types of beverages (e.g., diet drinks, coffee, tea, alcohol, juice, and milk) also play
important roles in determining energy and nutrient intake at full-service restaurants. For example, the
prevalence of tea consumption is substantial, and if a large proportion of tea is calorically sweetened,
it would constitute another large source of added sugar. However, a comprehensive examination of all
beverage types is beyond the scope of this study.
A few limitations of this study should be noted. Dietary intake in the NHANES was self-reported
and subject to measurement error and social desirability bias [44]. Prevalence of plain water
consumption at full-service restaurants was low and this was possibly due to under-reporting of
water intake. This study adopted a cross-sectional design. Although we attempted to reduce the
inﬂuence of potential confounders by including a large set of covariates, it is possible that some
unobserved differences in individual characteristics such as taste preferences and/or eating habits that
are correlated with both outcomes and water/SSB consumption status at restaurants. A cross-sectional
study design would not allow us to completely eliminate the possibility of confounding issue and, thus,
the study ﬁndings warrant conﬁrmation through controlled interventions. Despite use of multiple
waves of data from a large nationally representative survey, only a tiny fraction (2.6%; N = 85) of the
study sample drank plain water at a full-service restaurant, which compromised estimation precision
and precluded further sample stratiﬁcation and subgroup analyses by individual demographics and/or
socioeconomic status. A dose-response relationship between onsite plain water consumption and
sodium intake at a full-service restaurant was unidentiﬁed, possibly due to the very small sample size
of plain water consumers and consequent lack of variations in quantities consumed. The NHANES is a
probability sample of the U.S. non-institutionalized population, and patients in penal/mental facilities,
institutionalized older adults, and/or military personnel on active duty are not represented.
5. Conclusions
Using 24-h dietary recall data from the 2005–2012 NHANES, this study assessed the relationship
between plain water and SSB consumption and energy/nutrient intake at full-service restaurants in U.S.
adults. Compared to onsite SSB consumption, plain water, but no SSB consumption, was associated
with reduced daily intake of total calories, added sugar, saturate fat, and sodium at full-service
restaurants. In comparison to home-prepared meals, dining out is prone to overeating and poorer
dietary quality. Given that plain water is mostly available and free-of-charge at full-service restaurants,
restricting one’s beverage consumption to only plain water when dining out could be a cost-free and
easily-adaptable strategy to balance energy and nutrient intake and prevent overconsumption.
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Abstract: This study assessed the relationship between physical activity and beverage consumption
among adolescents with a population based cross-sectional survey was carried out in the Balearic
Islands, Spain (n = 1988; 12–17 years old). Body composition, educational and income level,
physical activity (PA), and beverage consumption and energy intake were assessed. Sixty-two percent
of adolescents engaged in >300 min/week of PA. Boys were more active than girls, younger adolescents
were more active than older counterparts, low parental income was associated with physical inactivity,
and time spent watching TV (including, TV, Internet or handheld cellular devices) was inversely
associated with PA practice. The average beverage intake of the studied adolescents was 0.9 L/day,
higher in boys than in girls. Beverage intake was positively associated with PA practice, and the
highest amount of energy intake from beverages was observed in active boys and girls. Most of the
studied adolescent population met the PA recommendations. Gender, age, parental income, and time
spent watching TV were significant determinants of PA. Type and amount of beverages drunk varied
according to gender and PA, and general daily total beverage intake was lower than recommended
adequate fluid intake. PA behavior should be considered when analyzing beverage consumption
in adolescents.
Keywords: beverage consumption; physical activity; adolescents

1. Introduction
Physical activity (PA) is important for a healthy development [1], and adequate levels of PA are
currently included in most, if not all, public health guidelines for children and adolescents [2]. As PA
increases cell metabolism, it causes an increase in body temperature, and sweating is the main way
of maintaining heat balance during PA, especially in hot climates [2–4], increasing the needs of body
water to keep adequate thermoregulation functioning, and even though ﬂuid needs will be obviously
different in both PA for health and PA as a sport, both show a common physiological basis. Contrary to
former statements, current research indicates that young people have similar thermoregulatory ability
to adults and that an adequate hydration contributes to a better thermoregulatory ability [5].
Insufﬁcient voluntary ﬂuid intake is common among active young people [6] and if they fail
to replace ﬂuid loss during and after exercise, it could lead to more heat storage in the body [7,8].
Hypohydration affects prolonged aerobic exercise more than it affects short, high-intensity anaerobic
Nutrients 2016, 8, 389
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exercise [9,10]. Adolescents need to consume enough ﬂuid to maintain an appropriate euhydration [7].
Fluid ingested before, during, and after exercise decreases dehydration, core temperature for a given
heat production, heart rate, and cardiac strain [11], and then contributes to maintain skin blood ﬂow
and to increase exercise performance [12,13].
Beverages are an important source of ﬂuids to maintain appropriate hydration level, but
ﬂuid requirements of physically active people are inﬂuenced by climate, age, sex, body size,
sweat production, and food habits, as well as intensity and duration of PA [14–16]. One study has
published beverage consumption in European adolescents [17], but most publications are mainly
focused on sugar-sweetened beverages and overweight [18,19].
Therefore, ﬂuid intake is essential for health, but also for a good PA performance, mainly in
developing bodies, as in adolescents. However, scarce studies have assessed the relation between
physical activity and beverage consumption among adolescents, and then recommendations do not
distinguish between physically active and inactive subjects [20]. This study assessed the relationship
between physical activity and beverage consumption among an adolescent population.
2. Materials and Methods
2.1. Study Design
The study is a population-based cross-sectional survey carried out in the Balearic Islands (Spain),
a Mediterranean region, between 2007 and 2008.
2.2. Study Population
A multicenter study was performed on Balearic Islands’ adolescents aged 12–17 years.
The population was selected by means of a multiple-step, simple random sampling, taking into
account ﬁrst the location of all the Balearic Islands (Palma de Mallorca 400,578 habitants, Calvià 50,328,
Inca 30,651, Manacor 40,170, Maó 28,006, Eivissa 49,975, Llucmajor 34,618, Santa Margalida 11,672,
S’Arenal 16,719, and Sant Jordi de Ses Salines 8048) and then by random assignment of the
schools within each city. Sample size was stratiﬁed by age and gender. The socio-economic variable
was considered to be associated to geographical location and type of school. As the selection of
schools was done by random selection and fulﬁlling quota, this variable was also considered to be
randomly assigned.
In order to calculate a representative number of adolescents, the variable Body Mass Index
(BMI) with the greatest variance for this age group from the data published in the literature at the
time the study was selected. The sampling was determined for the distribution of this variable;
the conﬁdence interval (CI) was established at 95% with an error ˘0.25. The total number of subjects
was uniformly distributed in the cities and proportionally distributed by sex and age. Exclusion criteria
were: self-reported type 2 diabetes, pregnancy, alcohol or drug abuse, and non-directly related
nutritional medical conditions.
The sample was oversized to prevent loss of information and as necessary to do the ﬁeldwork in
complete classrooms. In each school, classrooms were randomly selected among those of the same
grade or level, and all the adolescents of one classroom were proposed to participate in the survey.
A letter about the nature and purpose of the study informed parents or legal guardians. After receiving
their written consent, the adolescents were considered for inclusion in the study. All responses of
questionnaires were ﬁlled in by adolescents. After ﬁnishing the ﬁeld study, the adolescents who did
not fulﬁll the inclusion criteria were excluded. Finally, the sample was adjusted by a weight factor
in order to balance the sample in accordance to the distribution of the Balearic Islands’ population
and to guarantee the representativeness of each of the groups, already deﬁned by the previously
mentioned factors (age and sex). The ﬁnal number of subjects included in the study was 1988
adolescents (82.8% participation), a representative sample of the Balearic Islands’ adolescent population.
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The reasons to not participate were: (a) the subject declined to be interviewed; and (b) the parents did
not authorize the interview.
This study was conducted according to the guidelines laid down in the Declaration of Helsinki,
and all procedures involving human subjects were approved by the Balearic Islands’ Ethics Committee
(Palma de Mallorca, Spain) No. IB-530/05-PI.
2.3. General Questionnaire
Educational and income level of the parents was determined by means of a questionnaire
incorporating the following questions: father’s and mother’s educational level (grouped according to
years and type of education into low, <6 years at school; medium, 6–12 years of education; and high,
>12 years of education), father’s and mother’s income (based on the occupation and classiﬁed as low,
<12,000 euros/year; medium, 12,000–22,500 euros/year; and high, >22,500 euros/year), according to
the methodology described by the Spanish Society of Epidemiology [21].
Information about smoking habits and alcohol intake was collected as described: smoking habit
no; yes; occasionally, less than 1 cigarette/day; alcohol consumption no; frequently; occasionally,
less than 1 drink/week.
2.4. Body Composition
Height was determined to the nearest millimeter using a mobile anthropometer (Kawe 44444,
Kirchner & Wilhelm GmBH Co., KG, Asperg, Germany) with the subject’s head in the Frankfurt plane.
Body weight was determined to the nearest 100 g using a digital scale (Tefal, sc9210, Groupe SEB,
Rumilly, France). The subjects were weighed barefoot wearing light underwear, as previously
described [22]. BMI was computed as weight (kg) per height squared (m2 ), and study participants
were age- and gender-speciﬁc categorized using the BMI cut-offs developed and proposed by the
International Obesity Task Force [23] and Cole et al. [24] deﬁnitions, and categorized as underweight
(ď5th percentile), normal-weight (>5th–ď85th percentile), overweight (>85th percentile) and obese
(ě95th percentile).
2.5. Physical Activity Assessment
Physical activity was assessed according to the guidelines for data processing and analysis of
the short-form International Physical Activity Questionnaire [25], and its speciﬁc modiﬁcation for
adolescents (IPAQ-A) [26]. The speciﬁc types of activity assessed were: walking, moderate-intensity
activities (i.e., PA at school) and vigorous-intensity activities (i.e., sport practice). An additional question
about the time spent on a typical day sitting and watching TV (including, TV, Internet or handheld
cellular devices), playing computer games, or talking with friends, but also time spent sitting at school
and for homework, was used as an indicator variable of time spent at sedentary activities. According
to the Patient-centered Assessment & Counseling for Exercise (PACE) + Adolescent Physical Activity
Measure and existing guidelines [27,28], adolescents were also asked about the number of days with
PA of at least 60 min/day of moderate-vigorous physical activity (ě3 Metabolic Equivalents or METs)
during the past 7 days and during a typical week. The number of active days during the past week
and during a typical week was averaged. On the basis of their total weekly PA (at least 60 min/day of
moderate-vigorous physical activity on at least 5 day/week), the subjects were divided into 2 groups:
inactive (<300 min/week) and active (ě300 min/week), according to the current PA recommendations
for young people [28,29].
2.6. Assessment of Beverage Consumption and Energy Intake
Beverage consumption and energy intake were assessed using two non-consecutive 24 h diet
recalls period, one was administered in the warm season (May–September) and another in the
cold season (November–March) to account for the effect of seasonal variations. To bias brought
on by day-to-day intake variability, the recalls were administered homogeneously from Monday to
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Sunday. Well-trained dieticians administered the recalls and veriﬁed and quantiﬁed the food records.
Recalls were performed face-to-face at the participants’ classroom. Volumes and portion sizes were
reported in natural units, household measures or with the aid of a manual of sets of photographs [30]
Well-trained dieticians administered the recalls and veriﬁed and quantiﬁed the information obtained
from the 24 h recalls.
Beverages were categorized into eleven groups: water (tap water, bottled water, and sparkling
water), low-fat milk (low-fat and skimmed milk), whole-fat milk, diet soda (low calorie carbonated
soft drinks), coffee/tea (coffee, black tea and herbal tea), fruit juice 100% (all kinds of natural fruit
juice), non-diet soda (all kinds of carbonated sugared soft drinks), fruit juice (all kinds of fruit juice
sweetened with sugar), alcohol (wine, beer, vodka, and whisky), energy/sports beverages, and others
(carrot juice, beer without alcohol, chocolate milkshake, vanilla milkshake, strawberry milkshake,
diet milkshake, soy milk, rice milk, oat milk, fermented milk drink with sugar, fermented milk drink,
keﬁr, horchata, and sugar added iced tea).
Total energy intake (TEI) from whole diet and from beverages were calculated using a computer
program (ALIMENTA® , NUCOX, Palma, Spain) based on Spanish [31,32] and European Food
Composition Tables [33], and complemented with food composition data available for Balearic
food items [34]. Identiﬁcation of misreporters: an energy intake (EI)/basal metabolic rate (BMR)
ratio <0.92 (boys) and <0.85 (girls) was considered to represent under-reporters [35], and an
EI/BMR ě 2.4 as over-reporters [36].
2.7. Statistical Analyses
Statistical Package for the Social Sciences for Windows version 21.0 (SPSS Inc., Chicago, IL, USA)
was used. Absolute numbers and percentages of participants according to physical activity practice
were calculated by using a general lineal model adjusted by age, sex, and BMI. Signiﬁcant differences
in mean daily beverage and energy intake were tested by means of ANOVA. Signiﬁcant differences
in percentages were tested by means of χ2 . Crude and adjusted by potential confounders (age and
sex), odds ratios (OR) and 95% conﬁdence intervals (CI) were calculated to examine the relationship
between the risk of being inactive and socio-demographic and lifestyle characteristics. Linear regression
analysis was used to evaluate associations between physical activity and beverage consumption. For all
statistical tests, p < 0.05 was taken as the signiﬁcant level.
3. Results
3.1. Socio-Demographic and Lifestyle Characteristics of the Population
Twenty-two percent of the ﬁnal sample did not report their energy intake accurately
(underreporters 20% and overreporters 2%) and were excluded from further analysis. Table 1 shows
the socio-demographic and lifestyle characteristics of the study population according to PA level.
Sixty-two percent of the adolescents met the recommendations (>300 min/week). Sex, age, parental
education level and income, alcohol intake and time spent watching TV, were signiﬁcant determinants
of PA practice. Boys and younger adolescents had lower risk of being inactive. Adolescents whose
father had lower income were more likely to be inactive. The length of time spent watching TV
was positively associated with PA, and the risk of being inactive was lower among adolescents who
watched TV ď 1 h/day.
3.2. Daily Beverage Consumption and Energy Intake
Daily beverage, energy intake and percentage of consumers among adolescents related with PA
practice are shown in Table 2. Beverage and energy intake were obtained only from those adolescents
who consumed the drinks. Physically active girls had higher mean daily water, total beverage,
and beverage TEI, and lower fruit drink intake than inactive girls. Physically active boys showed
higher total beverage, dietary TEI, and beverage TEI than inactive boys. Gender differences were also
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observed: inactive boys showed higher consumption of whole-fat milk, and soda, as well as higher
dietary and beverage TEI than inactive girls; and active boys showed higher consumption of whole
milk, fruit drinks, and soda consumption, and dietary and beverage TEI, as well as lower low-fat milk
than active girls. Percentage of consumers of whole milk, fruit juice and fruit drinks, and energy/sport
beverages are higher among active boys; proportion of consumers of low-fat and whole milk, fruit juice,
and energy/sport beverages are higher among active girls. Among inactive adolescents, boys showed
higher percentage of consumers of low-fat milk, diet soda, and other beverages, whereas girls showed
higher proportion of consumers of fruit drinks, soda, coffee/tea, and other beverages than active peers.
Table 1. Socio-demographic and lifestyle characteristics, according to physical activity and
multivariable analysis of risk factors for low physical activity versus moderate and high physical
activity groups.
Inactive 1

Active 2

n (%) 3

n (%) 3

171 (23.2)
415 (51.1)

568 (76.8)
397 (48.9)

112 (30.5)
274 (38.5)
220 (46.6)

256 (69.5)
437 (61.5)
252 (53.4)

Father’s
Education
Level 5
Low
Medium
High

200 (41.4)
257 (39.2)
124 (29.9)

188 (42.6)
270 (38.8)
126 (30.6)

254 (57.4)
426 (61.2)
287 (69.4)

239 (42.6)
252 (35.7)
87 (30.3)

321 (57.4)
452 (64.3)
200 (69.7)

245 (31.1)
206 (34.4)
60 (36.8)

544 (68.9)
393 (65.6)
103 (63.2)

14 (41.5)
427 (37.8)
99 (39.7)
55 (39.2)

20 (58.5)
703 (62.2)
148 (60.3)
85 (60.8)

40 (43.4)
149 (37.8)
400 (37.6)

52 (56.6)
245 (62.2)
665 (62.4)

336 (36.1)
254 (41.0)

595 (63.9)
366 (59.0)

74 (31.0)
328 (36.7)
184 (43.9)

165 (69.0)
565 (63.3)
235 (56.1)

1.08 (0.50–2.30)
0.83 (0.56–1.23)
0.94 (0.60–1.47)
1.00
0.473
1.09 (0.67–1.77)
1.01 (0.78–1.30)
1.00
0.032

Time Spent
Watching TV
<1 h/day
1–2 h/day
>2 h/day

0.72 (0.47–1.10)
0.68 (0.46–1.01)
1.00
0.870

Alcohol Intake
Yes
No

1.66 (1.12–2.45) *
1.28 (0.90–1.83)
1.00
0.013

Smoking
Yes
Occasionally
No

1.48 (0.99–2.20)
1.27 (0.92–1.75)
1.00
<0.0001

BMI (kg/m2 )
Underweight
Normal weight
Overweight
Obese

0.94 (0.63–1.39)
1.08 (0.78–1.49)
1.00
<0.0001

Mother’s
Income
Low
Medium
High

0.59 (0.42–0.82) *
0.82 (0.63–1.06)
1.00

283 (58.6)
397 (60.8)
290 (70.1)

Father’s
Income
Low
Medium
High

0.31 (0.25–0.39) *
1.00

<0.0001

Mother’s
Education
Level 5
Low
Medium
High

OR 4 (95% CI)

0.001

Age (Years)
12–13
14–15
16–17

Risk of Being Inactive

<0.0001

Sex
Male
Female

χ2

1.02 (0.80–1.31)
1.00
0.001
0.68 (0.48–0.97) *
0.82 (0.64–1.04)
1.00

1 Physical activity < 300 min/week; 2 Physical activity ě 300 min/week; 3 Percentage of population was
tested by χ2 ; 4 Odds ratios (ORs) and 95% Conﬁdence Interval (95% CI) were adjusted by age and gender;
* Odds ratios within a column, for a characteristic, were statistically signiﬁcant from 1.00 (p < 0.05); 5 Educational
level of parents: low: <6 years, medium 6–12 years, high: >12 years.

60

100.0
1

73.7
27.5
55.6
4.7
23.4
33.9
2.3
7.0
0.6
1.2
19.3
100.0

760.9 ˘ 45.9
281.4 ˘ 17.0
298.5 ˘ 20.3
200.0 ˘ 20.7
370.8 ˘ 20.9
441.6 ˘ 31.5
330.0 ˘ 30.1
99.6 ˘ 18.8
220.0 ˘ 15.1
495.0 ˘ 16.5
461.3 ˘ 46.1
1004.4 ˘ 46.5
2254.4 ˘ 51.3
***
253.9 ˘ 44.1
***
100.0

% Consumers

Mean ˘ SEM
73.1
25.2
62.9
7.0
34.3
33.6
0.5
7.9
0.4
2.5
10.9
100.0
100.0
100.0

2378.7 ˘ 32.8 ***
274.4 ˘ 23.7 ***

% Consumers

871.3 ˘ 28.7
301.5 ˘ 10.2 *
301.9 ˘ 7.9 *
246.3 ˘ 22.3
338.3 ˘ 15.9 **
474.0 ˘ 20.4 ***
396.7 ˘ 36.9
85.0 ˘ 9.0 *
225.0 ˘ 20.5
337.1 ˘ 29.8
531.2 ˘ 64.4
1141.7 ˘ 27.9

Mean ˘ SEM

Active (n = 568)

Boys

0.006

0.042

0.058
0.323
0.854
0.363
0.466
0.428
0.586
0.469
0.983
0.115
0.501
0.015

p Value 1

238.3 ˘ 25.9

1952.6 ˘ 28.5

728.0 ˘ 28.1
272.3 ˘ 9.1
276.3 ˘ 9.9
237.5 ˘ 26.1
312.6 ˘ 22.0
400.4 ˘ 19.7
266.7 ˘ 36.7
101.2 ˘ 12.1
250.0 ˘ 23.0
233.3 ˘ 36.7
501.7 ˘ 61.2
1003.9 ˘ 29.0

Mean ˘ SEM

100.0

100.0

80.7
32.0
44.3
7.7
36.1
26.5
0.7
10.8
0.2
0.7
22.7
100.0

% Consumers

Inactive (n = 415)

230.8 ˘ 31.4

1923.8 ˘ 30.2

885.1 ˘ 33.5
277.1 ˘ 8.7
265.0 ˘ 8.0
213.5 ˘ 8.8
269.7 ˘ 12.4
365.4 ˘ 22.1
410.0 ˘ 49.3
131.3 ˘ 21.1
280.0 ˘ 35.0
330.0 ˘ 26.4
573.8 ˘ 67.2
1060.3 ˘ 30.8

Mean ˘ SEM

100.0

100.0

81.9
37.0
46.9
12.1
32.0
24.7
0.8
7.1
0.3
1.8
16.6
100.0

% Consumers

Active (n = 397)

Girls

0.002

0.486

0.001
0.701
0.371
0.318
0.107
0.236
0.159
0.188
0.323
0.133
0.443
0.012

p Value 1

Inactive: <300 min/week. Active: >300 min/week; p value: Active vs. inactive boys, and active vs. inactive girls by ANOVA; Active boys vs. active girls, and inactive boys vs.
inactive girls by ANOVA (* p < 0.05; ** p < 0.01; *** p < 0.001); TEI = total energy intake; 2 Others include carrot juice, beer without alcohol, chocolate milkshake, vanilla milkshake,
strawberry milkshake, diet milkshake, soy milk, rice milk, oat milk, fermented milk drink with sugar, fermented milk drink, keﬁr, horchata, and sugar added iced tea.

Beverage TEI (kcal/day)

Dietary TEI (kcal/day)

Water
Low-Fat Milk
Whole Milk
Fruit Juice (100%)
Fruit Drinks
Soda
Diet Soda
Coffee/Tea
Alcoholic Beverages
Energy/Sport Beverages
Others 2
Total Beverage

Beverages (mL)

Inactive (n = 171)

Table 2. Daily beverage (mL), energy intake and percentage of consumers among active and inactive adolescents.
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% Consumers
65.3
17.4
67.2
3.1
16.8
25.5
1.9
9.2
1.0
0.5
29.9
100.0
100.0
100.0

Mean ˘ SEM

721.6 ˘ 51.4
275.9 ˘ 24.1
281.0 ˘ 14.7
200.0 ˘ 27.2
313.3 ˘ 47.8
400.0 ˘ 45.4
320.6 ˘ 27.1
94.5 ˘ 19.4
330.0 ˘ 18.1
330.9 ˘ 25.8
485.0 ˘ 46.1
913.5 ˘ 47.5
2373.2 ˘ 95.1
324.1 ˘ 47.8

855.4 ˘ 95.2
289.5 ˘ 23.0
368.4 ˘ 82.8
280.6 ˘ 42.0
490.0 ˘ 58.3
498.8 ˘ 40.4
421.2 ˘ 38.3
125.0 ˘ 75.0
170.0 ˘ 20.5
377.8 ˘ 58.9
350.3 ˘ 70.0
1281.1 ˘ 51.2
2213.8 ˘ 64.5
236.8 ˘ 22.7

Mean ˘ SEM
76.2
36.5
46.5
5.8
26.0
37.7
3.9
5.8
0.4
1.8
9.8
100.0
100.0
100.0

% Consumers

Warm Season

Inactive Boys (n = 171)

0.007
0.700
0.086
0.325
0.018
0.400
0.056
0.370
0.007
0.779
0.002
0.001
0.045
0.009

p Value 1
803.7 ˘ 30.9 **
277.5 ˘ 12.2
295.6 ˘ 8.9
260.4 ˘ 35.5 *
314.0 ˘ 17.9
459.3 ˘ 22.5
330.6 ˘ 25.3
88.5 ˘ 10.6 *
330.2 ˘ 22.5
344.0 ˘ 33.4
480.2 ˘ 58.7
1025.0 ˘ 29.1
2511.6 ˘ 40.5 *
341.3 ˘ 52.1

Mean ˘ SEM
63.0
12.0
66.0
1.0
21.0
23.0
0.3
9.0
0.6
4.0
12.0
100.0
100.0
100.0

% Consumers

Cold Season
1013.0 ˘ 59.4 **
338.8 ˘ 16.9 *
324.6 ˘ 17.5 *
225.0 ˘ 17.1 *
389.2 ˘ 30.9 *
512.3 ˘ 44.4
430.0 ˘ 23.0
68.8 ˘ 13.1 *
120.6 ˘ 35.8 *
346.7 ˘ 55.6
463.8 ˘ 63.5
1454.9 ˘ 60.5 *
2230.3 ˘ 53.6
250.9 ˘ 19.9

Mean ˘ SEM
78.0
30.0
46.0
9.0
36.0
38.0
0.6
4.0
0.3
3.0
8.0
100.0
100.0
100.0

% Consumers

Warm Season

Active Boys (n = 568)

0.001
0.003
0.131
0.444
0.026
0.245
0.043
0.409
0.005
0.794
0.097
0.001
0.032
0.007

p Value 1

Inactive: <300 min/week. Active: >300 min/week; 1 p value: Warm vs. cold season by ANOVA; Active vs. inactive by ANOVA (* p < 0.05; ** p < 0.01; *** p < 0.001); TEI = total
energy intake; 2 Others include carrot juice, beer without alcohol, chocolate milkshake, vanilla milkshake, strawberry milkshake, diet milkshake, soy milk, rice milk, oat milk,
fermented milk drink with sugar, fermented milk drink, keﬁr, horchata, and sugar added iced tea.

Water
Low-Fat Milk
Whole Milk
Fruit Juice (100%)
Fruit Drinks
Soda
Diet Soda
Coffee/Tea
Alcoholic Beverages
Energy/Sport Beverages
Others 2
Total Beverage
Dietary TEI (kcal/day)
Beverage TEI (kcal/day)

Beverages (mL)

Cold Season

Table 3. Daily beverage (mL), energy intake and percentage of consumers among active and inactive boys according to the season.
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% Consumers
78.5
35.0
46.2
4.2
35.2
26.1
0.8
9.8
0.4
0.3
23.7
100.0
100.0
100.0

Mean ˘ SEM

705.8 ˘ 32.4
273.8 ˘ 10.7
272.3 ˘ 11.6
243.3 ˘ 53.3
331.9 ˘ 30.7
403.5 ˘ 24.5
246.7 ˘ 56.7
106.8 ˘ 14.9
270.0 ˘ 33.0
332.0 ˘ 36.5
526.2 ˘ 88.4
949.9 ˘ 34.6
1951.6 ˘ 35.6
236.1 ˘ 24.9

754.1 ˘ 54.1
268.4 ˘ 17.3
280.1 ˘ 18.3
233.5 ˘ 16.1
268.9 ˘ 17.1
393.7 ˘ 33.2
266.7 ˘ 65.7
92.5 ˘ 20.4
243.2 ˘ 28.4
185.0 ˘ 45.2
490.3 ˘ 43.5
1142.5 ˘ 50.8
1954.9 ˘ 46.9
238.5 ˘ 32.1

Mean ˘ SEM
83.1
32.1
41.6
10.6
38.8
22.9
0.6
10.5
0.1
1.3
21.3
100.0
100.0
100.0

% Consumers

Warm Season

Inactive Girls (n = 415)

0.003
0.590
0.353
0.177
0.188
0.419
0.521
0.450
0.005
0.667
0.361
0.007
0.356
0.754

p Value 1
838.8 ˘ 43.8
266.3 ˘ 9.7
262.7 ˘ 7.9
193.5 ˘ 6.5
273.8 ˘ 16.9
358.9 ˘ 28.5
390.0 ˘ 39.3 *
152.4 ˘ 41.0
295.0 ˘ 33.0
321.0 ˘ 25.8
569.3 ˘ 41.0
925.7 ˘ 35.4
1898.0 ˘ 36.7
224.0 ˘ 15.1

Mean ˘ SEM
80.1
36.9
48.4
7.0
29.9
24.4
0.6
5.8
0.2
0.9
16.0
100.0
100.0
100.0

% Consumers

Cold Season
950.2 ˘ 51.6 *
288.4 ˘ 14.6
272.1 ˘ 21.8
282.0 ˘ 15.0 *
260.5 ˘ 13.5
374.3 ˘ 35.1
430.0 ˘ 33.3 *
120.0 ˘ 50.0
274.2 ˘ 43.0
337.0 ˘ 18.7 *
604.6 ˘ 34.3
1320.2 ˘ 53.4 *
1942.2 ˘ 52.8
228.7 ˘ 25.9

Mean ˘ SEM
83.8
39.1
43.3
15.0
33.4
24.6
1.8
5.4
0.3
2.4
17.4
100.0
100.0
100.0

% Consumers

Warm Season

Active Girls (n = 397)

0.006
0.206
0.318
0.027
0.223
0.534
0.154
0.550
0.009
0.425
0.141
0.001
0.242
0.542

p Value 1

Inactive: <300 min/week. Active: >300 min/week; 1 p value: Warm vs. cold season by ANOVA; Active vs. inactive by ANOVA (* p < 0.05; ** p < 0.01; *** p < 0.001); TEI = total
energy intake; 2 Others include carrot juice, beer without alcohol, chocolate milkshake, vanilla milkshake, strawberry milkshake, diet milkshake, soy milk, rice milk, oat milk,
fermented milk drink with sugar, fermented milk drink, keﬁr, horchata, and sugar added iced tea.

Water
Low-Fat Milk
Whole Milk
Fruit Juice (100%)
Fruit Drinks
Soda
Diet Soda
Coffee/Tea
Alcoholic Beverages
Energy/Sport Beverages
Others 2
Total Beverage
Dietary TEI (kcal/day)
Beverage TEI (kcal/day)

Beverages (mL)

Cold Season

Table 4. Daily beverage (mL), energy intake and percentage of consumers among active and inactive girls according to the season.
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3.3. Beverage Consumption According to Seasons
Tables 3 and 4 (boys and girls, respectively) show daily beverage, energy intake and percentage
of consumers among active and inactive adolescents according to seasons. More water, diet soda,
and total beverages are consumed in the warm than in the cold season in both active and inactive
boys and girls. Alcoholic beverages as well as dietary and beverage total energy intake are more
consumed in the cold season. In boys, activity in the cold season increased water, fruit juice (100%) and
dietary TEI and decreased coffee/tea consumption, whereas in the warm season there were increased
water, low-fat milk and total beverage consumption, and decreased whole milk, fruit juice (100%), fruit
drinks, coffee/tea and alcoholic beverage consumption. In girls, activity in the cold season increased
diet soda consumption, whereas in the warm season there were increased water, fruit juice (100%),
diet soda, energy/sport beverages, and total beverage consumption.
3.4. Beverage Consumption According to Physical Activity
Proportions of consumers of each beverage according to physical activity level are shown in
Figure 1. More than half of the consumers for each beverage were physically active. Highest consumption
of energy/sport beverage drinkers was found among active adolescents, whereas the highest proportion
of diet soda drinkers was observed among inactive subjects.

100%
Active

80%
Inactive

60%
40%
20%

Total beverages

Others

Energy/Sport
Drinks

Alcoholic beverages

Coffee/Tea

Diet soda

Soda

Fruit Drinks

Fruit Juice (100%)

Low Fat Milk

Whole Milk

Water

0%

Figure 1. Proportions of consumers of each beverage according to physical activity level (others include
carrot juice, beer without alcohol, chocolate milkshake, vanilla milkshake, strawberry milkshake,
diet milkshake, soy milk, rice milk, oat milk, fermented milk drink with sugar, fermented milk drink,
keﬁr, horchata, and sugar added iced tea).

Results of the linear regression analysis on the association between PA level and beverage
consumption are shown in Table 5. A statistically signiﬁcant and positive association was observed
between PA level and total beverage consumption in model 2 (adjusted data by age, gender, total energy
intake and BMI; p = 0.032).
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Table 5. Association between physical activity and beverage consumption.
Physical Activity
Model 1 1

Beverages

Water
Low Fat Milk
Whole Milk
Fruit Juice (100%)
Fruit Drinks
Soda
Diet Soda
Coffee/Tea
Alcoholic Beverages
Energy/Sport Beverages
Others 3
Total Beverage

Model 2 2

β

SE

p

β

SE

p

0.164
´0.021
0.018
0.016
´0.023
0.081
0.011
0.006
0.002
0.003
´0.010
0.265

0.130
0.029
0.037
0.014
0.040
0.047
0.007
0.007
0.005
0.009
0.020
0.147

0.205
0.478
0.620
0.246
0.564
0.087
0.092
0.435
0.674
0.772
0.609
0.072

0.190
´0.018
0.046
0.021
´0.029
0.089
0.010
0.008
0.002
0.003
´0.011
0.313

0.137
0.031
0.038
0.015
0.043
0.050
0.007
0.007
0.006
0.010
0.021
0.146

0.166
0.566
0.213
0.157
0.493
0.073
0.152
0.300
0.725
0.743
0.611
0.032

1

Adjusted by age and gender; 2 Adjusted by age, gender, total energy intake and BMI; 3 Others include carrot
juice, beer without alcohol, chocolate milkshake, vanilla milkshake, strawberry milkshake, diet milkshake,
soy milk, rice milk, oat milk, fermented milk drink with sugar, fermented milk drink, keﬁr, horchata, and sugar
added iced tea.

4. Discussion
Fluid intake either from water, beverages or foods is necessary for physical and mental
function [5,14]. However, ﬂuid needs for individuals are variable depending on age, body size, PA level,
perspiration, food habits, and environmental conditions [14–16]. Hydration plays an important role
in the ability to perform PA, but not in short bout exercise (power or anaerobic activities) [37].
Physical performance is impaired by dehydration, even during relatively short-duration, intermittent
exercise, which may provoke changes in cardiovascular, thermoregulatory, metabolic, and central
nervous function that become greater as dehydration worsens [38]. Therefore, hydration status should
be controlled among people practicing PA, and beverages are an important source of ﬂuids to maintain
appropriate levels of hydration.
In addition to normal meals and ﬂuid intake, appropriate prehydrating with beverages is useful
to start the PA euhydrated, mainly taking water as the main hydration source. It should be started at
least several hours before the activity. During exercise, consuming beverages will allow to prevent
dehydration to avert compromised performance. After exercise, beverage consumption will allow to
replace any ﬂuid deﬁcit [39].
Participating in regular PA and eating a balanced diet are recognized to be beneﬁcial for health [40],
but physical inactivity of adolescents has been usually reported [1,41,42]. In the present analysis most
of the studied adolescents were physically active, which is similar to previous results reported in
developed countries [43–47], and higher than in developing countries [48,49], measured by means of
self-reported instruments of PA assessment similar to the method used in this study. In agreement with
previous ﬁndings [1,41–51], boys were more active than girls, younger adolescents were physically
more active than their older counterparts, low parental income was associated with increased
likelihood of being physically inactive, and time spent watching TV was inversely associated with
PA. Displacement of PA by TV viewing decreases energy expenditure [41]. In addition, during TV
viewing the consumption of beverages, mainly sugar-sweetened beverages, may increase the total
energy intake [19,50]. It has been shown among our inactive girls that showed higher total energy
intake from beverages than active girls.
Consumption of beverages varied according to sex and PA. The average beverage intake of
the studied adolescents was 0.9 L/day, higher in boys than in girls, but these values were lower
than the European Food Safety Authority [20] recommended adequate ﬂuid intake (9–13 years: boys
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2.1 L/day and girls 1.9 L/day; ě14 years: boys 2.5 L/day and girls 2.0 L/day), and lower than
mean beverage consumption of European adolescents (1.6 L/day in boys and 1.3 L/day in girls) [16].
However, these recommendations of adequate intakes are applied only to conditions of moderate
environmental temperature and moderate PA levels.
Accordingly, water, soft drinks and total beverage consumption were higher in the warm than
the cold season, whereas alcohol and beverage total energy intake were higher in the cold season.
These results are quite different from previous results in Korean school students that showed no
differences between winter and summer on amounts of beverage per day and the daily energy
intake from beverage consumption [52]. However, Korean girls, similarly to ours, also showed
higher consumption of sweetened beverages in the warm season. Furthermore, no evidence that
ﬂuid consumption among children was signiﬁcantly related to the mean temperature in modern
conditions [53]. The 1997 Spanish National Household Health Survey showed that Spanish adolescents
did not show seasonality of alcohol drinking habits, and they were only weekly drinkers, mainly on
weekends [54]. Then, it could be inferred that most consumed beverages to recover ﬂuid loss
(i.e., water) are linked to the environmental heat, whereas consumption of hot (i.e., coffee or tea)
and alcoholic beverages, with an additional caloriﬁc action, are linked to the environmental cold.
However, changes in beverage consumption are mainly related to PA practice, and when these
differences appeared in seasons, they may be the result of both PA and season, according to loss or
need of ﬂuids and nutrients.
As expected, total beverage intake of the studied adolescents was positively associated with
PA. The highest amount of beverage TEI was observed in active boys and girls, in spite that it was
lower than beverage TEI of European adolescents [16]. Active boys preferred to consume high energy
beverages such as whole fat milk, or fruit drinks, whereas active girls preferred to consume low energy
beverage such as low-fat milk, which may be related to the girls’ preference for a slim body shape [55].
Except diet soda and alcoholic beverage drinkers, more than 50% of all other beverage consumers
met the PA recommendations. It is usually recommended to increase the daily PA level to lose weight
in conjunction with better diet quality may contribute to better body weight control and prevention of
various chronic diseases [56], but PA is also important for disease prevention, weight maintenance and
overall health, including optimal growth and development for children and adolescents, and then it is
usually recommended both to control dietary intake and also to practice PA. In this way, the highest
proportion of diet soda drinkers was found among inactive adolescents. Perhaps adolescents drink
diet soda with the recognition that they have not been expending enough energy.
Otherwise, exercise increases the requirement of many electrolytes due to their loss via sweat [57],
and isotonic beverages are used for recovery of missing water and electrolytes during or after physical
activity [57,58]. The highest proportion of energy/sport drink consumers was found among active
adolescents, as previously registered [59], and this behavior might be due to compliment higher energy
expenditure but also to imitate what done by elite sportsmen. The consumption of these beverages
among adolescents may be recommended only after vigorous and prolonged activity [59].
Strengths and Limitations of the Study
This is the ﬁrst time that the consumption of any kind of beverage and their relationship with
PA has been assessed among adolescents. This study also assessed the percentage of the population
consuming the different beverages, avoiding the sometimes misleading mean intake data.
This study has also limitations. Dietary questionnaires have inherent limitations, mainly because
they are subjective in nature. The difﬁculties to assess food and beverage intake in humans are
well-known. However, in many cases, self-reporting is the only feasible method of assessing dietary
intake in epidemiological studies. Using single 24-h dietary recalls is not the best method to represent
typical consumption patterns of individuals, because food and beverage consumption individually
vary from day to day and 24-h dietary recalls have limitations related to memory and bias [60].
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PA was assessed according to self-reported questionnaire, and may be affected by recall bias because
adolescents might not able to accurately remember and capture their activities [61].
5. Conclusions
Most of the studied adolescent population met the PA recommendations. Gender, age,
parental income, and time watching TV were signiﬁcant determinants of PA. Consumption of beverages
varied according to gender and PA, and daily total beverage intake was lower than recommended
adequate ﬂuid intake. PA behavior should be considered when assessing beverage consumption
in adolescents.
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Abstract: We assess the repeatability and relative validity of a Spanish beverage intake questionnaire
for assessing water intake from beverages. The present analysis was performed within the framework
of the PREDIMED-PLUS trial. The study participants were adults (aged 55–75) with a BMI ě27
and <40 kg/m2 , and at least three components of Metabolic Syndrome (MetS). A trained dietitian
completed the questionnaire. Participants provided 24-h urine samples, and the volume and urine
osmolality were recorded. The repeatability of the baseline measurement at 6 and 1 year was
examined by paired Student’s t-test comparisons. A total of 160 participants were included in the
analysis. The Bland–Altman analysis showed relatively good agreement between total daily ﬂuid
intake assessed using the ﬂuid-speciﬁc questionnaire, and urine osmolality and 24-h volume with
parameter estimates of ´0.65 and 0.22, respectively (R2 = 0.20; p < 0.001). In the repeatability test,
no signiﬁcant differences were found between neither type of beverage nor total daily ﬂuid intake
at 6 months and 1-year assessment, compared to baseline. The proposed ﬂuid-speciﬁc assessment
questionnaire designed to assess the consumption of water and other beverages in Spanish adult
individuals was found to be relatively valid with good repeatability.
Keywords: relative validity; repeatability; fluid questionnaire; beverage; PREDIMED-PLUS study; Spain

1. Introduction
Nowadays, estimating the total ﬂuid intake and real beverage pattern of a population may
be considered as a real challenge in nutritional epidemiology. The associations between hydration,
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water, or beverage intake with health or disease has recently become an important area of research [1,2].
Several authors have assessed the relationship between the consumption of beverages and speciﬁc
outcomes: for example, the intake of sugar-sweetened beverages (SSBs) and metabolic syndrome (MetS)
or type 2 diabetes (T2DM) [3], hypertension [4–6] and other cardiometabolic variables [7]; or the intake
of drinking water and its relationship to cardiovascular diseases (CVD) [8]. However, the results
in some cases are controversial [9–11] and it is probably partially attributable to the difﬁculties in
assessing the real ﬂuid pattern [12]. Water is an essential nutrient for life [13] and the research on its
contribution to human health is very important, so it is essential that the technique used to assess the
consumption of different types of beverage is sufﬁciently sensitive.
To evaluate total ﬂuid intake (all drinking water and beverages), it is common to use food
frequency questionnaires (FFQ) or 24-h recall [14,15]. However, these questionnaires were mainly
designed to evaluate food intake, and not ﬂuid consumption as a whole. In addition, most food
records or dietary recalls do not evaluate the consumption of drinking water because they do not
provide calories. The assessment of beverage intake in recent years has mostly focused on SSBs and
alcoholic drinks [16,17]. For this reason, and also because ﬂuids are often consumed between meals
and are not perceived as a food, ﬂuid intake tends to be underestimated by the individual and the
interviewer [3,18–20].
In 2010, Hedrick and coworkers published a questionnaire designed to assess the consumption of
different types of beverage in the American population [21]. However, to the best of our knowledge,
there is no standardized and validated questionnaire in Spanish that has been developed as a research
tool for the speciﬁc assessment of beverage intake.
For this reason, the main aim of the present study was to assess the repeatability and the relative
validity of a new ﬂuid-speciﬁc questionnaire designed to measure the habitual consumption of drinking
water and different types of beverages in a Spanish population.
2. Material and Methods
2.1. Subjects and Design
The present analysis was performed within the framework of the PREDIMED-PLUS trial,
the design of which has been described elsewhere [22]. Brieﬂy, the PREDIMED-PLUS is a large,
multicenter, parallel group, randomized and controlled clinical trial designed for evaluating the safety
and effectiveness of a multifaceted intervention program for alleviating excessive cardiovascular
morbidity and mortality in overweight and obese individuals.
The primary endpoint of the PREDIMED-PLUS trial is to determine the effect on CVD morbidity
and mortality of an intensive weight loss intervention program based on an energy-restricted
traditional Mediterranean diet (MedDiet), increased physical activity and behavioral therapy in
comparison with an intervention based on traditional Mediterranean diet advice (energy-unrestricted
MedDiet) and traditional health care for CVD prevention.
All participants provided written informed consent, and the PREDIMED-PLUS protocol and
procedures were approved by the Institutional Review Board Comité de Ética de Investigación Clínica
del Hospital Universitario de Gran Canaria Dr. Negrín (code 130093, 30 January 2014) and Comité Ètic
d’Investigació Clínica del Hospital S. Joan de Reus (code 13-07-25/7proj2, 25 July 2013). The trial is
registered at clinicaltrials.gov; identiﬁer: ISRCTN89898870.
The study participants were adult men aged 55–75 and women aged 60–75 with a body mass index
(BMI) ě27 and <40 kg/m2 and who met at least three of the following criteria for the MetS: abdominal
obesity for European individuals (waist circumferences ě88 cm in women and ě102 cm in men),
hypertriglyceridemia (ě150 g/dL) or drug treatment for high plasma triglyceride (TG) concentration,
low high-density lipoprotein (HDL)-cholesterol (<50 mg/dL in women and <40 mg/dL in men),
high blood pressure (systolic blood pressure ě130 mmHg or diastolic blood pressure ě85 mmHg) or
antihypertensive drug treatment, or high fasting glucose (ě100 mg/dL) or drug treatment for T2DM.
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MetS was deﬁned in accordance with the updated harmonized criteria of the International Diabetes
Federation and the American Heart Association and National Heart, Lung and Blood Institute [23].
The analysis included a total random sample of 160 individuals randomized to the
PREDIMED-PLUS trial from the Reus and Las Palmas de Gran Canaria centers.
2.2. Assessment of Fluid Intake
A trained dietician, on behalf of participants at an interview, ﬁlled in the ﬂuid-speciﬁc
questionnaire, recording the daily and weekly consumption of different types of beverage over
the previous month (Figure 1 in English and Supplementary materials Figure S1 in Spanish).
The average daily ﬂuid intake from beverages was estimated on the basis of servings of each type
of beverage. The questionnaire items on beverages included: tap water, bottled water, natural fruit
juices, bottled fruit juices, natural vegetable juices, bottled vegetable juices, whole milk, semi-skimmed
milk, skimmed milk, drinking yogurt (100 and 200 cc), milkshakes, vegetable drinks, soups, jellies and
sorbets, sugar-sweetened beverages (SSBs) (200 and 330 cc), artiﬁcially-sweetened beverages (ASBs)
(200 and 330 cc), espresso (sweetened and unsweetened), white coffee (sweetened and unsweetened),
tea (sweetened and unsweetened), other infusions (sweetened and unsweetened), beer (200 and 330 cc),
non-alcoholic beer (200 and 330 cc), wine, sprits, mixed alcoholic drinks, energy drinks, sports drinks
(200 and 330 cc), meal replacement shakes and other beverages. Total ﬂuid intake was considered to be
the sum of all types of beverage.
The amount of water in each beverage was estimated using the percentage of water values from
the United States Department of Agriculture (USDA) online database [24]. All of the analyses were
performed taking into account the mL of water content in each beverage.
2.3. Urine Collection
Participants provided a 24-h urine sample, and trained personnel recorded the volume, the day
it was provided and the mean environmental temperature of the collection day. Participants were
advised that, in the morning, the ﬁrst urine of the collection day should be discarded, and the ﬁrst
urine sample of the following day included, thus concluding the 24-h cycle. After receiving the urine
sample, the trained personnel aliquoted the samples and kept them at ´80 ˝ C. Urine osmolality (Uosm)
was measured (mOsm/kg) before 31 weeks of freezing using the refractive index method and the
osmometer ARKRAY OM6050 (Arkay Global Business, Kyoto, Japan) Osmo Station. Urine osmolality
is a measure of the number of dissolved particles per unit of water in urine. Some of these particles
can include chloride, glucose, potassium, sodium or urea. In the context of nutrition, the osmolality of
a 24-h urine sample reﬂects the self-regulating activity of renal concentration or dilution mechanisms
during a 24-h period. It measures the functional surplus of water and characterizes 24-h hydration
status [25].
2.4. Assessment of Other Covariates
At baseline and in each visit during the follow-up, questionnaires were administered about
lifestyle variables, educational achievement, history of illness, and medication use. Physical activity
was assessed using a validated Spanish version of the Minnesota Leisure-Time Physical Activity
questionnaire [26]. Trained personnel took the anthropometric measurements. Weight and height
were measured with light clothing, and no shoes with calibrated scales and a wall-mounted
stadiometer (Certiﬁed scale BARYS with stadiometer T2), respectively. Trained dietitians completed
a 137-item semi-quantitative and validated [27] FFQ in a face-to-face interview with the participant.
Energy and protein intake were estimated using a Spanish food composition table [28,29]. In addition,
dietitians administered a 17-item MedDiet screener, adapted from the 14-item questionnaire validated
for the PREDIMED study [30], to assess the degree of adherence to the traditional MedDiet.
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Figure 1. The beverage intake assessment questionnaire in English (translated version and not validated tool).

2.5. Statistical Analysis
Beverages and total ﬂuid intake (mL/day) and demographic characteristics are presented
as a means (SD) for continuous variables or percentages (numbers) for dichotomous variables.
Student’s t-test or Pearson’s χ2 tests were used to compare the quantitative or categorical general
characteristics of the participants.
To assess relative validity, the total daily ﬂuid intake assessed by the ﬂuid-speciﬁc questionnaire
was compared to the urine osmolality and the 24-h urine volume values. Associations among these
variables were assessed using the correlational analysis Bland–Altman agreement method. A total
of 160 participants were included in the validity analysis. A stepwise method was used to select
only the signiﬁcant predictors for urine osmolality. The list of covariates that were not kept in the
ﬁnal model (i.e., did not contribute signiﬁcantly) to the model urine osmolality were: sex, height,
weight, center of recruitment, intervention group, total protein intake, MedDiet adherence, leisure-time
physical activity, mean environmental temperature, urine albumin and urine creatinine. The covariates
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that were kept in the model included age, BMI and total energy consumption. The model for the
24-h urine volume analysis included age and total energy intake. No predictor interactions were
found with any of the aforementioned variables. Quintiles of total water intake, osmolality and 24-h
urine volume were calculated. The osmolality and 24-h urine volume values were adjusted by the
same covariates as were used in the validity analysis. The degree of gross misclassiﬁcation in the
ﬂuid-speciﬁc questionnaire with respect to the adjusted osmolality and adjusted 24-h urine volume
values was evaluated using contingency tables. The proportions of correctly categorized subjects in
the same or adjacent quintiles, and also the individuals classiﬁed in extreme quintiles were calculated.
The repeatability of the ﬂuid-speciﬁc questionnaire was examined by comparing baseline,
and six-month and 12-month values (in 45 and 34 individuals, respectively) with paired Student’s
t-tests. For a comparison between repeatedly measured variables of consumption of each type of
beverage and total ﬂuid intake during time (baseline, six month and one year), a linear mixed-effect
model for repeated measures was used. In order to avoid the effect of the intervention on beverage and
total-water intake, only individuals from the control group were included in the repeatability analysis.
The level of signiﬁcance for all the statistical tests was set at p < 0.05 for bilateral contrast.
Analyses were performed using JMP version 12.1.0 (SAS Institute Inc., Cary, NC, USA) and with SPSS
software, version 22.0 (SPSS Inc., Chicago, IL, USA).
3. Results
A total of 160 participants (68 men and 92 women) with a mean age of 65.3 years (range
55 to 75 years) were included in the present analysis. Height and weight, but not BMI, were
signiﬁcantly different between men and women. Such lifestyle variables as leisure-time physical
activity, MedDiet adherence and total energy consumed were different between genders. Levels of
urine osmolality, urine creatinine and urine albumin were higher in men. Women took signiﬁcantly
more pain relief pills and tranquilizers than men. The general characteristics of the study participants
are summarized in Table 1.
Table 1. General characteristics of the study population.
Variables
Age, years
Height, m
Weight, kg
BMI, kg/m2
Leisure-time physical activity, METs/week
Mediterranean diet score, (0–17 points)
Total energy intake, kcal/day
Total protein intake, g/day
Urine volume, mL/day
Urine osmolality, mOsm/kg
Urine albumin, mg/dL
Urine creatinine, μmol/dL
Urine albumin to creatinine ratio, mg/g

All Population (n = 160)

Men (n = 68)

Women (n = 92)

p-Value a

65.3 (4.9)
1.62 (0.09)
86.7 (14.3)
33.0 (4.3)
3123 (2804)
9.2 (2.5)
2229 (551)
134 (357)
1722 (651)
551 (211)
13.8 (31.8)
7718 (3760)
17.1 (43.4)

64.5 (5.9)
1.69 (0.06)
94.3 (12.5)
32.9 (3.6)
4006 (2945)
8.5 (2.6)
2330 (606)
189 (545)
1762 (698)
631 (204)
20.0 (39.5)
9440 (4204)
22.2 (53.2)

65.9 (3.9)
1.56 (0.06)
81.9 (12.9)
33.1 (4.7)
2471 (2518)
9.8 (2.3)
2155 (497)
93 (22)
1693 (616)
492 (196)
9.0 (23.4)
6431 (2783)
13.2 (33.9)

0.097
<0.001
<0.001
0.328
<0.001
<0.005
<0.005
0.276
0.506
<0.001
0.047
<0.001
0.228

24.4 (39)
33.7 (54)
27.5 (44)
6.9 (11)
4.4 (7)
79.4 (127)
56.9 (91)
6.2 (10)
30.0 (48)
68.1 (109)

26.5 (18)
17.6 (12)
17.6 (12)
2.9 (2)
5.9 (4)
82.3 (56)
50.0 (34)
5.9 (4)
30.9 (21)
63.2 (43)

22.8 (21)
45.6 (42)
34.8 (32)
9.8 (9)
3.3 (3)
77.2 (71)
62.0 (57)
6.5 (6)
29.3 (27)
71.7 (66)

0.596
<0.005
0.016
0.091
0.423
0.423
0.131
0.869
0.834
0.254

Use of medications, % (n)
Aspirin
Pain relief
Tranquilizers
Vitamin/minerals
Heart problems
Antihypertensive agents
Statins
Insulin
Oral anti-diabetic drugs
Others

Data expressed as means (SD) or percentages (n). Abbreviations: BMI, body mass index.
comparisons between groups were tested by Student’s t-test or χ2 as appropriate.

a

p-Values for

3.1. Relative Validity of the Questionnaire
Total daily ﬂuid intake from beverages assessed by the speciﬁc questionnaire was negatively
associated with age and urine osmolality, and positively associated with BMI and total energy intake
(R2 : 0.20; p < 0.001). The Bland–Altman analysis showed relatively good agreement between total daily
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ﬂuid intake assessed using the ﬂuid-speciﬁc questionnaire, and urine osmolality and 24-h volume with
parameter estimates of ´0.65 and 0.22, respectively. The validity results for the total daily ﬂuid intake
assessed with the speciﬁc questionnaire are presented in Table 2. The Bland–Altman plot showing the
relationship between total daily ﬂuid intake and 24-h urine volume is shown in a supplementary ﬁle
(Figure S2).
Table 2. Parameter estimates for two candidate models (osmolality and urine volume) with similar
predictive ability of total daily beverage intake.
Term

Parameter Estimate

Intercept

2278

Osmolality
Age
BMI
Total energy

´0.65
´25.13
23.86
0.27

Intercept

2455

Urine volume
Age
Total energy

0.22
´26.03
0.24

Standardized β *

Standard Error

p-Value

R2

´0.26
´0.23
0.15
0.25

0.18
7.94
11.38
0.08

0.0005
0.0019
0.0376
0.0007

0.20

0.27
´0.24
0.23

0.06
7.93
0.07

0.0003
0.0013
0.0019

0.20

* Standardized beta weights are indicative of effect size.

The percentage of gross misclassiﬁcation (both over-and underestimation by the ﬂuid-speciﬁc
questionnaire) as indices of validity of the ﬂuid-speciﬁc questionnaire in categorizing individuals was
performed (Supplementary Materials Table S1). Osmolality analysis classiﬁed 66% of the individuals
into the same or the adjacent quintile (˘1 quintile) with both methods. A total of 4.4% of the individuals
were classiﬁed into quintiles at opposite ends of the scale (highest quintile of total water from beverage
intake and lowest quintile of osmolality). A total of 6.9% of the population was classiﬁed into the
lowest quintile of total water intake and the highest quintile of osmolality, suggesting that the total
water intake from ﬂuids may have been underestimated. In the 24-h urine volume analysis, 65.7% of
the individuals were categorized in the same or the adjacent quintile (˘ 1 quintile) by both methods.
A total of 4.4% and 1.3% of the population studied were misclassiﬁed in extreme quintiles (the highest
quintile of total water intake and the lowest 24-h urine volume quintile, and the lowest of the total
water intake and the highest 24-h urine volume quintiles, respectively).
3.2. Repeatability of the Questionnaire
Table 3 shows the repeatability of the ﬂuid-speciﬁc questionnaire measurements for each type of
beverage analyzed (baseline vs. six months and baseline vs. one year). The consumption in mL/day
of each type of beverage and total daily ﬂuid intake at baseline, six months and one year is described.
The differences in the consumption (mL/day) between baseline and six months and baseline and one
year, and differences in the consumption during all the visits are also shown in the table. No signiﬁcant
differences were found in the ﬂuid consumption from beverages between the baseline and six months
or one-year assessments.
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Tap water
Bottled water
Natural fruit juices
Bottled fruit juices
Natural vegetable juices
Bottled vegetable juices
Whole milk
Semi-skimmed milk
Skimmed milk
Drinking yogurt (100 cc)
Drinking yogurt (200 cc)
Milkshakes
Vegetable drinks
Soups
Jellies and sorbets
SSBs (200 cc)
SSBs (330 cc)
ASBs (200 cc)
ASBs (330 cc)
Espresso sweetened
Espresso unsweetened
White coffee sweetened
White coffee unsweetened

Beverage Category

289 (571)
755 (539)
39 (69)
26 (93)
6 (28)
14 (69)
24 (92)
43 (81)
95 (146)
13 (32)
6 (31)
0 (2)
21 (80)
36 (30)
2 (11)
11 (34)
8 (39)
7 (48)
42 (164)
16 (31)
24 (35)
23 (63)
9 (31)

Baseline (mL/day) (n = 67)

449 (657)
773 (714)
27 (54)
22 (52)
16 (36)
4 (14)
3 (17)
67 (126)
59 (107)
10 (32)
13 (46)
0 (0)
9 (39)
34 (35)
1 (5)
11 (38)
18 (90)
21 (118)
8 (32)
9 (20)
36 (38)
5 (25)
3 (18)

6 Months
(mL/day) (n = 45)
62 (413)
80 (505)
1 (79)
7 (46)
9 (29)
´5 (32)
´16 (89)
8 (125)
´19 (145)
´6 (32)
5 (61)
0 (3)
5 (49)
0 (45)
´1 (9)
3 (31)
6 (92)
11 (134)
´54 (200)
´4 (31)
7 (36)
´3 (40)
´5 (35)

0.32
0.29
0.92
0.33
0.05
0.25
0.22
0.67
0.38
0.23
0.58
0.32
0.47
0.93
0.61
0.53
0.68
0.57
0.08
0.33
0.22
0.66
0.32

360 (577)
813 (612)
28 (61)
19 (44)
1 (9)
4 (18)
25 (74)
63 (123)
54 (102)
8 (23)
10 (42)
2 (10)
38 (128)
50 (56)
1 (4)
7 (32)
10 (51)
39 (158)
18 (45)
9 (18)
31 (37)
4 (21)
7 (28)

1 Year (mL/day)
(n = 34)
p-Value a
0.79
0.22
0.21
0.16
0.79
0.35
0.86
0.69
0.17
0.18
0.56
0.53
0.16
0.07
0.64
0.32
0.59
0.18
0.11
0.25
0.62
0.69
0.57

Differences from Baseline
´23 (502)
125 (577)
16 (75)
7 (29)
´1 (16)
´7 (41)
4 (125)
9 (131)
´36 (151)
´6 (25)
4 (54)
1 (11)
33 (133)
17 (52)
´1 (7)
´3 (18)
5 (54)
37 (157)
´61 (215)
´4 (20)
2 (23)
´2 (36)
3 (36)

Mean (SD)
p-Value a

Mean (SD)
Differences from Baseline

Baseline vs. 1 Year

Baseline vs. 6 Months

Table 3. Repeatability of the beverage intake assessment questionnaire.

0.389
0.905
0.537
0.880
0.073
0.451
0.284
0.467
0.192
0.765
0.562
0.289
0.330
0.144
0.594
0.862
0.707
0.363
0.292
0.287
0.223
0.063
0.492

p-Value b
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7 (29)
25 (87)
27 (96)
34 (91)
18 (67)
32 (91)
5 (25)
13 (54)
35 (63)
1 (3)
1 (6)
0 (0)
0 (3)
0 (0)
0 (0)
0 (0)
1711 (64)

Baseline (mL/day) (n = 67)

2 (13)
34 (105)
13 (66)
51 (107)
10 (32)
47 (119)
11 (39)
3 (14)
41 (68)
1 (4)
0 (3)
0 (0)
0 (0)
2 (13)
0 (0)
0 (0)
1816 (498)

6 Months
(mL/day) (n = 45)

1 Year (mL/day)
(n = 34)

0.09
0.15
0.23
0.30
0.24
0.92
0.21
0.25
0.46
0.66
0.32
0.32
0.14

´7 (26)
17 (79)
12 (67)
14 (90)
´12 (68)
2 (131)
´8 (45)
4 (22)
´7 (60)
0 (3)
0 (0)
0 (0)
0 (4)
2 (13)
0 (0)
0 (0)
106 (475)
14 (48)
19 (51)
17 (55)
54 (139)
1 (4)
26 (66)
5 (24)
2 (15)
60 (85)
1 (2)
0 (0)
0 (0)
0 (0)
0 (0)
0 (0)
0 (0)
1804 (435)

2 (65)
´2 (54)
15 (56)
12 (106)
´18 (71)
6 (69)
´4 (20)
´11 (58)
9 (55)
0 (3)
0 (3)
0 (0)
0 (0)
0 (0)
0 (0)
0 (0)
128 (559)

Differences from Baseline

Mean (SD)
p-Value a

Differences from Baseline

Mean (SD)

0.82
0.82
0.13
0.51
0.13
0.63
0.28
0.25
0.35
0.26
0.32
0.19

p-Value a

0.246
0.718
0.646
0.613
0.266
0.580
0.581
0.283
0.257
0.988
0.388
0.558
0.328
0.477

p-Value b

Data expressed as means (SD). a p-values for comparisons between groups were tested by Student’s t-test; b p-Values for comparisons between repeated measures were tested by
linear mixed models test.

Tea sweetened
Tea unsweetened
Other infusions sweetened
Other infusions unsweetened
Beer (200 cc)
Beer (330 cc)
Non-alcoholic beer (200 cc)
Non-alcoholic beer (330 cc)
Wine
High alcoholic content beverages
Mixed alcoholic beverages
Energy drinks
Sports drinks (200 cc)
Sports drinks (330 cc)
Meal replacement shakes
Other drinks
Total water intake

Beverage Category

Baseline vs. 1 Year

Baseline vs. 6 Months

Table 3. Cont.
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4. Discussion
The main objective of the present analysis was to assess the relative validity and repeatability of
a ﬂuid-speciﬁc questionnaire designed to measure the habitual consumption of drinking water and
different types of beverage. We report for the ﬁrst time that the use of a ﬂuid-speciﬁc questionnaire
in Spanish and designed for the Spanish population seems to be highly repeatable, and relatively
valid for estimating the daily intake of water from beverages. This tool may be useful for clinicians
and researchers interested in assessing habitual water-drinking and beverage-consumption patterns,
particularly in large-scale investigations, in which other resource-intensive dietary intake assessment
techniques are not so accurate [31].
Although the present ﬂuid-speciﬁc questionnaire is the only one to have been validated in
Spanish, other questionnaires designed to evaluate beverage intake have been published and validated
by a variety of different methods [17,21,31,32]. In 2009, Neuhouser and coworkers developed a
questionnaire for assessing the consumption of snacks and beverages, mainly sweetened beverages,
by young adolescents [31]. The participants ﬁlled in the self-reported beverage questionnaire and
also a four-day dietary record. This second method was compared with the beverage questionnaire
to assess its validity. The same method was used by Hedrick in 2010 to validate a questionnaire
designed to assess the intake of water and caloric beverages [21]. This study used the energy intake
from the four-day food record as a method for validating the ﬂuid questionnaire. Although urine
samples were collected, they were used to objectively determine total ﬂuid intake and to encourage
accurate self-reporting, not for purposes of validation. To date, and to the best of our knowledge,
only one questionnaire has been validated using hydration indices with 24-h urine samples [32].
In 2012, Malisova and colleagues developed a “water balance questionnaire”, designed to evaluate
water drinking and also water intake from solids and other beverages [32]. For validation purposes,
urine was collected from 40 healthy adults and osmolality, 24-h volume, speciﬁc gravity, pH and
color were evaluated. Although all of these indices have been demonstrated to be biomarkers of
hydration, nowadays there is still no biomarker universally accepted as the “gold standard” [33,34].
Nevertheless, in the Malisova study, urine osmolality was proposed as the most promising urine
biomarker of all the ones used [32,35]. In the present analysis, the 24-h urine samples were frozen for
a few weeks, and the freezing-point depression method could not be used for assessing osmolality.
Even though the method used in our study was not the same as the one used in the previously
mentioned paper, the validation results were very similar in both studies. The results were also similar
for the 24-h urine volume as a biomarker of hydration status. Urine volume in both of our studies and
Malisova’s was found to be signiﬁcantly related to hydration, but not as strongly as to urine osmolality.
In our study, only 1% to 7% of the subjects were misclassiﬁed into extreme quintiles. We found
that total water intake was considerably underestimated with the ﬂuid-speciﬁc questionnaire in
comparison with adjusted-osmolality values. This may be because beverages, mainly drinking water,
are consumed during the day and often between meals, so they are not perceived as an important food
by the participants and tend to be underestimated [18,19].
The second important outcome of the present study is that the repeatability of the Spanish
ﬂuid-speciﬁc questionnaire was tested. No differences were found for any of the beverages or in the
total daily ﬂuid intake at the different times of evaluation (baseline versus six months or one year),
either during all the visits as repeated measures. Therefore, beverage intake and patterns can be
compared over time.
The test–retest interval between the three evaluation times of the questionnaire is a factor that
has an important inﬂuence on repeatability [27]. If the interval is too short, the following evaluations
can be inﬂuenced by the memory of the ﬁrst answers, and repeatability will be overestimated.
On the other hand, if the interval is too long, the drinking patterns may have changed, which could
lead to an underestimation of repeatability [36]. According to a comprehensive review, the time
intervals in reports using FFQs range between 2 h and 15 years [37]. In the present analysis, we chose
time intervals of six months and one year to prevent the types of bias mentioned above.
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This study has several strengths. The ability to accurately assess the validity and repeatability
of a questionnaire relies on having a large sample [38] and using multiple statistical methods,
which has been achieved in this present study. The second strength is the use of hydration biomarkers
instead of dietary intake methods to determine the validity of the analysis. Biomarkers make it
possible to improve validation, as they avoid bias caused by measurement errors (memory of the
interviewers, errors in estimating food intake), which impact on the statistical power of the study.
Another important strength of the present analysis is that the questionnaire was completed by trained
dietitians. By avoiding the use of self-reported data we signiﬁcantly reduced the risk of underreporting
errors. However, the study also has several limitations. The present questionnaire may underestimate
certain beverage categories because of the serving sizes established (for example, water intake (tap and
bottled)). However, estimated mean daily water intake and also total daily ﬂuid intake are very
similar to those reported in 2014 in a Spanish population [39], and the present ﬁndings did not
indicate a ceiling effect. Due to the fact that our population was middle-aged and elderly rather
than healthy individuals, future studies should focus on healthy adults and children and other
minorities to determine if the ﬂuid-speciﬁc questionnaire is a valid tool across other population groups.
Another limitation was the lack of a measure to assure the completeness of the 24 h urine samples.
However, at the moment the urine was brought in, we asked the participants whether they had
followed the instructions and whether they had had any problem with the collection. A ﬁnal limitation
was the use of frozen samples. It has been suggested that freezing urine samples generates urinary
sediments that consist predominantly of endogenous calcium oxalate dehydrate and amorphous
calcium crystals [40] and that this may account for the changes in osmolality observed after freezing.
However, several studies have shown that the changes in frozen urine osmolality are trivial and
physiologically irrelevant, especially because daily variations in urine osmolality are considerably
larger than these changes [41,42]. The long-term stability and measurement validity for frozen urine
were found to be good without the addition of a preservative. The prospective storage of frozen
urine aliquots, even exceeding 10 years, appears to be an acceptable and valid tool in epidemiological
settings for subsequent urine analysis [43]. Nevertheless, in the present study, we measured osmolality
levels in a subsample of urine just after the collection (n = 59), without freezing, and no signiﬁcant
differences were found (data not shown).
5. Conclusions
The present ﬂuid-speciﬁc questionnaire appears to be a relatively valid and a highly reliable tool
for assessing intake of water and other types of beverages in Spanish adults. The Spanish beverage
intake assessment questionnaire may help nutrition researchers and clinicians to evaluate beverages,
patterns and changes in consumption and their inﬂuence on health or disease.
Supplementary Materials: The following are available online at http://www.mdpi.com/2072-6643/8/8/475/s1,
Figure S1: The beverage intake assessment questionnaire in Spanish (validated tool); Figure S2: Bland–Altman
plots showing the relationship between total daily water intake (mL/day) and 24-h urine volume (mL/day);
Table S1: Contingency tables for the gross misclassiﬁcation between quintiles of total daily water intake and (A)
osmolality adjusted or (B) 24-h urine volume adjusted.
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Abstract: This study evaluates total water intake (TWI) from plain water, beverages and foods among
Lebanese children and compares TWI to dietary reference intakes (DRIs). In a national cross-sectional
survey, data on demographic, socioeconomic, anthropometric, and physical activity characteristics
were obtained from 4 to 13-year-old children (n = 752). Food and beverage consumption patterns
were assessed using a validated food-frequency questionnaire. TWI was estimated at 1651 mL/day,
with beverages contributing 72% of the TWI compared to 28% from foods. Beverages with the highest
contribution to TWI included plain water, fruit juice and soda. A signiﬁcantly higher proportion
of 9–13-year-old children failed to meet the DRIs compared to 4–8 years old (92%–98% vs. 74%).
Gender differentials were observed with a signiﬁcantly higher proportion of boys meeting the DRIs
compared to girls. The water to energy ratio ranged between 0.84 and 0.87, which fell short of
meeting the desirable recommendations. In addition, children from higher socioeconomic status
had higher intakes of water from milk and bottled water, coupled with lower water intakes from
sodas. The study ﬁndings show an alarming high proportion of Lebanese children failing to meet
TWI recommendations, and call for culture-speciﬁc interventions to instill healthy ﬂuid consumption
patterns early in life.
Keywords: water intake; beverage consumption; water adequacy; hydration; children; Lebanon

1. Introduction
Water is quantitatively the most important nutrient, playing a critical role in maintaining adequate
hydration status [1]. Hypohydration is recognized as a precipitating factor in a number of acute medical
conditions [2]. Even short periods of ﬂuid restriction, characterized by a loss of body mass of 1%–2%,
may lead to increases in self-reported tiredness and headache and to reductions in the subjective
perception of alertness and ability to concentrate [2]. In addition, recent studies suggest that changes
of hydration status may affect cognitive performance in children, whereby improved hydration was
associated with enhanced performance on cognitive tests such as the digit-span and pair-cancellation
tasks and with improved short-term memory [3,4].
Children are amongst the population groups that are at particular risk of hypohydration and
inadequate water intakes [2,5,6]. Despite its critical importance in health and nutrition, the array of
available research that serves as a basis for assessing the adequacy of water intake, remains limited
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in comparison with most other nutrients [1]. Adequate intakes for water are deﬁned based on:
(1) observed water intakes in various population groups; (2) desirable water volumes per 1000 kcal;
and (3) desirable osmolality values in urine. The Dietary Reference Intakes (DRIs) for Water and
Electrolytes reported by the Institute of Medicine (IOM) have set the Adequate Intake (AI) for total
daily water intake at 1.7 L/day in 4–8-year-old children, 2.1 L/day in 9–13-year-old girls and 2.4 L/day
in 9–13-year-old boys [7]. The European Food Safety Authority (EFSA) established total water AI
levels at slightly lower levels: 1.6 L/day for boys and girls aged 4–8 years, and at 1.9 L/day for
girls and 2.1 L/day for boys aged 9–13 years [8]. The water-to-energy ratio is another proposed
index of adequate hydration; an index that incorporates to some degree, body size or surface area,
and activity [1,9]. Accordingly, the desirable total water intake (TWI) is estimated to range between
1.0 and 1.5 L per 1000 kcal in children, depending on activity levels and water losses [8,10].
The established DRI values are based on water obtained from plain drinking water (bottled or
tap), water from other beverages, and water from foods (both intrinsic water in foods and water
added during food preparations) [8,10,11]. The DRIs were set mostly to prevent the adverse
effects of dehydration, but beyond issues of hydration, there is increasing interest in characterizing
consumption patterns of plain water vs. water arising from other sources. Some epidemiological
data suggest that water may have different metabolic effects when consumed alone rather than
as a component of ﬂavored, sweetened or caffeinated beverages, but available evidence remains
inconclusive [12,13]. Drinking plain water instead of caloric beverages helps to reduce dietary energy
density, and may contribute to the regulation of body weight [1,9,14]. Some studies have also suggested
that consumption of plain water is associated with better diets and better health behaviors in youth [15].
Based on the 2010 National Youth Physical Activity and Nutrition Study, Park et al. showed that low
water intake was associated with poor diet quality and physical inactivity amongst US adolescents [16].
Although beverage consumption patterns and their contribution to energy intake (EI) have
been well documented in children, few studies have explored the consumption of plain water
and the adequacy of TWI in this age group [9,11,17,18]. A study conducted on a national sample
of 4–13-year-old children in the US, showed that plain water, tap and bottled, contributed 25%–30% of
total dietary water and that more than 75% of children did not meet the DRIs for TWI [9]. The study by
Vieux et al. (2016), on 4–13-year-old French children and the study by Piernas et al. (2014), on Mexican
children have also shown that the contribution of plain water to TWI did not exceed 34% and that a
high proportion of children did not meet the recommendations (71%–90%) [11,17]. With the exception
of few studies reporting on the contribution of various beverages to EI or on the volume of ingested
ﬂuids [19,20], no studies have investigated TWI and its adequacy amongst children in the Middle-East
and North Africa (MENA), a region that is characterized by a hot climate, a high prevalence of dietary
inadequacies in children [21,22] and one of the highest burdens of pediatric overweight and obesity
worldwide [22]. Based on a nationally representative survey conducted in 2015, the present study
aims at: (1) assessing total dietary water intakes (from foods and beverages) amongst 4–13-year-old
children in Lebanon, in comparison with the IOM and EFSA recommendations by gender and age
(4–8 years and 9–13 years); (2) investigating the association of water intakes from various sources with
demographic, socioeconomic, anthropometric, and physical activity characteristics; (3) estimating EI
from beverage and food sources and determining the water per calorie ratio (L/1000 kcal), in relation
to desirable values by gender and age; and (4) comparing water intake data presented in this study to
those reported from other countries, on the same age group.
2. Methods
2.1. Study Population and Sampling Framework
Data for this study were drawn from a national cross-sectional study conducted among a
representative sample of children (4–18 years) and their mothers in Lebanon. A stratiﬁed cluster
sampling strategy was followed, whereby the strata were the six Lebanese governorates and the
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clusters were selected further at the level of districts. Each district was divided into clusters comprised
of 100–150 households. Households constituted the primary sampling unit within this national study.
Within the cluster, households were selected by systematic sampling, based on probability proportional
to size technique using the Lebanese Central Administration of Statistics as a reference [23]. For a
household to be eligible, children and their mothers had to be present at the time of the interview.
Inclusion criteria for children included: (1) Lebanese nationality; (2) child’s age between 4 and 18 years;
(2) not suffering from any chronic disease; and (3) not taking any medications that may interfere with
his/her dietary intake or body weight. Of the 4076 households that were contacted, 3147 accepted
to participate in the study (response rate = 77%). Of these, 3147 households, 1221 met the eligibility
criteria and 1209 completed the study. The main reasons for refusing to participate in the study were
time constraints and lack of interest.
For the purpose of the present study, data for children aged 4–13 years were considered (n = 752).
Since the evaluation of the TWI amongst 4–13-year-old children and the identiﬁcation of the proportion
of children meeting (or failing to meet) the water intake recommendations were among the main
objectives of the national study, sample size calculations were conducted as follows: a minimum
of 638 participants were needed to provide 95% conﬁdence interval to estimate a prevalence of water
adequacy of 30% with ±3.5% variation in this age group. The estimate of children with adequate water
intake levels (30%) for the 4–13-year-old age group used in the sample size calculations was based on
results from previously conducted studies reporting water and beverage consumption patterns among
a similar age group of children and adolescents in Mexico [11] and the United States [9].
Ethical approval for the study was obtained from the Institutional Review Board at the American
University of Beirut. Written informed consents were obtained from all mothers prior to participation
in the study. Written assents were also obtained from children aged 6 years and above.
2.2. Data Collection
The survey was conducted over approximately one calendar year, between December 2014
and November 2015, covering weekdays and weekends. Face-to-face interviews with children
and their mothers were conducted within their household setting by trained dietitians using
a multi-component questionnaire. The questionnaire included information on demographic and
socioeconomic characteristics, anthropometric measurements, dietary intake, and physical activity
levels of participating children. Mothers served as proxy respondents for children under the age
of 10 years and the interviews lasted on average 45 min per household.
Demographic characteristics included sex and age of the child. Indicators of the household’s
socioeconomic status (SES) included parents’ highest educational level (intermediate level or less,
high school or technical diploma, university degree or more), employment status (employed or
unemployed) and household’s income (reported as <1 million Lebanese pounds (LBP)—662 US
dollars equivalent, 1–1,999,999 million LBP, and ≥2 million LBP). Additionally, the crowding index,
a commonly used criterion to assess the socio-economic status of households, was calculated by
dividing the number of persons living in the household over the number of rooms in the households
(excluding bathrooms, kitchens and balconies) [24,25]. The questionnaire was designed by a panel of
experts including scientists in the ﬁelds of epidemiology and nutrition. The questionnaire was used in
previous studies conducted in Lebanon [26,27] and was pilot tested on 25 households at the start of
the present study to ensure clarity of questions.
Anthropometric measurements were obtained from study participants by trained dietitians
using standard techniques and equipment. Children were weighed on a digital scale to the
nearest 0.1 kg wearing light clothing, while height was measured to the nearest 0.1 cm, without shoes.
Waist circumference (WC) was measured to the nearest 0.1 cm using a calibrated plastic measuring
tape at the level of the umbilicus to the nearest 0.1 cm, after normal expiration. All measurements
were taken twice and the average of the 2 values was reported. Body Mass Index (BMI) was calculated
by dividing the weight in kilograms over the height in meters squared. Using WHO growth charts
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and criteria (WHO Growth reference 2015), BMI-for-age z-scores were used to classify children as
normal weight, overweight, or obese. For children under 5 years, normal weight was classiﬁed as
BMI between −2 and +2 SD of the WHO growth standard median, overweight as BMI > +2 SD,
and obese as BMI > +3 SD. For children 5–13 years in the study sample, normal weight was deﬁned
between −2 SD and +1 SD, overweight > +1 SD, and obese > +2 SD above the WHO growth standard
median. The Waist to height ratio (WHtR) for abdominal obesity was calculated by dividing WC by
height, both measured in centimeters [28]. The suggested cut-off point of ≥0.5 was used to identify
children with elevated WHtR [28,29].
Physical activity level of children was assessed using a modiﬁed version of the Children and Youth
Physical Activity Questionnaire [30]. Children were asked to recall activities that they participated in
and their duration during the past week, including weekdays and weekends, and activities within the
school as well extra-curricular activities. For the purpose of this study, children engaging in more than
420 minutes per week of moderate to vigorous activities were considered active and those below this
cut-off were categorized as inactive [31,32].
2.3. Dietary Intake Assessment and Interpretation
Dietary intake data was collected by trained interviewers using a 187-item food frequency
questionnaire (FFQ) that was previously validated among Lebanese children to assess habitual
dietary intake over the past year [33]. The FFQ included foods and beverages commonly consumed in
Lebanon with a particular focus on a variety of beverages, such as bottled and tap water, milk, sodas,
diet drinks, fruit and vegetable juices, hot beverages (coffee and tea), alcoholic beverages, and sports
and energy drinks.
For children < 10 years old, mothers as the main meal planners were the proxy respondents to
complete the FFQ. Children aged 10–14 years were the main respondents, and their mothers were
present at the time of the interview to assist in providing detailed description of foods consumed at
home including recipes and portion sizes consumed by children. To assist children and their mothers
when estimating the portions and amounts of food and beverages consumed and reported in the
FFQs, household measures and two-dimensional portion size posters were used (Millen and Morgan,
Nutrition Consulting Enterprises, Framingham, MA, United States). These previously validated
visuals [34] have been well-accepted and commonly used in previous national studies conducted in
Lebanon [21,35].
2.4. Water and Energy Intake and Beverage Classiﬁcations
Daily water and EI from all foods and beverages reported in the FFQ were computed using the
food composition database of the Nutritionist Pro software (version 5.1.0, 2014, SR 24, First Data Bank,
Nutritionist Pro, Axxya Systems, San Bruno, CA, USA). The food composition database within this
software is based on the USDA nutrient database [36]; however it was further expanded by adding
analyses of traditional Lebanese foods and recipes reported among participating children using local
food composition databases [37].
The present study focused on TWI from all foods and beverages. Results were reported as
mL of water content from all foods and beverages, foods only, beverages only, and from speciﬁc
beverages. Beverages were classiﬁed into 8 main groups with subcategories as follows: (1) plain water
(bottled and tap); (2) milk and milk alternatives (milk shakes, yoghurt—plain or ﬂavored—and hot
chocolate prepared with milk); (3) sodas (regular and diet); (4) fruit juices (fresh fruit juice—100%
natural, bottled fruit juice (without sugar), and bottled fruit juice with sugar (fruit drink); (5) vegetable
juice; (6) hot beverages (coffee and tea); (7) sports and energy drinks; and (8) alcoholic beverages.
EI from beverages were evaluated for the same beverage categories.
TWI from all food and beverages (mL/day) were compared to the Institute of Medicine (IOM)
and EFSA water intake recommendations for each age and gender group to assess the shortfall in
water consumption and the proportion of children who met or failed to meet the adequate water intake
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levels [7]. Using the same calculated daily TWI, in conjunction with total EI; water per calorie ratio
was calculated and presented as mean (L/1000 kcal) by age and gender.
Water intake data estimated by the present study were compared to those reported by studies
conducted in other countries, on similar age groups. Dietary assessment methods varied across
countries, with the 24-hour recall data being adopted in Mexico and the US [9,11], and the 7-day food
record being used in France [17]. These studies reported on plain water (tap and bottled) and similar
beverage groups, while also sharing similar deﬁnitions for the assessment of TWIs, water and energy
intakes from foods and beverages and their contribution to TWI and EI [9,11,17]. The estimated TWIs
were compared to the IOM water intake recommendations in Mexico and the US [9,11], whereas the
study conducted in France [17] used the EFSA recommendations [17].
2.5. Statistical Analysis
Continuous variables were presented as means and standard errors (SE), whereas categorical
variables were reported as proportions with percentages.
Mean TWI from different beverage groups and from moisture in foods were presented by age
group (4–8 years and 9–13 years), gender, socioeconomic, anthropometric and physical activity
characteristics. The contribution of water from each beverage type was calculated at the individual
level by dividing the water intake from that speciﬁc beverage type by the daily TWI. Comparisons
of mean daily TWIs and mean % of TWI from each beverage type were conducted by age group
(4–8 vs. 9–13 years old) using student t-tests. Associations of water intakes (from foods and beverages;
plain water, and beverages (excluding plain water) with demographic, socioeconomic, anthropometric,
and physical activity characteristics, were examined using student t-tests and analysis of variance
(ANOVAs) with Bonferroni corrections.
In addition, the mean daily intake of energy (kcal) from all foods and beverages, from caloric
beverages, and from each beverage type were calculated and presented as means ± SE and as
proportions (percent of total EI). Differences between 4–8- and 9–13-year-old children in terms of
mean EI from each beverage type and the contribution of beverages to total EI were conducted using
student t-tests. Using the IOM age and gender-speciﬁc water recommendations, the proportion of
children who met or did not meet the DRIs for water intake, the total shortfall in water consumption,
and mean ratio of water per calorie (L/1000 kcal) were calculated. Similar calculations were conducted
to compare the average TWI of children in the study sample with EFSA water intake recommendations
by age and gender.
All data analyses were conducted using the Statistical Package for the Social and Sciences statistical
software package (SPSS) version 22 with p-values of < 0.05 considered statistically signiﬁcant.
3. Results
3.1. Total Water Intakes among Study Sample in Relation to Recommended Intakes
Average TWI for all children (aged 4–13 years old) in the study sample was assessed to
be 1651 mL/day. As shown in Table 1, average TWI was estimated at 1601 mL/day amongst
4–8-year-old children and 1698 mL/day amongst 9–13 years old. Overall, intakes of water from
all foods and beverages, plain water and from beverages (excluding plain water) were signiﬁcantly
higher among boys than girls and among older (9–13 years) compared to younger children (4–8 years).
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1669.58 ± 62.48 a
1651.28 ± 11.01 a
1644.78 ± 12.56 a
1669.90 ± 21.04 a

435 (58.2)
203 (27.2)
109 (14.6)
363 (48.3)
227 (30.2)
162 (21.5)
32 (4.3)
711 (95.7)
743 (100)
556 (74.0)
195 (26.0)
310 (41.8)
279 (37.6)
153 (20.6)

Father’s educational level
Intermediate or less
High school/technical diploma
University Degree or more

Mother’s educational level
Intermediate or less
High school/technical diploma
University Degree or more
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Father’s employment status
Unemployed
Employed

Mother’s employment status
Unemployed
Employed

Monthly family income (LBP)
<1,000,000
1,000,000–1,999,999
≥2,000,000

1636.68 ± 16.11 a
1643.13 ± 16.75 a
1701.01 ± 27.93 a

1632.03 ± 14.98 a
1674.59 ± 20.87 a
1662.68 ± 22.69 a

1646.44 ± 13.60 a
1660.32 ± 22.73 a
1645.37 ± 27.34 a

1738.77 ± 17.72 a
1553.87 ± 8.81 b

397 (52.8)
355 (47.2)

Gender
Boys
Girls

1600.63 ± 12.93 a
1697.68 ± 16.55 b

9.07 ± 0.10
358 (47.6)
394 (52.4)

TWI from Foods and
Beverages (mL/Day)

Age
4–8 years
9–13 years

Total Mean
± SE or n (%)

807.52 ± 14.25 a
790.03 ± 14.02 a
835.94 ± 20.22 a

802.36 ± 10.43 a
814.06 ± 17.21 a

794.76 ± 60.61 a
807.07 ± 8.99 a

790.21 ± 12.32 a
830.57 ± 17.45 a
805.37 ± 18.64 a

804.73 ± 11.53 a
812.81 ± 18.60 a
793.63 ± 21.15 a

841.58 ± 13.50 a
765.48 ± 10.97 b

767.32 ± 11.22 a
840.49 ± 13.39 b

Mean ± SE

Plain Water (Bottled
and Tap) (mL/Day)

391.02 ± 8.91 a
386.28 ± 9.05 a
391.31 ± 17.74 a

388.29 ± 7.22 a
391.98 ± 11.88 a

436.67 ± 33.85 a
386.36 ± 6.28 a

391.70 ± 9.36 a
393.16 ± 10.89 a
378.35 ± 12.04 a

396.18 ± 7.49 a
378.70 ± 14.37 a
372.21 ± 12.91 a

440.54 ± 9.91 a
331.92 ± 5.47 b

376.21 ± 7.95 a
401.13 ± 9.24 b

Beverages (Excluding
Plain Water) (mL/Day)

Water Intakes from All Beverages (mL/Day)

Table 1. Total Water Intakes (mL/day) from foods and beverages by sociodemographic, anthropometric and physical activity characteristics in a representative
sample of Lebanese children aged 4–13 years (n = 752).
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434 (57.7)
318 (42.3)

Level of physical activity
Active
Inactive
1676.47 ± 13.94 a
1617.37 ± 16.78 b

1660.89 ± 14.08 a
1631.77 ± 260.18 a

1640.08 ± 13.96 a
1657.23 ± 23.68 a
1678.07 ± 24.21 a

1654.31 ± 13.01 a
1644.11 ± 19.30 a

TWI from Foods and
Beverages (mL/Day)

817.52 ± 12.16 a
789.46 ± 12.95 a

807.59 ± 242.03 a
803.33 ± 250.37 a

787.19 ± 10.82 a
824.72 ± 20.89 a
839.29 ± 21.70 a

808.22 ± 10.58 a
799.48 ± 16.74 a

Mean ± SE

404.27 ± 7.39 a
368.80 ± 10.41 b

392.54 ± 8.17 a
382.24 ± 144.39 a

390.21 ± 8.49 a
376.22 ± 12.41 a
399.24 ± 12.33 a

388.52 ± 7.50 a
390.62 ± 10.72 a

Beverages (Excluding
Plain Water) (mL/Day)

Water Intakes from All Beverages (mL/Day)
Plain Water (Bottled
and Tap) (mL/Day)

a,b Statistical comparisons were conducted within each sociodemographic group and within anthropometric and physical activity levels based on independent samples t-test or
ANOVA test. Mean estimates with different superscript letters are signiﬁcantly different at p ≤ 0.05.

0.48 ± 0.00
489 (65.4)
259 (34.6)

Waist to height ratio (WHtR)
<0.5
≥0.5

443 (58.9)
152 (20.2)
157 (20.9)

BMI status
Normal weight
Overweight
Obese
64.11 ± 0.46

0.92 ± 0.06

BMI z-score

Waist Circumference (cm)

1.62 ± 0.03
534 (71.2)
216 (28.8)

Crowding index (person/room)
<2
≥2

Total Mean
± SE or n (%)

Table 1. Cont.
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Total daily water intakes amongst 4–13-year-old Lebanese children were compared to the age and
gender-speciﬁc water intake recommendations of the IOM (Figure 1). Compared to the AI values, the
shortfall in water intake was observed to be higher amongst 9–13-year-old children (592 mL/day in
boys and 533 mL/day in girls) compared to their younger counterparts (99 mL/day). Overall, only 15%
(n = 114) of the study sample met the recommendations for daily TWI, among whom the mean TWI
was estimated at 2047 mL/day (SE = 32.2) on average. In addition, a signiﬁcantly higher proportion of
4–8-year-old children met the AI values compared to 9–13 years old (26% vs. 5%, p < 0.001). Amongst
the older age group, a higher proportion of boys met the water intake recommendations compared
to girls (7.9% vs. 2.2% p = 0.012). Similarly, a signiﬁcantly higher proportion of boys had adequate
levels of TWI compared to girls within the 4–8-year-old children group (41.5% vs. 9.7%), p < 0.001
(data not shown).
Additional analyses were conducted based on EFSA recommendations for adequate water
intakes. Accordingly, 26.5% of 4–13-year-old children were found to meet the AI values. Similar to
the observations seen with the IOM DRIs, a higher proportion of younger children met the EFSA
water intake recommendations compared to older children (40.5% vs. 13.7%, p < 0.001) and a higher
proportion of boys had adequate levels of TWI compared to girls, in both age groups (p < 0.001).
As for the water-to-energy ratio, the observed water volume per 1000 kcal ranged between 0.84
in 4–8-year-old children and 0.87 in 9–13 years old, with 96%–99% of the children not meeting the
desirable IOM recommendations for this indicator.

ȱ
Figure 1. Shortfalls in total water intakes amongst 4–13-year-old Lebanese children as compared to
the IOM adequate intake (AI) and proportion of children meeting the age and gender-speciﬁc AIs.
Total daily water intake from all foods and beverages (consumed) by age group and gender compared
to Institute of Medicine Recommendations (IOM) (shortfall). Proportions of children meeting and not
meeting needs compared to IOM are displayed in the corresponding pie charts.

3.2. Water Consumption According to Socioeconomic, Physical Activity and Anthropometric Characteristics
Water intakes were not found to be signiﬁcantly different according to socioeconomic indicators
(household income, crowding index, mother and father’s educational level or employment
status) (Table 1). However, results showed that children reporting active physical activity levels
had signiﬁcantly higher TWI from foods and beverages and higher water consumption from
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beverages compared to inactive children. No signiﬁcant associations were observed between various
anthropometric measures (such as BMI and WHtR) with water consumption from total foods and
beverages, plain water, and beverages (excluding plain water).
3.3. Patterns of Water Intake from Food and Various Beverage Types by Age and Gender
Table 2 presents the intakes of water from foods and from different beverage types by age
group. Overall, water from beverages contributed close to 72% of total daily water intake amongst
4–13-year-old children, compared to 28% from food moisture. Amongst 4–8-year-old children, the three
main sources of water included plain water (47.6%), moisture in foods (28.5%), and fruit juice (10.3%).
For older children (9–13 years), the main contributors to TWI included plain water (49%), moisture
in food (27.7%), and sodas (10.3%). Older children (9–13 years) were found to have signiﬁcantly
higher water intakes from plain water (bottle and tap water), sodas, particularly regular/caloric
sodas, hot beverages, energy drinks and alcoholic beverages compared to younger ones (4–8 years).
In addition, the contribution of water intake from plain water, sodas, and alcoholic beverages to TWI
was signiﬁcantly higher amongst 9–13-year-old children compared to their younger counterparts.
On the other hand, the contribution of water intake from foods, milk and milk alternatives, and fruit
juice (fresh and bottled with sugar) were signiﬁcantly higher amongst 4-8-year-old children compared
to the older ones.
Gender differentials in water intakes from foods and from different beverage sources are shown
in Figure 2. For the 4–8-year-old children, water intakes from solid foods and from hot beverages
(tea/coffee) were found to be signiﬁcantly higher amongst girls compared to boys. On the other hand,
4–8-year-old boys had signiﬁcantly higher intakes of water from sodas and fruit drinks (bottled fruit
juices with sugar) compared to girls of the same age. Among 9–13-year-old children, signiﬁcantly
higher water intakes from sodas, fruit drinks, and fruit juices (fresh and no sugar added) were noted
in boys compared to girls, whereas signiﬁcantly higher water intakes from milk and milk alternatives
were observed in girls compared to boys.
3.4. Water Intake from Speciﬁc Beverages by Socioeconomic, Anthropometric and Physical Activity Characteristics
Table 3 presents the intakes of water from speciﬁc beverages by socioeconomic, anthropometric,
and physical activity characteristics amongst 4–13-year-old Lebanese children. A higher paternal
education level (university degree or more) was found to be associated with higher water intakes
from bottled water, coupled to lower intakes from tap water and regular soft drinks. As for maternal
educational level, it was found to be associated with higher intakes of bottled water, milk and milk
alternatives yet with lower intakes of tap water, regular soft drinks and energy drinks. Monthly family
income and crowding index, two indicators of socioeconomic status, were also found to be associated
with water intakes from speciﬁc beverages: Children from households with higher socioeconomic
status had higher intakes of water from bottled water, milk and milk alternatives, fresh fruit juice
and vegetable juice, yet lower intakes of water from tap water and caloric soft drinks. With respect
to physical activity, overall active children had higher intakes of water from beverages compared to
inactive ones, with the difference reaching statistical signiﬁcance for soft drinks and fresh fruit juice.
No signiﬁcant associations were observed between anthropometric measures, such as BMI status and
WHtR, with water intakes from plain or bottled water, milk, soft drinks, and juices (data not shown).
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93

48.36
41.75
5.62
71.60
3.54
1.56
1.98
9.25
8.50
0.75
9.91
4.29
5.25
0.38
0.17
0.07
0.10
3.44
0.10
0.05
0.05
0.03

805.66 ± 8.91
685.54 ± 6.98
96.36 ± 6.75
1194.92 ± 8.91
57.72 ± 0.90
25.62 ± 0.81
32.10 ± 0.32
155.68 ± 5.35
142.61 ± 4.81
13.01 ± 2.83
160.77 ± 1.39
69.15 ± 0.20
85.18 ± 0.78
6.46 ± 1.18
2.89 ± 0.91
1.26 ± 0.31
1.63 ± 0.86
57.06 ± 2.04
1.84 ± 0.62
0.85 ± 0.49
0.99 ± 0.32
0.51 ± 0.21

Plain Water
Bottled water
Tap water

Water intake from all beverages (excluding
plain water)

Milk and milk alternatives
Milk
Milk Alternatives =

Sodas
Regular
Diet

Fruit Juice
Fresh Fruit Juice (100% Natural)
Bottled Fruit Juice (with sugar)/Fruit Drink
Bottled Fruit Juice (without sugar)

Vegetable Juice
Fresh Vegetable Juice
Bottled Vegetable Juice

Hot Beverages

Sports and Energy Drinks

Sports Drinks
Energy Drinks

Alcoholic beverages

0.02 ± 0.02 a

0.47 ± 0.47 a
0.34 ± 0.24 a

0.81 ± 0.53

a

52.14 ± 2.80 a

4.33 ± 1.80 a
1.65 ± 0.52 a
2.67 ± 1.73 a

163.20 ± 2.21 a
69.02 ± 0.28 a
85.90 ± 1.11 a
8.28 ± 2.07 a

132.14 ± 7.15 a
114.04 ± 5.15 a
18.10 ± 5.50 a

a

59.59 ± 1.32
26.75 ± 1.20 a
32.84 ± 0.44 a

a

1143.53 ± 14.17

767.32 ± 11.22 a
671.51 ± 8.67 a
81.26 ± 8.67 a

450.69 ± 2.33
a

0.00

0.03
0.02

0.05

3.26

0.27
0.10
0.16

10.33
4.39
5.43
0.51

8.09
7.06
1.03

3.75
1.67
2.08

70.85

47.61
42.15
4.89

28.54

100
b

0.95 ± 0.40 b

0.06 *

0.06
0.08

0.14
1.20 ± 0.84 a
1.58 ± 0.57 b

3.61
2.77 ± 1.07 a

0.09
0.05
0.04

9.53 **
4.19 **
5.08 **
0.27

10.31 **
9.80 **
0.50

3.34 **
1.45 *
1.89 **

72.28

49.05 *
41.39
6.29

27.68 **

100

% of TWI †

61.53 ± 2.93 b

1.58 ± 0.60 a
0.91 ± 0.35 a
0.68 ± 0.50 a

158.55 ± 1.72 a
69.23 ± 0.28 a
84.52 ± 1.09 a
4.80 ± 1.25 a

177.06 ± 7.74 b
168.68 ± 7.66 b
8.38 ± 2.05 a

b

56.02 ± 1.22
24.59 ± 1.09 a
31.43 ± 0.45 b

b

1241.62 ± 17.47

840.49 ± 13.39 b
698.29 ± 10.72 b
110.08 ± 10.15 b

460.41 ± 2.86

b

1697.68 ± 16.55

Mean ± SE

9–13 Years 214 (53.9%)

p = 0.019

p = 0.463
p = 0.047

p = 0.103

p = 0.021

p = 0.149
p = 0.232
p = 0.268

p = 0.094
p = 0.603
p = 0.379
p = 0.152

p < 0.001
p < 0.001
p = 0.098

p = 0.048
p = 0.182
p = 0.026

p < 0.001

p < 0.001
p = 0.053
p = 0.031

p = 0.009

p < 0.001

p-Value

Statistical comparisons were conducted between age groups for the means of water intake from each beverage type using independent samples t-test. Mean estimates within a
row with different superscript letters were signiﬁcantly different at p < 0.05. = Milk alternatives include milk-shakes, yoghurts (plain and ﬂavored), and hot chocolate. † Statistical
comparisons were conducted between age groups for the means of contribution of different beverages to total water intake (% TWI) using independent samples T-test; * p ≤ 0.05;
** p ≤ 0.001.

a,b

28.09

455.79 ± 1.87

Water intake from food only

a

1651.48 ±
10.77

Total water intake from all food and
beverages

1600.63 ± 12.93

100

Mean ± SE
% of TWI

4–8 Years 183 (46.1%)
Mean ± SE

% of TWI

Total 752

Table 2. Intakes of water (mL/day) from different beverage groups and from foods and their contribution to total water intake by age group; children aged 4–13
years, Lebanon (n = 752).
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Figure 2. Total daily water intake (mL/day) from all sources by gender, in a national sample of 4–13-year-old children. * Statistical comparisons are made between
genders within the 4–8 years age group, derived from independent samples t-test, results are signiﬁcant at p < 0.05. ‡ Statistical comparisons are made between
genders within the 9–13 years age group, derived from independent samples t-test, results are signiﬁcant at p < 0.05. † Other category includes: vegetable juices,
sports and energy drinks, and alcoholic beverages.
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94

95

653.90 ± 9.453 a
714.72 ± 13.68 b
715.57 ± 14.52 b,c

647.53 ± 10.90 a
698.20 ± 10.88 b
743.9447 ± 15.53 c

696.62 ± 8.40 a
657.64 ± 12.49 b

691.14 ± 9.42 a
677.91 ± 10.37 a

Mother’s educational level
Intermediate or less
High school/technical diploma
University Degree or more

Monthly family income (LBP)
≤1,000,000
1,000,000–1,999,999
≥2,000,000

Crowding index (person/room)
<2
≥2

Level of physical activity
Active
Inactive
99.56 ± 8.82 a
91.98 ± 10.48 a

85.66 ± 7.30 a
123.56 ± 14.89 b

144.24 ± 12.73 a
69.43 ± 9.15 b
48.09 ± 9.49 b,c

122.48 ± 10.76 a
82.44 ± 11.64 b
57.33 ± 10.77 b,c

115.67 ± 9.65 a
82.80 ± 12.37 a,b
41.01 ± 9.12 b

58.13 ± 1.21 a
57.16 ± 1.35 a

58.71 ± 1.09 a
54.91 ± 1.55 a

54.55 ± 1.21 a
59.39 ± 1.65 b
59.72 ± 1.92 a,b

53.28 ± 1.00 a
62.03 ± 1.95 b
61.64 ± 2.14 b,c

56.48 ± 1.18 a
58.98 ± 1.68 a
60.30 ± 2.53 a

57.72 ± 0.90

Milk and Milk Alternatives

155.08 ± 6.43 a
125.72 ± 7.14 b

137.07 ± 5.79 a
156.28 ± 8.56 a

162.71 ± 8.15 a
135.02 ± 6.56 b
116.72 ± 11.21 b,c

168.61 ± 8.00 a
125.89 ± 7.36 b
108.04 ± 7.19 b,c

155.95 ± 6.20 a
125.42 ± 9.16 b
106.77 ± 9.95 b,c

142.67 ± 4.81

Regular Soft Drinks

69.85 ± 0.25 a
68.15 ± 0.32 b

69.52 ± 0.24 a
68.20 ± 0.35 b

68.80 ± 0.31 a
69.41 ± 0.31 a
69.48 ± 0.52 a

68.87 ± 0.30 a
69.31 ± 0.34 a
69.48 ± 0.44 a

69.10 ± 0.26 a
68.95 ± 0.42 a
69.53 ± 0.50 a

69.13 ± 0.20

Fresh Fruit Juice

Fresh Veg. Juice

1.41 ± 0.46 a
1.10 ± 0.36 a

1.55 ± 0.42 a
0.56 ± 0.23 b

0.87 ± 0.47 a
1.32 ± 0.43 a
2.04 ± 0.87 a

0.92 ± 0.33 a
1.06 ± 0.47 a
2.30 ± 1.02 a

1.41 ± 0.47 a
1.25 ± 0.48 a
0.76 ± 0.44 a

1.26 ± 0.31

1.44 ± 0.53 a
0.37 ± 0.23 a

0.87 ± 0.37 a
1.29 ± 0.63 a

0.79 ± 0.34 a
0.76 ± 0.42 a
1.86 ± 1.20 a

1.95 ± 0.66 a
0.04 ± 0.03 b
0.13 ± 0.10 a,b

0.92 ± 0.40 a
1.63 ± 0.83 a
0.11 ± 0.08 a

0.99 ± 0.32

Energy Drinks

* Analyses were carried for the remaining beverages (fruit juice with sugar (fruit drinks), fruit juice without sugar, bottled vegetable juice, diet soft drinks, sports drinks, alcoholic
beverages, and hot beverages) but the results were not presented in this table given the lack of signiﬁcant associations with physical activity or any SES variable. ** Analyses were
conducted for father and mother’s employment status but the results were not included in this table since these variables were not signiﬁcantly associated with water intakes from
any beverage. † Analyses were carried for anthropometric variables (including BMI status, and WHtR) in relation to water intakes from beverage sources, but the results were not
included in the table due to lack of signiﬁcant associations. a,b,c Statistical comparisons are made within each socioeconomic group and within physical activity levels based on
independent samples t-test or ANOVA test with Bonferroni-adjustment. Mean estimates with different superscript letters were signiﬁcantly different at p < 0.05.

670.04 ± 9.09 a
699.88 ± 14.23 a,b
722.11 ± 16.45 b

96.36 ± 6.75

685.54 ± 6.98

Father’s educational level
Intermediate or less
High school/technical diploma
University Degree or more

Tap Water

Bottled Water

Table 3. Intakes (mL/day) of water from speciﬁc beverages * by socioeconomic ** and physical activity characteristics in a representative sample of Lebanese
children aged 4–13 years † (n = 752).
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96
0.04
0.01
0.02
0.02

0.75 ± 0.23
0.25 ± 0.14
0.50 ± 0.16
0.48 ± 0.25

21 (2.79)
6 (0.80)
18 (2.39)
13 (1.73)

Alcoholic beverages

0.01 ± 0.01 a

0.31 ± 0.18 a
0.14 ± 0.14 a
0.17 ± 0.12 a

0.67 ± 0.01 a

0.84 ± 0.36 a
0.30 ± 0.09 a
0.54 ± 0.35 a

73.01 ± 1.30 a
15.48 ± 0.22 a
52.92 ± 0.68 a
4.61 ± 1.15 a

48.54 ± 2.12 a
48.18 ± 2.13 a
0.36 ± 0.11 a

58.28 ± 1.94 a
34.45 ± 1.88 a
23.84 ± 0.29 a

176.76 ± 1.76 a

1720.68 ± 7.71 a

1899.34 ± 8.80 a

Mean ± SE

0.00

0.02
0.01
0.01

0.03

0.05
0.02
0.03

3.85
0.82
2.78
0.24

2.51
2.49
0.02

3.07
1.80
1.26

9.27

90.62

100

% of Total EI

4–8 Years 183 (46.1%)

0.90 ± 0.48 a

1.15 ± 0.40 a
0.35 ± 0.24 a
0.80 ± 0.29 b

0.72 ± 0.01 b

0.30 ± 0.12 a
0.16 ± 0.06 a
0.14 ± 0.10 a

69.82 ± 1.02 a
15.02 ± 0.18 a
52.13 ± 0.67 a
2.67 ± 0.69 a

70.83 ± 3.16 b
70.67 ± 3.16 b
0.17 ± 0.04 a

54.20 ± 1.57 a
30.25 ± 1.46 a
23.95 ± 0.35 a

185.17 ± 2.33 b

1760.54 ± 9.77 b

1947.67 ± 11.66 b

Mean ± SE

9–13 Years 214 (53.9%)
% of Total EI †

0.04 *

0.06
0.02
0.04 *

0.04 *

0.02
0.01
0.01

3.58 **
0.78 *
2.67 *
0.13

3.56 **
3.55 **
0.01

2.79 *
1.55 *
1.24

9.44

90.47

100

0.064

0.059
0.463
0.047

0.001

0.157
0.232
0.268

0.052
0.096
0.406
0.152

<0.001
<0.001
0.098

0.080
0.079
0.972

0.004

0.001

0.001

p-Value

Statistical comparisons were carried out between age groups for the means of energy intake from each beverage type using independent samples t-test. Mean estimates within a
row with different superscript letters were signiﬁcantly different at p < 0.05. † Statistical comparisons were conducted between age groups for the means of contribution of different
beverages to total energy intake (% EI) using independent samples T-test. * p ≤ 0.05; ** p ≤ 0.001.

a,b

0.037

0.70 ± 0.01

752 (100)

71.34 ± 0.82
15.24 ± 0.14
52.51 ± 0.48
3.59 ± 0.66

752 (100)
752 (100)
752 (100)
41 (5.45)

Fruit Juice
Fresh fruit juice (100% natural)
Bottled fruit juice (with sugar)/fruit drink
Bottled fruit juice (without sugar)

Sports and energy drinks
Sports drinks
Energy drinks

3.71
0.80
2.72
0.18

60.22 ± 1.98
59.96 ± 1.98
0.26 ± 0.06

752 (100)
752 (100)
68 (9.04)

Sodas
Regular
Diet

Hot Beverages

3.06
3.05
0.01

56.15 ± 1.24
32.25 ± 1.18
23.90 ± 0.23

752 (100)
752 (100)
752 (100)

Milk and milk alternatives
Milk
Milk alternatives

0.03
0.01
0.02

2.92
1.67
1.25

181.16 ± 1.49

752 (100)

Energy intake from caloric beverages

0.56 ± 0.18
0.23 ± 0.06
0.33 ± 0.18

9.36

1741.56 ± 6.34

752 (100)

Energy intake from foods only

50 (6.65)
42 (5.59)
8 (1.06)

90.54

1924.66 ± 7.45

752 (100)

Total energy intake from all foods and beverages

Vegetable juice
Fresh vegetable juice
Bottled vegetable juice

% of Total EI
100

Mean ± SE

Number of
Consumers n (%)

Total

Table 4. Energy Intake (kcal/day) from different beverage groups and from all solid foods and their contribution to total energy intake by age group; children aged
4–13 years, Lebanon (n = 752).
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498.2

39.2%
860.6
60.7

407.6

33

492.3

40

740.7

60.1

333.3

27.0

Plain water intake (mL/day)

Contribution of plain water to TWI (%)

Water intake from foods (mL/day)

Contribution of foods to TWI (%)

Water intake from all beverages (mL/day)

Contribution of all beverages to TWI (%)

Water intake from all beverages (excluding plain
water) (mL/day)

Contribution of all beverages (excluding plain
water) to TWI (%)

97
Girls: 587

Boys: 594

Girls: 93

Boys: 90

11.5

Girls: 0.77
10.1

4–13 years: Boys: 0.75;

367

89

Fruit juice (5.5%)

Milk (13.2%)

F: 702 d
M: 47.6
F: 41.0

F: 621 d
M: 46.9
F: 43.0

19.5

0.85

253

75

Fruit drink (7.9%)

Milk (20.4%)

18

Girls: 0.95

Boys: 0.88

Girls: 444

Boys: 633

Girls: 83

Boys: 85

Soda (12%)

Milk (15.7%)

Plain Water (29%)

M: 814 d

M: 678 d

Plain Water: 25.2%

73.3

1254

26.7

457.5

29

496.1

70.2

1015.4

29.8

431.4

25.2

364.9

1711

9–13 years

19.8

0.84

273

71

Milk (5.5%)

Fruit water (8.8%)

Plain water: (24.5%)

40.1

571.9 d

64.6

922.1

35.4

504.8

24.5

350.2

1426.8

4–8 years

Mexico c

17.5

Girls: 0.84

Boys: 0.82

Girls: 516

Boys: 668

Girls: 81

Boys: 83

Soda (7%)

Fruit water (8.6%)

Plain water (25.7%)

38.2

634.3 d

64.0

1061.2

36.0

597.2

25.7

426.9

1658.4

9–13 years

9.27

0.84

99

74.0

Soda (8.1%)

Fruit juice (10.3%)

Plain water (47.6%)

23.5

376.2

70.85

1143.53

28.5

450.69

47.61

767.32

1600.63

4–8 years

9.44

0.87

Girls: 533

Boys: 592

Girls: 97.8

Boys: 92.1

Fruit juice (9.5%)

Soda: 10.3%

Plain water (49.05%)

23.6

401.1

72.28

1241.62

27.7

460.41

49.05

840.49

1697.68

9–13 years

Present Study (Lebanon)

EI: Energy Intake; * USA and Mexico: the AI is based on the IOM; France: the AI is based on EFSA; a Vieux et al., 2016 [17]; b Drewnowski et al., 2013 [9]; c Piernas, C, Barquera, S,
and Popkin, BM, 2014 [11]; d Calculated from data reported by the studies [9,11].

Contribution of caloric beverages to total EI (%)

Water to energy ratio

Shortfall compared to AI (mL/day) *

Proportion of children not meeting AI *

Beverages with the highest contribution to TWI

4–13 years: Plain water (33%–35%)

25.6

362.4

555.5

35

1416

1233

Total water intake (TWI) (mL/day)

1447

USA b
4–8 years

9–13 years

France a

Present Study (Lebanon)

4–8 years

Table 5. Patterns of water and beverage consumption amongst 4–13-year-old Lebanese children as compared to data reported by other studies on the same
age group.
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3.5. Contribution of Various Beverage Sources to Total Daily Energy Intake
As shown in Table 4, on average, older children (9–13 years) had a signiﬁcantly higher EI from
all foods and beverages, foods only, and caloric beverages compared to younger ones (4–8 years
old). Foods were found to be the main contributors to EI in both age groups (90.5%–90.6% EI),
whereas beverages contributed close to 9% of the daily caloric intake. Overall, beverages with
the highest contribution to EI of children aged 4–13 years old included fruit juices (mainly fruit
drinks), sodas (regular), and milk and milk alternatives. Compared to their younger counterparts,
older children (9–13 years) had signiﬁcantly higher EIs and higher contribution of speciﬁc beverages
to total daily EI, including regular sodas, hot beverages, and energy drinks. On the other hand, we
observed that the contribution of milk and milk alternatives and fruit juices to total daily EI was
signiﬁcantly higher amongst younger compared to older children (p < 0.05).
3.6. Comparison of Water Intakes amongst Children in Lebanon with Other Countries
Table 5 compares the results of this study to those reported from other countries, on the same
age group [11,17,38]. Accordingly, TWI amongst 4–8-year-old Lebanese children (1600 mL/day)
exceeded that reported for French, American and Mexican children (1233–1447 mL/day), while the
intake amongst 9–13 years old was within the range reported from other countries. Water intakes
from food sources in Lebanon (450–460 mL/day) were inferior to those reported from Mexico
(505–597 mL/day) and France (492–555 mL/day), while the consumption of plain water was
the highest in Lebanon (767–840 mL/day), exceeding intake levels reported by other studies
(350–498 mL/day). Milk’s contribution to TWI was low in Lebanon (3.4%), compared to estimates
reported by France and the USA (13%–20%). Conversely, soda was identiﬁed as one of the three main
contributors to water intake in Lebanese children (8%–10%).
4. Discussion
Based on a nationally representative survey, this study explored total water intake amongst
4–13-year-old children in Lebanon, in comparison to international recommendations, making it the
ﬁrst to report on the intake of this critical nutrient among children from the MENA region. Studies of
beverage consumption amongst children have mostly focused on caloric beverages such as milk [39,40],
fruit juices [41,42], sweetened beverages [40,42–45], and the amount of dietary energy provided in
liquid form [17]. Few studies have investigated patterns of water consumption by age group, sex and
socioeconomic status, and even fewer studies have compared water intakes amongst children with the
existing recommendations and across various countries [9,11,17,18].
This study showed, in agreement with ﬁndings reported by other studies [9,11,17], that total daily
water intakes amongst 4–13-year-old Lebanese children were below the existing recommendations.
When comparing age groups, the study results indicated that a higher proportion of older children
failed to meet the IOM DRI values compared to their younger counterparts (4–8 years old).
The shortfalls in total daily water intakes, based on the IOM DRI values, were the highest amongst
9–13-year-old children partly because the AI for water increases with age [46]. Data were reanalyzed
using the EFSA AI values and the same observations were noted. When comparing our results to
those derived by other studies, Lebanon had the highest proportion of 9–13 years old who did not
meet the water intake recommendations, followed by France (90%–93%), USA (83%–85%) and Mexico
(81%–83%) [9,11,17]. Gender differentials in water intake were also documented in the present study,
with a signiﬁcantly higher TWI observed amongst boys and a signiﬁcantly higher proportion of boys
meeting the AI values compared to girls. The observed gender differentials in water intakes may
be a reﬂection of the signiﬁcantly higher proportion of boys engaging in physical activity compared
to girls in our study sample (66% vs. 49%, p < 0.001, data not shown), and therefore of their higher
water needs. As for the water to energy ratio, another indicator of hydration, the study ﬁndings
showed that the water volume per 1000 kcal ranged between 0.84 and 0.87, which fell short of meeting
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the desirable IOM recommendations of at least 1 L/1000 kcal. Taken together, the study’s ﬁndings
highlight a substantial gap between existing recommendations and actual water intakes in Lebanese
children. This is of concern given the vulnerability of this age group to dehydration and its adverse
effects. Children have a higher proportion of body water compared to adults; they are also less heat
tolerant and more susceptible to dehydration, especially in hot climates and when engaging in physical
activity [1,47]. Available studies suggest that low to moderate levels of dehydration may increase
fatigue, decrease alertness and impair cognitive function, which may carry implications on school
performance [1,3,4,48,49].
The high proportion of children not meeting the international water intake recommendations
in Lebanon as well as in other countries may be at least partly explained by the fact that water
consumption tends to be underreported, particularly among children [11,38]. This highlights the
need for rigorous investigations on probing methods to collect better water recall data and reduce
measurement errors, mainly amongst the pediatric population [1]. It is also important to underscore the
scarcity of available research serving as evidence for setting adequate water intake levels, despite the
critical importance of water in health and nutrition. While this scarcity may be partially explained
by the sophisticated set of neurophysiological adaptations and adjustments that occur over a large
range of ﬂuid intake to protect body hydration and osmolality, it remains a challenge for nutrition and
public health professionals [1]. In addition, given the extreme inter-individual variability in water
needs that are not only determined by differences in metabolism, but also by environmental conditions
and physical activities, there may not be a single level of water intake that would assure adequate
hydration [1]. Water needs may in fact be inﬂuenced by the individual’s health status, physical activity,
dietary intake, including sodium and protein intake, and environmental factors such as temperature
and humidity [38].
In order to better contextualize the observed water intake data, the results of this study were
compared to those reported from other countries, for the same age group [9,11,17]. The consumption
of plain water was found to be the highest in Lebanon exceeding intake levels reported by other
studies and contributing to almost half of TWI. Even though milk appeared as one of the main
contributors to TWI in France and the USA (13%–20%), milk’s contribution to TWI was low in Lebanon,
being estimated at 3.5% in the study sample. On the other hand, soda was identiﬁed as one of the
three main contributors to water intake in Lebanese children, even amongst the younger age group.
Water intakes from food sources were lower than those reported from Mexico and France [11,17],
suggesting a lower consumption of low-energy-density foods, such as fruits and vegetables, amongst
Lebanese children. For instance, the intake of fruits and vegetables was previously estimated at 87
g/d amongst Lebanese children aged 6–11 years [22], compared to estimates ranging between 141–152
g/day amongst 3–14-year-old French children [50].
The present study has also investigated the association between water intakes and SES.
Interestingly, and in contrast to data reported from the USA and Mexico [9,11,38], this study’s ﬁndings
showed that total and plain water intakes were not associated with the household’s income. When
examining the association between SES and water intakes from speciﬁc beverage sources, a higher SES
was found to be associated with a healthier pattern of beverage consumption. Several SES indicators,
including paternal and maternal education levels, family income and crowding index, converged
in showing that water intakes from bottled water increased with increasing SES, while the opposite
was observed for sodas and tap water. Available evidence suggests that in Lebanon, tap water may
not be safe for consumption as its quality tends to deteriorate during distribution, namely due to
cross-contamination by wastewater networks and rusting water conduits [51]. This may explain the
observed association between higher SES and bottled water consumption, as households who can
afford it will naturally opt for safer sources of water. Higher maternal education was associated with a
healthier drinking pattern amongst Lebanese children, characterized by higher water intakes from milk,
and lower intakes from soft drinks and energy drinks. These ﬁndings are in line with those reported
by other studies, where soft drink consumption, dairy product intakes and dietary adequacy amongst
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children were found to be directly related to maternal education levels [52–54]. This highlights the role
of the mother’s education and awareness in modulating the family environment, which can have a
direct inﬂuence on the child’s lifestyle and dietary behavior, including ﬂuid consumption [52–54].
In this study, physically active children had higher intakes of total water, which is expected
given that their hydration needs are higher. Physically active children were also found to have lower
intakes of sodas and higher intakes of fresh fruit juice (no added sugar). These ﬁndings are aligned
with those reported amongst a national sample of Lebanese adolescents aged 13–19 years, where
physically active children were found to follow a healthier dietary pattern compared to those with
low levels of physical activity. These observations may suggest that the clustering of behavioral risk
factors, including physical inactivity and unbalanced diet, which has been repeatedly described among
adults [55], is already apparent as early as the childhood and adolescent years [21]. Even though the
present study’s ﬁndings did not document a protective association of TWI or plain water intake against
overweight and obesity, other studies have suggested that higher water intakes may be associated with
healthier weight in children [1,14]. This may be of direct relevance to the MENA region that harbors
one of the highest rates of childhood obesity in the world. In Lebanon, pediatric obesity is following
an alarming escalating trend over time, with the prevalence of obesity increasing from 7.3% to 10.9%
in 6–19-year-old children and adolescents, over the past decade [56].
The present study showed that the contribution of beverages to daily dietary EI was
close to 9% amongst Lebanese children, which is lower than estimates observed in other
countries (10%–20%) [9,11,17]. However, unlike data reported from other studies where milk appeared
as the beverage with the highest contribution to EI (7%–11%), Lebanese children’s milk intake
contributed less than 3% to daily EI. At the same time, soda was identiﬁed as the beverage with
the second most important contribution to EI in both age groups in Lebanon. These ﬁndings suggest
that soda consumption may be displacing milk drinking in Lebanese children, which could result in
decreased calcium intakes, suboptimal bone health [57], disrupted calcium-phosphorus ratio [58,59],
overweight and obesity [60,61].
The strengths of this study include the national representativeness of the sample, the use of a
validated FFQ in dietary assessment, and the measurements of anthropometric characteristics by
trained dietitians instead of self-reporting. The age cut-off points that were selected for this study
(4–8 years and 9–13 years) were intentionally similar to those adopted by the IOM and by EFSA when
setting DRIs for children, allowing for direct comparisons with the AI values. The results of the present
study should, however, be considered in light of the following limitations. Dietary intake data were
collected by means of a FFQ that may be subject to respondent and recall bias. Proxy recall for younger
children may represent an additional source of bias. Recall bias may be particularly challenging when
exploring water intake among children, who may consume it unconsciously during their regular
day (within the school meal, when playing in public playgrounds, during social events, and other
venues) [9,11]. In addition, there was no measurement of hydration status validating reported TWI
in the present study. Another limitation is the lack of data on the time and occasions of water and
beverage consumption throughout the regular day (breakfast vs. lunch vs. dinner and snacking
patterns). Future studies need to explore potential differences in water and beverage consumption
patterns across various occasions, days of the week, and time of day. Finally, the cross-sectional design
of the study allowed us to test associations rather than to assess any causal relationships.
5. Conclusions
In conclusion, even though the intakes of plain water in Lebanon were higher than those reported
by other countries, and the contribution of caloric beverages to EI were lower than that observed in
other countries, the results of this study showed that an alarming high proportion of Lebanese children
failed to meet water intake recommendations. In addition, older children aged 9–13 years, and girls
were identiﬁed by this study as being at particular risk of water intake inadequacies. These ﬁndings
raise a public health concern, given the vulnerability of children to dehydration and its potential
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adverse effects [1]. The study’s ﬁndings have also shown that, compared to children from high SES,
children from a lower socioeconomic background had higher water intakes from soda, energy drinks
and tap water coupled with lower water intakes from milk, fresh fruit juice, vegetable juice and
bottled water. This socioeconomic gradient should be taken into consideration when planning for
intervention strategies aiming at instilling healthy drinking habits at an early age in Lebanon. Future
dietary guidelines and policy interventions should promote drinking plain water for daily hydration
and nutrient-dense beverages, such as low-fat milk, to contribute further to adequate ﬂuid intake
and nutrient adequacy amongst children. This is of particular importance given the magnitude of
the shortfall between observed TWI and DRIs. A particular challenge would be the safety of tap
water in Lebanon, given that surveillance measures and water quality monitoring are lagging behind
in the country. Schools should be encouraged to make safe potable water available to all students,
by installing fresh water fountains and providing children with easy access to a non-caloric beverage at
no charge [9,17]. Along with improving the availability of safe water, it is crucial to decrease students’
access to caloric beverages in the school setting, by limiting the sale and marketing of sugar-sweetened
beverages. Supportive educational programs targeting students and parents, as agents of change, are
needed to foster healthy drinking patterns early in life [62].
Acknowledgments: The authors express their sincere gratitude to all participating children and their mothers
and acknowledge the efforts exerted by ﬁeld workers for their assistance with data collection. In addition, authors
acknowledge Hikma Shoaib and Massar Dabbous for their assistance with data cleaning and statistical analyses as
part of this study. The national cross-sectional survey was funded by the Lebanese National Council for Scientiﬁc
Research, the University Research Board at the American University of Beirut, and Nestle Waters (SEML).
Author Contributions: L.J., N.H., F.N., and L.N. conceptualized the national research study. L.J. coordinated data
collection and entry, and conducted data analysis. L.N., L.J., and F.N. drafted the manuscript and contributed to
data interpretation. F.C. contributed signiﬁcantly to the review of the manuscript. All authors read and approved
the ﬁnal manuscript.
Conﬂicts of Interest: FC is employed by Nestle Waters, France. The funding sponsors had no role in the design
of the study; in the collection, analyses, or interpretation of data.

References
1.
2.
3.

4.
5.
6.
7.

8.
9.
10.

Popkin, B.M.; D’Anci, K.E.; Rosenberg, I.H. Water, hydration, and health. Nutr. Rev. 2010, 68, 439–458.
[CrossRef] [PubMed]
Maughan, R. Impact of mild dehydration on wellness and on exercise performance. Eur. J. Clin. Nutr. 2003,
57, S19–S23. [CrossRef] [PubMed]
Fadda, R.; Rapinett, G.; Grathwohl, D.; Parisi, M.; Fanari, R.; Calò, C.M.; Schmitt, J. Effects of drinking
supplementary water at school on cognitive performance in children. Appetite 2012, 59, 730–737. [CrossRef]
[PubMed]
Perry, C.S.; Rapinett, G.; Glaser, N.S.; Ghetti, S. Hydration status moderates the effects of drinking water on
children’s cognitive performance. Appetite 2015, 95, 520–527. [CrossRef] [PubMed]
Manz, F. Hydration in children. J. Am. Coll. Nutr. 2007, 26, 562S–569S. [CrossRef] [PubMed]
Manz, F.; Wentz, A.; Sichert-Hellert, W. The most essential nutrient: Deﬁning the adequate intake of water.
J. Pediatr. 2002, 141, 587–592. [CrossRef] [PubMed]
Institute of Medicine (IOM). Dietary Reference Intakes Tables and Applications. Available online:
http://www.nationalacademies.org/hmd/Activities/Nutrition/SummaryDRIs/DRI-Tables.aspx
(accessed on 8 July 2016).
European Food Safety Authority (EFSA). Scientiﬁc opinion on dietary reference values for water. Efsa panel
on dietetic products, nutrition, and allergies. ESFA J. 2010, 8. [CrossRef]
Drewnowski, A.; Rehm, C.D.; Constant, F. Water and beverage consumption among children age 4–13 years
in the united states: Analyses of 2005–2010 nhanes data. Nutr. J. 2013, 12. [CrossRef] [PubMed]
Institute of Medicine. Dietary Reference Intakes for Water, Potassium, Sodium, Chloride, and Sulfate;
National Academies Press: Washington, DC, USA, 2004.

101

Nutrients 2016, 8, 554

11.

12.
13.

14.
15.
16.

17.

18.

19.

20.
21.

22.

23.
24.
25.
26.

27.

28.
29.

30.

Piernas, C.; Barquera, S.; Popkin, B.M. Current patterns of water and beverage consumption among mexican
children and adolescents aged 1–18 years: Analysis of the mexican national health and nutrition survey 2012.
Public Health Nutr. 2014, 17, 2166–2175. [CrossRef] [PubMed]
Stookey, J.D.; Constant, F.; Gardner, C.D.; Popkin, B.M. Replacing sweetened caloric beverages with drinking
water is associated with lower energy intake. Obesity 2007, 15, 3013–3022. [CrossRef] [PubMed]
Stookey, J.D.; Constant, F.; Popkin, B.M.; Gardner, C.D. Drinking water is associated with weight loss
in overweight dieting women independent of diet and activity. Obesity 2008, 16, 2481–2488. [CrossRef]
[PubMed]
Daniels, M.C.; Popkin, B.M. Impact of water intake on energy intake and weight status: A systematic review.
Nutr. Rev. 2010, 68, 505–521. [CrossRef] [PubMed]
Stookey, J.D. Drinking water and weight management. Nutr. Today 2010, 45, S7–S12. [CrossRef]
Park, S.; Blanck, H.M.; Sherry, B.; Brener, N.; O’Toole, T. Factors associated with low water intake among us
high school students—National youth physical activity and nutrition study, 2010. J. Am. Diet. Assoc. 2012,
112, 1421–1427. [CrossRef] [PubMed]
Vieux, F.; Maillot, M.; Constant, F.; Drewnowski, A. Water and beverage consumption among children aged
4–13 years in France: Analyses of INCA 2 (etude individuelle nationale des consommations alimentaires
2006–2007) data. Public Health Nutr. 2016, 19, 2305–2314. [CrossRef] [PubMed]
Iglesia, I.; Santaliestra-Pasías, A.; Bel-Serrat, S.; Sadalla-Collese, T.; Miguel-Berges, M.; Moreno, L.
Fluid consumption, total water intake and ﬁrst morning urine osmolality in spanish adolescents from
zaragoza: Data from the HELENA study. Eur. J. Clin. Nutr. 2015, 70, 541–547. [CrossRef] [PubMed]
Akpata, E.S.; Behbehani, J.; Akbar, J.; Thalib, L.; Mojiminiyi, O. Fluoride intake from ﬂuids and urinary
ﬂuoride excretion by young children in kuwait: A non-ﬂuoridated community. Community Dent.
Oral. Epidemiol. 2014, 42, 224–233. [CrossRef] [PubMed]
Bello, L.; Al-hammad, N. Pattern of ﬂuid consumption in a sample of saudi arabian adolescents aged 12–13
years. Int. J. Paediat. Dent. 2006, 16, 168–173. [CrossRef] [PubMed]
Naja, F.; Hwalla, N.; Itani, L.; Karam, S.; Sibai, A.M.; Nasreddine, L. A western dietary pattern is associated
with overweight and obesity in a national sample of lebanese adolescents (13–19 years): A cross-sectional
study. Br. J. Nutr. 2015, 114, 1909–1919. [CrossRef] [PubMed]
Nasreddine, L.; Naja, F.; Akl, C.; Chamieh, M.C.; Karam, S.; Sibai, A.-M.; Hwalla, N. Dietary, lifestyle and
socio-economic correlates of overweight, obesity and central adiposity in lebanese children and adolescents.
Nutrients 2014, 6, 1038–1062. [CrossRef] [PubMed]
Central Administration of Statistics (CAS) Lebanon. Population Characteristics in 2007. Available online:
http://www.cas.gov.lb/index.php/demographic-and-social-en/population-en (accessed on 11 July 2016).
Melki, I.S. Household crowding index: A correlate of socioeconomic status and inter-pregnancy spacing in
an urban setting. J. Epidemiol. Community Health 2004, 58, 476–480. [CrossRef] [PubMed]
Goodyear, R.F.A.; Hay, J. Finding the crowding index that works best for new zealand: Applying different
crowding indexes to census of population and dwellings data for 1986–2006. Statistics N. Zeal. 2012, 4, 1–50.
Naja, F.; Nasreddine, L.; Itani, L.; Chamieh, M.C.; Adra, N.; Sibai, A.M.; Hwalla, N. Dietary patterns
and their association with obesity and sociodemographic factors in a national sample of lebanese adults.
Public Health Nutr. 2011, 14, 1570–1578. [CrossRef] [PubMed]
Naja, F.; Nasreddine, L.; Itani, L.; Dimassi, H.; Sibai, A.M.; Hwalla, N. Dietary patterns in cardiovascular
diseases prevention and management: Review of the evidence and recommendations for primary care
physicians in Lebanon. J. Med. Liban 2014, 62, 92–99. [CrossRef] [PubMed]
Maffeis, C.; Banzato, C.; Talamini, G.; Obesity Study Group of the Italian. Waist-to-height ratio, a useful index
to identify high metabolic risk in overweight children. J. Pediatr. 2008, 152, 207–213. [CrossRef] [PubMed]
McCarthy, H.D.; Ashwell, M. A study of central fatness using waist-to-height ratios in UK children and
adolescents over two decades supports the simple message—‘Keep your waist circumference to less than
half your height’. Int. J. Obes. 2006, 30, 988–992. [CrossRef] [PubMed]
Corder, K.; van Sluijs, E.M.; Wright, A.; Whincup, P.; Wareham, N.J.; Ekelund, U. Is it possible to assess
free-living physical activity and energy expenditure in young people by self-report? Am. J. Clin. Nutr. 2009,
89, 862–870. [CrossRef] [PubMed]

102

Nutrients 2016, 8, 554

31.

32.
33.

34.
35.
36.
37.
38.

39.
40.

41.
42.
43.
44.
45.

46.
47.
48.
49.

50.

51.
52.

Coledam, D.H.C.; Ferraiol, P.F.; Júnior, R.P.; Ribeiro, E.A.G.; Ferreira, M.A.C.; de Oliveira, A.R.
Agreement between two cutoff points for physical activity and associated factors in young individuals. Rev.
Paul. Pediatr. (Engl. Ed.) 2014, 32, 215–222.
United States Department of Health and Human Services. 2008 Physical Activity Guidelines for Americans.
Available online: https://health.gov/paguidelines/pdf/paguide.pdf (accessed on 11 July 2016).
Moghames, P.; Hammami, N.; Hwalla, N.; Yazbeck, N.; Shoaib, H.; Nasreddine, L.; Naja, F. Validity and
reliability of a food frequency questionnaire to estimate dietary intake among Lebanese children. Nutr. J.
2016, 15. [CrossRef] [PubMed]
Posner, B.M.; Smigelski, C.; Duggal, A.; Morgan, J.; Cobb, J.; Cupples, L. Validation of two-dimensional
models for estimation of portion size in nutrition research. J. Am. Diet. Assoc. 1992, 92, 738–741. [PubMed]
Naja, F.; Hwalla, N.; Itani, L.; Salem, M.; Azar, S.T.; Zeidan, M.N.; Nasreddine, L. Dietary patterns and odds
of type 2 diabetes in Beirut, Lebanon: A case–control study. Nutr. Metab. 2012, 9. [CrossRef] [PubMed]
United States Department of Agriculture (USDA). Usda Food Composition Database. Available online:
https://ndb.nal.usda.gov/ (accessed on 11 July 2016).
Pellett, P.L.; Shadarevian, S. Food Composition Tables for Use in the Middle East; American University of Beirut:
Beirut, Lebanon, 1970.
Drewnowski, A.; Rehm, C.D.; Constant, F. Water and beverage consumption among adults in the United
States: Cross-sectional study using data from NHANES 2005–2010. BMC Public Health 2013, 13. [CrossRef]
[PubMed]
Fulgoni, V.L.; Quann, E.E. National trends in beverage consumption in children from birth to 5 years:
Analysis of NHANES across three decades. Nutr. J. 2012, 11. [CrossRef] [PubMed]
Collison, K.S.; Zaidi, M.Z.; Subhani, S.N.; Al-Rubeaan, K.; Shoukri, M.; Al-Mohanna, F.A. Sugar-sweetened
carbonated beverage consumption correlates with BMI, waist circumference, and poor dietary choices in
school children. BMC Public Health 2010, 10. [CrossRef] [PubMed]
Drewnowski, A.; Rehm, C.D. Socioeconomic gradient in consumption of whole fruit and 100% fruit juice
among US children and adults. Nutr. J. 2015, 14. [CrossRef] [PubMed]
Sayegh, A.; Dini, E.; Holt, R.; Bedi, R. Food and drink consumption, sociodemographic factors and dental
caries in 4–5-year-old children in Amman, Jordan. Br. Dent. J. 2002, 193, 37–42. [CrossRef] [PubMed]
O’Connor, T.M.; Yang, S.-J.; Nicklas, T.A. Beverage intake among preschool children and its effect on weight
status. Pediatrics 2006, 118, e1010–e1018. [CrossRef] [PubMed]
Oza-Frank, R.; Zavodny, M.; Cunningham, S.A. Beverage displacement between elementary and middle
school, 2004–2007. J. Am. Diet. Assoc. 2012, 112, 1390–1396. [CrossRef] [PubMed]
Ali, H.I.; Ng, S.W.; Zaghloul, S.; Harrison, G.G.; Qazaq, H.S.; El Sadig, M.; Yeatts, K. High proportion of 6 to
18-year-old children and adolescents in the United Arab Emirates are not meeting dietary recommendations.
Nutr. Res. 2013, 33, 447–456. [CrossRef] [PubMed]
Senterre, C.; Dramaix, M.; Thiébaut, I. Fluid intake survey among schoolchildren in Belgium.
BMC Public Health 2014, 14. [CrossRef] [PubMed]
British Nutrition Foundation. Hydration for Children. Available online: https://www.nutrition.org.uk/
healthyliving/hydration/hydration-forchildren.html (accessed on 20 July 2016).
Bar-Or, O.; Dotan, R.; Inbar, O.; Rotshtein, A.; Zonder, H. Voluntary hypohydration in 10- to 12-year-old
boys. J. Appl. Physiol. 1980, 48, 104–108. [PubMed]
Benton, D.; Braun, H.; Cobo, J.; Edmonds, C.; Elmadfa, I.; El-Sharkawy, A.; Feehally, J.; Gellert, R.;
Holdsworth, J.; Kapsokefalou, M. Executive summary and conclusions from the European hydration
institute expert conference on human hydration, health, and performance. Nutr. Rev. 2015, 73, 148–150.
[CrossRef] [PubMed]
Lioret, S.; Dubuisson, C.; Dufour, A.; Touvier, M.; Calamassi-Tran, G.; Maire, B.; Volatier, J.-L.; Lafay, L.
Trends in food intake in French children from 1999 to 2007: Results from the INCA (étude individuelle
nationale des consommations alimentaires) dietary surveys. Br. J. Nutr. 2010, 103, 585–601. [CrossRef]
[PubMed]
Ministry of Environment/LEDO. Lebanon State of the Environment Report; 2001; pp. 109–129. Available online:
http://www.moe.gov.lb/ledo/soer2001pdf/preface.pdf (accessed on 22 July 2016).
Vereecken, C.; Maes, L. Young children’s dietary habits and associations with the mothers’ nutritional
knowledge and attitudes. Appetite 2010, 54, 44–51. [CrossRef] [PubMed]
103

Nutrients 2016, 8, 554

53.
54.

55.
56.

57.
58.

59.
60.

61.
62.

Patrick, H.; Nicklas, T.A. A review of family and social determinants of children’s eating patterns and diet
quality. J. Am. Coll. Nutr. 2005, 24, 83–92. [CrossRef] [PubMed]
De Coen, V.; Vansteelandt, S.; Maes, L.; Huybrechts, I.; De Bourdeaudhuij, I.; Vereecken, C.
Parental socioeconomic status and soft drink consumption of the child. The mediating proportion of
parenting practices. Appetite 2012, 59, 76–80. [CrossRef] [PubMed]
Naja, F.; Hwalla, N.; Itani, L.; Baalbaki, S.; Sibai, A.; Nasreddine, L. A novel mediterranean diet index from
lebanon: Comparison with Europe. Eur. J. Nutr. 2015, 54, 1229–1243. [CrossRef] [PubMed]
Nasreddine, L.; Naja, F.; Chamieh, M.C.; Adra, N.; Sibai, A.-M.; Hwalla, N. Trends in overweight and obesity
in Lebanon: Evidence from two national cross-sectional surveys (1997 and 2009). BMC Public Health 2012, 12.
[CrossRef] [PubMed]
NIH Consensus Panel. Nih consensus development on optimal calcium intake. J. Am. Med. Assoc. 1994, 272,
1942–1948.
Rampersaud, G.C.; Bailey, L.B.; Kauwell, G.P. National survey beverage consumption data for children and
adolescents indicate the need to encourage a shift toward more nutritive beverages. J. Am. Diet. Assoc. 2003,
103, 97–100. [CrossRef] [PubMed]
Nielsen, S.J.; Popkin, B.M. Changes in beverage intake between 1977 and 2001. Am. J. Prev. Med. 2004, 27,
205–210. [CrossRef] [PubMed]
Tam, C.S.; Garnett, S.P.; Cowell, C.T.; Campbell, K.; Cabrera, G.; Baur, L.A. Soft drink consumption and
excess weight gain in australian school students: Results from the nepean study. Int. J. Obes. 2006, 30,
1091–1093. [CrossRef] [PubMed]
Must, A.; Barish, E.; Bandini, L. Modiﬁable risk factors in relation to changes in BMI and fatness: What have
we learned from prospective studies of school-aged children&quest. Int. J. Obes. 2009, 33, 705–715.
Abi, H.G.; Lahham, S.N.; Aﬁﬁ, R. Jarrib Baleha—A pilot nutrition intervention to increase water intake and
decrease soft drink consumption among school children in Beirut. J. Med. Liban 2010, 59, 55–64.
© 2016 by the authors. Licensee MDPI, Basel, Switzerland. This article is an open access
article distributed under the terms and conditions of the Creative Commons Attribution
(CC BY) license (http://creativecommons.org/licenses/by/4.0/).

104

nutrients
Article

Water Intake in a Sample of Greek Adults Evaluated
with the Water Balance Questionnaire (WBQ) and a
Seven-Day Diary
Adelais Athanasatou, Olga Malisova, Aikaterini Kandyliari and Maria Kapsokefalou *
Unit of Human Nutrition, Department of Food Science and Human Nutrition, Agricultural University of
Athens, 75 Iera Odos Str., Athens 11855, Greece; dathanasatou@gmail.com (A.A.);
olgamalisova@yahoo.gr (O.M.); katerinakand@hotmail.com (A.K.)
* Correspondence: kapsok@aua.gr; Tel.: +30-210-529-4708
Received: 28 July 2016; Accepted: 5 September 2016; Published: 10 September 2016

Abstract: Awareness on the importance of hydration in health has created an unequivocal need to
enrich knowledge on water intake of the general population and on the contribution of beverages
to total water intake. We evaluated in the past water intake in a sample of Greek adults using two
approaches. In study A, volunteers completed the Water Balance Questionnaire (WBQ), a food
frequency questionnaire, designed to evaluate water intake (n = 1092; 48.1% males; 43 ± 18 years).
In study B, a different population of volunteers recorded water, beverage, and food intake in
seven-day diaries (n = 178; 51.1% males; 37 ± 12 years). Herein, data were reanalyzed with
the objective to reveal the contribution of beverages in total water intake with these different
methodologies. Beverage recording was grouped in the following categories: Hot beverages; milk;
fruit and vegetable juices; caloric soft drinks; diet soft drinks; alcoholic drinks; other beverages;
and water. Total water intake and water intake from beverages was 3254 (SE 43) mL/day and
2551 (SE 39) mL/day in study A; and 2349 (SE 59) mL/day and 1832 (SE 56) mL/day in study B.
In both studies water had the highest contribution to total water intake, approximately 50% of total
water intake, followed by hot beverages (10% of total water intake) and milk (5% of total water
intake). These two approaches contribute information on water intake in Greece and highlight the
contribution of different beverages; moreover, they point out differences in results obtained from
different methodologies attributed to limitations in their use.
total water
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1. Introduction
Reports that linked hydration with the maintenance of normal physical and cognitive functions [1]
engendered the need for data on hydration of the general population and for public health advice on
water intake.
Hydration reﬂects balance between water intake and loss. Water intake consists of water from
a variety of sources; namely, drinking water, beverages, and ﬂuid and solid foods. In most studies,
drinking water and beverages contribute approximately 80%, and solid and ﬂuid foods approximately
20% to water intake [2–4]. Water loss consists mainly from excretion of water in urine, respiratory water,
feces, and sweat [2].
New studies focus on evaluating water intake in the general population in different countries
using either new data or retrospective analyses of older studies, thus building information on
water intake worldwide [4–8]. For example, total water intake is 1307 mL/day in adults aged
20–54 years, and 1198 mL/day in senior adults in France [6,9], and 3563 mL/day in the USA [10].
Nutrients 2016, 8, 559
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Overall, these differences are expected to some extent because water intake reﬂects environmental
conditions and physical activity levels [11] that vary in different countries or population groups.
Moreover, water intake is inﬂuenced by diverse dietary habits, the availability of a variety of
beverages in local markets, and the adoption of drinking-friendly policies in public and private
spaces (schools, working environments, hospitals, etc.). In this context, the recording of information
on the contribution of different beverages in total water intake deserves attention. For example,
in many countries drinking water is the most popular beverage [9,10] but in others, such as in the UK,
hot beverages [5] are preferable.
Apart from differences amongst countries, the methodological tools used for evaluating water
intake in these studies are inconsistent, some use seven-day diaries, 24 h recalls, or food frequency
questionnaires [12]. Moreover, most of these studies used tools that were not speciﬁcally designed
to evaluate water intake. Therefore, they may not fully capture the consumption of water or of other
beverages [13].
Limited information on ﬂuid intake is available for the Greek population [3,8,14]. Cohort studies
conducted in Greece do not include the evaluation of water intake [15–17]. We have conducted two
studies in the past with the objective to evaluate water intake in a sample of the Greek population.
In these studies we analyzed total water intake without speciﬁc reference to the variety of beverages
consumed. There is a need to obtain this important information because a higher variety has been
linked to a higher total water intake [5]. Moreover, these studies used different methodologies;
the study of Malisova et al. [8] used the WBQ [18], a semi-quantiﬁed food frequency questionnaire
and the study of Malisova et al. [3] used a 7-day diary record. There is a need to carefully observe and
comment on the use of different tools in the evaluation of water intake.
The objectives of the present study were to reanalyze the existing databases in order: (a) to report
water intake and the type of beverages consumed in a sample of Greek adults using a food frequency
questionnaire and a seven-day diary; and (b) to compare the water intake recorded from these two
approaches, i.e., a semi-quantiﬁed food and ﬂuids frequency questionnaire or a seven-day diary record.
2. Materials and Methods
We reanalyzed data from two existing databases; data were obtained from a semi-quantiﬁed food
frequency questionnaire (study A), and from seven-day diaries (study B). The sample of studies A
and B is composed of different subjects. A total of 1270 subjects from the metropolitan area of Athens
(Greece) were included in these analyses.
In Study A [8] we used the Water Balance Questionnaire (WBQ) [18], a self-administrated
semi-quantiﬁed food frequency questionnaire specially designed and validated with urine hydration
biomarkers and three-day diaries to estimate water intake from all sources. The exclusion criteria were
disease in relation to water balance, including urinary tract infection, kidney disease, and diabetes.
All volunteers were informed on the objectives of the study and the procedures involved, and signed
an informed consent. In 1092 healthy subjects 18–75 years (age: 43 ± 18 years; males 48.1%) water
intake was estimated from the consumption of ﬁfty-eight foods and from drinking water or beverages
recorded in detail as glasses, bottles, or cups consumed per day. Employment status, education level,
and levels of physical activity estimated from the International Physical Activity Questionnaire (IPAQ)
questionnaire [19] were also considered. Height and weight of subjects was measured. Water from
solid and ﬂuid foods, recorded from the WBQ, was calculated using data from the USDA National
Nutrient Database by multiplying the content in water given from the USDA of any food or beverage
(in g or mL) with the portion size (in g or mL) and the number of times that the portion was consumed
in the last month.
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In study B [3] we used a seven-day diary to record detailed information on foods, and beverages
intake. The study protocol had a 24 h urine collection for the same seven days in order to assess
hydration status. Exclusion criteria were disease (diabetes insipidus, renal, liver, gastrointestinal,
cardiac, pulmonary, or muscle-skeletal diseases), pregnancy, lactation, hypertension, taking diuretic
drugs, and following a high-protein or hypocaloric diet. Written informed consent was obtained
from all subjects. The recruitment strategy included invitations sent by email to the non-academic
and academic personnel; uploaded on social media and published in local newspapers; uploaded on
internet sites related to nutrition; and sent by email to other academic and social work institutions.
A total of 178 healthy subjects 18–65 years (age: 37 ± 12 years; males 51.1%) recorded the type and
amount of food and/or ﬂuid consumption, time, and place immediately after it happened in order to
avoid misreporting. Employment status, education level, tobacco use, and levels of physical activity
estimated from the International Physical Activity Questionnaire (IPAQ) questionnaire [19] were
also considered. Height and weight of subjects was measured. Water from solid and ﬂuid foods,
recorded from the seven-day diaries was calculated using the data from the Diet Analysis plus version
6.1 software (ESHA Research, Wadsworth Publishing Co. Inc., Salem, OR, USA).
2.1. Data Analysis
(a) Subjects from studies A and B with anomalous values of energy intake [20] were excluded
from the analyses; below 500 calories for females and 800 calories for males, above 3500 calories for
females and 4000 calories for males.
(b) Beverage consumption was combined in the eight following categories: (1) hot beverages
(including tea and coffee); (2) milk (including regular, light, and chocolate milk); (3) fruit and vegetable
juices (including nectar, fresh, and mix juices); (4) caloric soft drinks; (5) diet soft drinks; (6) alcoholic
drinks; (7) water (including tap and bottled); and (8) other beverages (i.e., non-alcoholic beer).
Total water intake was calculated from the moisture content in foods and the total beverages intake.
Beverage intake was the sum of the amounts of these eight categories.
(c) The variety score was calculated as the sum of the beverages consumed from the eight different
categories with a minimum value of “0” and a maximum value of “8”.
(d) Daily water intake of males and females was compared to the European Food Safety Authority
(EFSA) Dietary Reference Values for Adequate Intake of water for males and females (2.5 L and 2.0 L,
respectively) [2]. Nordic and German-speaking countries take the approach of inadequate water intake
when it is less than 1 g per kilocalorie of energy requirement [2]. Therefore, we used three approaches
to deﬁne adequate water intake in order to estimate the proportion of subjects that have a low total
water intake. A classiﬁcation based on the adequate intake value, deﬁned by the EFSA, was considered
as Criterion 1. Criterion 2 was considered as a ratio of total water intake and energy intake higher
than 1. The combination of both (Criterion 1 and 2) was considered as the ﬁnal criterion (Criterion 3).
2.2. Statistics
Continuous variables are expressed as the mean (standard error) for variables following normal
distribution. Normal distribution of all continuous variables was tested with the Shapiro–Wilk
parametric test or graphically assessed by histograms. All variables were found to be normal.
Correlations were evaluated using Pearson’s correlation coefﬁcient. Partial correlations between water
intake, energy intake, and beverage consumption adjusted for age, gender, body weight, and physical
activity were calculated by the use of a variety score. Differences between genders and age groups
were observed using Student’s t-test. We deemed statistical signiﬁcance at α = 0.05. Statistical analysis
was performed by SPSS package, version 18 (SPSS Inc., Chicago, IL, USA).
3. Results
The age, gender distribution, and characteristics in details of subjects of study A are presented
in Table 1.
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Table 1. Descriptive characteristics of subjects that completed the WBQ (n = 1092).

Age (years)

18–39
40–64
65–75

Unemployed
Level of physical
activity
Level of education

%

532

48.1

Female
575

51.9

%

Count
Count
Count

488
390
214

44.7
35.7
19.6

230
187
105

44.1
35.8
20.1

258
203
109

45.3
35.6
19.1

139

13.2

61

12.0

78

14.1

Count
Count

71
1036

6.4
93.6

37
495

7.0
93.0

34
541

5.9
94.1

Primary or less
Secondary
Tertiary or
University

Count
Count

129
240

14.1
26.3

47
131

10.8
30.1

82
109

17.2
22.8

Count

544

59.6

257

59.1

287

60.0

Mean
(SE)
Mean
(SE)
Mean
(SE)

(kg/m2 )

BMI class

Male

100

Count

Height (cm)

(kg/m2 )

%

1092

Inactive
Active

Weight (kg)

BMI

Total
Total

Underweight
Normal weight
Overweight
Obese

Count
Count
Count
Count

72.1 (0.4)

81.2 (0.5)

63.6 (0.5)

169.5 (0.3)

176.2 (0.3)

163.1 (0.3)

25.07 (0.12)

26.22 (0.16)

23.98 (0.18)

28
513
351
115

3
188
218
78

25
325
133
37

2.8
50.9
34.9
11.4

0.6
38.6
44.8
16.0

4.8
62.5
25.6
7.1

The contribution of foods and beverages in detail to water intake (g/day) and energy intake
(kcal/day) are presented in Table 2. Mean water intake was 3387 g/day (SE 46), while for males,
was 3531 g/day (SE 71), and for females was 3253 g/day (SE 58). Beverage contribution to water intake
was 78%, 80%, and 78% for the total sample, males, and females respectively. Mean energy intake was
1911 kcal/day (SE 26) for the total sample, 1975 kcal/day (SE 45) for males, and 1852 kcal/day (SE 31)
for females, while the contribution of beverages to total energy intake was 24%, 26%, and 22% for the
total sample, males, and females respectively. Finally, water was the most popular beverage consumed,
followed by hot beverages, alcoholic drinks, and milk (Table 2).
Table 3 presents the contribution of foods and beverages in detail to water intake (g/day) and
energy intake (kcal/day) by age groups for each gender. Differences were observed between two age
groups for both genders for total water intake (p < 0.001), for water from beverages (p < 0.001)
and for total beverages consumption (p < 0.001). Differences were also observed for beverage
types, in particular for fruit and vegetable juices, for caloric soft drinks, for water, and for other
non-alcoholic beverages.
Correlations between water intake, energy intake, and beverage consumption were highlighted in
Table 4. Total water intake was strongly correlated with energy intake from beverages and total energy
intake (r = 0.636, r = 0.618), while water intake from beverages was correlated moderately with energy
intake from beverages (r = 0.589). Positive correlations were observed amongst total water intake and
water intake from beverages (r = 0.914), and beverage weight (r = 0.957). Fruit and vegetable juice,
alcoholic drinks, and water had a moderate correlation with total water (r = 0.389, 0.461 and 0.687,
respectively). Additionally, caloric soft drinks and alcoholic drinks had a moderate correlation with
total energy intake (r = 0.309, r = 0.516). The variety score was positively correlated with total water
intake and water intake from beverages (p < 0.001 in both cases).
Table 5 presents detailed characteristics for the population of study B.
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532

1107
3387
(46)
831
(14)
2668
(40)
283
(9)
176
(6)
128
(8)
71
(5)
58
(4)
267
(17)
1671
(30)
15
(2)

Mean
(SE)

Mean
(SE)

Mean
(SE)

Mean
(SE)

Mean
(SE)

Mean
(SE)

Mean
(SE)

Mean
(SE)

Mean
(SE)

Mean
(SE)

Mean
(SE)

All food and drink

Food only

Beverages only

Hot beverages

Milk

Fruit and Vegetable Juices

Caloric soft drink

109

Diet soft drink

Alcohol

Water

Other non-alcoholic beverages

10
(1)

1571
(40)

227
(18)

58
(6)

54
(5)

119
(11)

178
(8)

304
(12)

2522
(50)

843
(18)

3253
(58)

575

Female

<0.01

<0.001

0.14

0.86

<0.001

0.23

0.84

0.12

<0.01

0.37

<0.01

p1

3
(0)

-

95
(8)

5
(0)

27
(2)

65
(4)

115
(5)

5
(1)

-

140
(15)

7
(1)

34
(3)

69
(6)

113
(6)

141
(7)

149
(4)

1471
(35)

1453
(21)
508
(20)

1975
(45)

1911
(26)

460
(12)

532

Male

1107

Total

54
(5)

-

54
(5)

4
(0.4)

21
(2)

61
(5)

116
(6)

157
(6)

416
(12)

1437
(26)

1852
(31)

575

Female

Contribution to Energy Intake
(kcal/Day) KCAL

p-values derived through Student’s t-test between genders.

20
(3)

1779
(43)

310
(29)

57
(6)

89
(8)

138
(12)

175
(10)

261
(12)

2826
(62)

817
(22)

3531
(71)

Male

Total

Count

Total Weight Consumed
(g/Day) GRAMS

<0.01

<0.001

<0.001

<0.001

<0.001

0.34

0.66

0.08

<0.001

0.43

0.02

p2

9
(1)

1671
(30)

146
(13)

52
(4)

64
(4)

119
(7)

160
(6)

14
(2)

1779
(43)

215
(26)

47
(5)

80
(7)

126
(11)

158
(9)

307
(13)

330
(9)

683
(19)

706
(12)
2725
(61)

3404
(66)

3254
(43)

2551
(39)

532

Male

1107

Total

5
(1)

1571
(40)

82
(8)

57
(7)

48
(4)

112
(9)

162
(7)

351
(13)

2390
(50)

727
(16)

3116
(55)

575

Female

Contribution to Water Intake
(g/Day) WATER

Table 2. Contribution of food and beverages to total water and energy intake of subjects using the WBQ (n = 1092).

<0.001

<0.001

<0.001

0.25

<0.001

0.34

0.69

0.02

<0.001

0.07

0.001

p3
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Total Water intake from food and beverages mean (SE)
Water from food mean (SE)
Water from beverages mean (SE)
Total beverages consumption mean (g/day) (SE)
of which (g/day)
Hot beverages mean (g/day) (SE)
Milk mean (g/day) (SE)
Fruit and Vegetable Juices mean (g/day) (SE)
Caloric soft drink mean (g/day) (SE)
Diet soft drink mean (g/day) (SE)
Alcohol mean (g/day) (SE)
Water mean (g/day) (SE)
Other non-alcoholic beverages mean (g/day) (SE)

110

269 (30)
178 (19)
72 (12)
49 (8)
65 (17)
264 (58)
1442 (61)
1 (1)

3030 (104)
738 (33)
2315 (100)
2323 (97)

103

(C)

65–75

0.89
0.98
<0.001
<0.001
0.62
0.34
<0.001
<0.001

<0.001
0.24
<0.001
<0.001

p1

p-values derived through Student’s t-test age groups.

265 (13)
179 (11)
158 (14)
101 (10)
56 (6)
329 (34)
1900 (50)
25 (4)

307 (13)
158 (9)
126 (11)
80 (7)
47 (5)
215 (26)
1779 (43)
14 (2)

419
3568 (75)
683 (22)
2886 (69)
3012 (70)

532
3404 (66)
683 (19)
2725 (61)
2826 (62)

(B)

(A)

18–64

Age Group (Years)

Male

351 (13)
162 (7)
112 (9)
48 (4)
57 (4)
82 (8)
1571 (40)
5 (1)

3116 (55)
727 (16)
2390 (50)
2522 (50)

575

(D)

317 (14)
180 (9)
131 (13)
61 (6)
61 (6)
255 (21)
1640 (47)
11 (6)

3243 (62)
738 (17)
2505 (57)
2656 (56)

466

(E)

18–64

Age Group (Years)

104

(F)

65–75

260 (26)
174 (20)
74 (15)
26 (7)
43 (16)
91 (21)
1323 (62)
2 (2)

2658 (110)
693 (42)
1997 (83)
1997 (84)

Female

Table 3. Total water intake and beverage consumption (g/day) by age group of subjects using the WBQ (n = 1092).

0.08
0.76
0.04
<0.001
0.21
<0.001
<0.01
0.07

<0.001
0.27
<0.001
<0.001

p2
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0.461 **
0.167 **
0.808 **
1
0.184 **
0.370 **
0.781 **
0.238 **
0.235 **
0.172 **
0.097 **
0.028
0.069*
0.065
0.05
0.146 **
0.112 **

Total Food
Weight (g/Day)
0.957 **
0.958 **
0.146 **
0.184 **
1
0.563 **
0.136 **
0.627 **
0.252 **
0.107 **
0.400 **
0.239 **
0.157 **
0.490 **
0.744 **
0.164 **
0.190 **

Total Beverages
Weight (g/Day)
0.618 **
0.493 **
0.337 **
0.370 **
0.563 **
1
0.438 **
0.523 **
0.144 **
0.104 **
0.309 **
0.216 **
0.152 **
0.516 **
0.219 **
0.135 **
0.136 **

Total Energy
(kcal/Day)

Normal weight
Overweight
Obese

Count
Count

Yes
No

Count
Count
Count

Mean (SE)

Count
Count
Count

Primary or less
Secondary
Tertiary or University

Mean (SE)

Count
Count

Count

Count
Count

Inactive
Active

18–39
40–64

Total

75.53 (3.38)
104
48
26

1.70 (0.01)

41
137

1
2
95

109
69

139

103
75

178

Total

58.4
26.8
14.8

23
77

1
2
96.9

61.2
38.8

13.1

57.9
42.1

100

%

82.89 (6.62)
50
26
15

1.73 (0.01)

20
71

0
1
60

58
33

61

56
35

91

Male

55.4
28.4
16.2

22
78

0
1.6
98.4

63.4
36.6

12

61.5
38.5

51.1

%

68.44 (1.57)
53
22
12

61.3
25.3
13.3

24.1
75.9

2.7
2.7
94.6

59.0
41.0

14.1

54
46

48.9

%

0.354 **
0.089 **
0.730 **
0.781 **
0.136 **
0.438 **
1
0.189 **
0.153 **
0.156 **
0.097 **
0.038
0.011
0.117 **
−0.005
0.064
0.096 **

Total Energy from
Food (kcal/Day)

1.67 (0.01)

21
66

1
1
35

51
36

78

47
40

87

Female

Table 5. Descriptive characteristics of subjects that completed seven-day diaries (n = 178).

Height (cm)

BMI Class (kg/m2 )

0.371 **
0.117 **
1
0.808 **
0.146 **
0.337 **
0.730 **
0.143 **
0.165 **
0.165 **
0.082*
−0.038
−0.002
0.077 *
0.049
0.017
0.007

Total Water from
Food (g/Day)

Weight (kg)

Tobacco

Level of education

0.914 **
1
0.117 **
0.167 **
0.958 **
0.493 **
0.089 **
0.589 **
0.222 **
0.111 **
0.379 **
0.230 **
0.086 *
0.347 **
0.804 **
0.083 *
0.170 **

Total Water from
Beverages (g/Day)

** Correlation is signiﬁcant at the 0.01 level; * Correlation is signiﬁcant at the 0.05 level.

1
0.914 **
0.371 **
0.461 **
0.957 **
0.618 **
0.354 **
0.636 **
0.297 **
0.147 **
0.389 **
0.224 **
0.162 **
0.461 **
0.687 **
0.191 **
0.160 **

Level of physical activity

Unemployed

Age group (years)

Total water (g/day) (from food and beverages)
Total water (g/day) from beverages
Total water (g/day) from food
Total food weight (g/day)
Total beverages weight (g/day)
Total energy (kcal)
Total energy (kcal) from food
Total energy (kcal) from beverages
(1) Hot beverages (g/day)
(2) Milk (g/day)
(3) Fruit and vegetable juice (g/day)
(4) Caloric soft drink (g/day)
(5) Diet soft drink (g/day)
(6) Alcoholic drinks (g/day)
(7) Water (g/day)
(8) Other non-alcoholic beverages (g/day)
Variety score

Total Water (from Food
and Beverages) (g/Day)
0.636 **
0.589 **
0.143 **
0.238 **
0.627 **
0.523 **
0.189 **
1
0.395 **
0.229 **
0.568 **
0.355 **
0.118 **
0.658 **
0.034
0.110 **
0.194 **

Total Energy (kcal/Day)
from Beverages

Table 4. Partial correlations between water intake, energy intake and beverage consumption adjusted for age, gender, body weight, and physical activity using the
WBQ (n = 1092).
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The contribution of foods and beverages to water (g/day) and energy intake (kcal/day) is
presented in Table 6 for males, females, and totally. Mean daily water intake was 2349 g (SE 59),
while for males it was 2517 g (SE 91), and for females it was 2174 g (SE 71). Beverages were the
main contributors to water intake (79% for males, and 76% for females). The contribution of all types
of beverages to water intake was similar for males and females (p values are provided in Table 6).
Mean energy intake was 1780 kcal/day (SE 36), while the contribution of foods to total energy intake
was approximately 78% for the total sample.
Table 6. Contribution of foods and beverages to water and energy intake using seven-day diaries (n = 178).
Contribution to Water
Intake (g/Day)

Contribution to Energy Intake
(kcal/Day)

Total

p1

Total

Male

Female

Male Female p2

Count

178

91

87

178

91

87

All food and drink

Mean
(SE)

2349
(59)

2517
(91)

2174
(71)

0.003

1780
(36)

1890
(51)

1667
(46)

0.002

Food only

Mean
(SE)

504
(17)

501
(21)

508
(27)

0.848

1551
(31)

1594
(47)

1425
(37)

0.005

Beverages only

Mean
(SE)

1826
(57)

1990
(90)

1653
(63)

0.003

206
(9)

216
(12)

194
(12)

0.199

Hot beverages

Mean
(SE)

286
(17)

282
(22)

291
(26)

0.779

127
(8)

125
(10)

129
(12)

0.779

Milk

Mean
(SE)

119
(8)

116
(12)

122
(12)

0.721

117
(8)

114
(12)

120
(11)

0.721

Fruit and vegetable juice

Mean
(SE)

63
(6)

57
(8)

69
(8)

0.272

36
(3)

32
(5)

39
(4)

0.272

Caloric soft drink

Mean
(SE)

27
(4)

30
(5)

24
(6)

0.486

12
(2)

13
(2)

11
(3)

0.486

Diet soft drink

Mean
(SE)

23
(6)

33
(10)

12
(5)

0.075

1
(0)

1
(0)

0
(0)

0.075

Alcoholic drinks

Mean
(SE)

81
(9)

84
(12)

77
(12)

0.696

142
(15)

147
(21)

136
(22)

0.696

Water

Mean
(SE)

1170
(54)

1310
(86)

1023
(61)

0.007

-

-

-

-

Other beverages

Mean
(SE)

18
(3)

23
(6)

12
(2)

0.096

5
(1)

6
(2)

3
(1)

0.096

p-values derived through Student’s t-test between genders.

Males had a higher total water intake and water intake from beverages (p = 0.003 for both) as
presented in Table 6. Moreover, males consumed more beverages than females (1999 g against 1692 g),
which reﬂect a higher consumption of water (tap or bottled) (p = 0.007). Water was by far the most
popular beverage consumed for both genders, followed by hot beverages, milk, and alcoholic drinks.
In Table 7 are presented the intakes of water, energy and beverage type the ﬁrst three days of the
experiment, as well as during the seven-day period. Total water intake, water intake from beverages,
and energy intake decreased in the extended period of the study. The seven-day period revealed a
higher variety score for beverages consumed of 5 (SD 1) and a higher intake of alcoholic drinks.
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Table 7. Water and energy intake of subjects the ﬁrst three days and the seven days of the experiment
using day diaries (n = 178).
Variable
Total water intake (mL/day)
Water intake from beverages (mL/day)
Water intake from foods (mL/day)
Total energy intake (kcal/day)
Energy intake from beverages (kcal/day)
Energy intake from foods (kcal/day)
Hot beverages (mL/day)
Milk (mL/day)
Fruit and vegetable juice (mL/day)
Caloric soft drinks (mL/day)
Diet soft drinks (mL/day)
Alcoholic drinks (mL/day)
Water (mL/day)
Other beverages (mL/day)
Variety score

3 Days

7 Days

p

2412 (63)
1869 (60)
535 (19)
1818 (38)
201 (9)
1573 (36)
302 (19)
138 (11)
79 (8)
29 (6)
28 (8)
85 (10)
1233 (55)
16 (3)
4

2351 (59)
1826 (57)
505 (17)
1775 (35)
207 (9)
1512 (31)
290 (17)
143 (10)
72 (8)
31 (4)
26 (7)
100 (11)
1176 (54)
20 (4)
5

0.005
0.027
0.009
0.017
NS
0.011
NS
NS
NS
MS
NS
0.036
0.004
0.159
0.0001

p-values derived through Student’s t-test between three and seven days of the experiment.

Total water intake was strongly correlated with beverage weight (r = 0.953) and water from
beverages (r = 0.952). The correlation of total water intake with water from foods was very weak
(r = 0.29, Table 8). Total water intake from all sources was correlated weakly with total energy intake
(r = 0.265), and water intake from beverages is also correlated weakly with energy intake from
beverages (r = 0.230). Milk, fruit and vegetable juice, alcoholic drinks, and caloric soft drinks had a
moderate correlation with total energy from beverages (r = 0.46, 0.43, 0.43, and 0.24, respectively).
The variety score of beverages consumed in a day was positively correlated with total water intake
(r = 0.169), water and energy intake from beverages (r = 0.214 and 0.316, respectively).
Finally, in the present study the classiﬁcation of total water intake is presented in Table 9.
Seventy-ﬁve percent of males from study A and 40% from study B followed the scientiﬁc opinion of
EFSA for adequate daily water intake (2.5 L/day; Criterion 1). The adherence of females (2.0 L/day;
Criterion 1) was 83% in the sample of study A and 62% in study B. Ninety-six percent of the subjects
from study A and 80% of subjects from study B fulﬁlled Criterion 2 (1 g of water per 1 kcal of
energy intake).

113

114

0.952 **
1
0.006
0.959 **
0.142
0.230 **
0.094
0.116
0.010
0.286 **
0.098
0.145
0.279 **
0.909 **
0.245 **
0.214 *

0.291 **
0.006
1
0.142
0.407 **
0.013
0.446 **
−0.048
0.211 *
−0.030
0.219 **
−0.006
−0.005
0.115
0.077
−0.098

Total Water from
Food (g/Day)
0.953 **
0.959 **
0.142
1
0.189 *
0.291 **
0.140
0.131
0.100
0.314 **
0.206 *
0.145
0.276 **
0.919 **
0.265 **
0.250 **

Total Beverages
Weight (g/Day)
0.265 **
0.142
0.407 **
0.189 *
1
0.394 **
0.885 **
−0.078
0.199 *
0.277 **
0.239 **
−0.002
0.125
0.110
0.161
0.121

Total Energy
(kcal/Day)

** Correlation is signiﬁcant at the 0.01 level; * Correlation is signiﬁcant at the 0.05 level.

1
0.952 **
0.291 **
0.953 **
0.265 **
0.213 *
0.222 **
0.092
0.080
0.273 **
0.147
0.140
0.254 **
0.898 **
0.251 **
0.167 *

Total Water from
Beverages (g/Day)

A
B
A
B
A
B

Study

75
40
97
79
74
40

Males

83
62
96
81
80
60

Females

0.213 *
0.230 **
0.013
0.291 **
0.394 **
1
0.146
−0.101
0.460 **
0.428 **
0.376 **
−0.005
0.433 **
0.085
0.264 **
0.316 **

Total Energy from
Beverages
(kcal/Day)
0.222 **
0.094
0.446 **
0.140
0.885 **
0.146
1
−0.020
0.089
0.145
0.167 *
0.066
0.039
0.094
0.074
0.053

Total Energy from
Food (kcal/Day)

(1) Criterion 1: TWI > 2.5 L males, > 2 L females (aged 14 to 75 years); (2) Criterion 2: Ratio of total water/total energy intakes > 1; (3) Criterion 3: Both criteria.

CRITERION 3 (1 and 2) (%)

CRITERION 2 (%)

CRITERION 1 (%)

Classiﬁcation of Total Water Intake

Table 9. Combined classiﬁcation for the total water intake (TWI) following established criteria.

Total water (from food and beverages) (g/day)
Water from beverages (g/day)
Water from food (g/day)
Beverage weight (g/day)
Total energy (kcal)
Energy from beverages (kcal)
Energy from food (kcal)
(1) Hot beverages (g/day)
(2) Milk (g/day)
(3) Fruit and vegetable juice (g/day)
(4) Caloric soft drink (g/day)
(5) Diet soft drink (g/day)
(6) Alcoholic drinks (g/day)
(7) Water (g/day)
(8) Other beverages (g/day)
Variety score

Total Water Intake
(g/Day)

Table 8. Partial correlations between water intake, energy intake, and beverage consumption adjusted for age, gender, body weight, and activity from seven-day
diaries (n = 178).
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4. Discussion
The present study reports and comments on data for water intake from all sources (foods and
beverages) using the WBQ, a semi-quantiﬁed food and ﬂuid frequency questionnaire (study A) and a
seven-day diary record (study B) in healthy Greek adults aged 18–75 years living in the metropolitan
area of Athens.
The main ﬁnding of our study is that total water intake was 3254 (SE 43) g/day in study A and
2349 (SE 59) g/day in study B. This ﬁnding draws attention not only because it contributes data
for water intake in Greece, but also because it reveals deviation in ﬁndings when using different
research tools.
Total water intake in other countries ranges from 1488 mL/day in China to 3563 mL/day in the
USA [4–7,9,10,21–24]. Deviation in water intake in different countries may reﬂect between country
differences in dietary habits, lifestyle choices, and environmental conditions [25], but also between
study differences in the choice of method used to evaluate water intake.
The research tools that are used in most studies are three- or seven-day diary records, or 24 h recall
or food frequency questionnaires [24], but commonly these are designed to evaluate food intake and
not water intake; studies in large population groups, such as the European Prospective Investigation
into Cancer and Nutrition (EPIC) study and the National Health and Nutrition Examination Survey
(NHANES) study, have been designed to assess macro and micronutrient intakes and not total water
or beverages intake. Therefore, they may not fully capture water intake because the consumption of
some beverages is underestimated by the individual or the interviewer [13]. For example, the food
intake diaries or 24 h recalls record eating occasions around meals and snacks, but not all drinking
occasions, while ﬂuid-speciﬁc, records report two more drinking occasions per day not with meals
or snacks. These are less likely to be included in a 24 h recall [26]. A growing number of studies
having as their primary outcome the estimation of total water intake is now published [3,8,23,24,27].
Research tools that are designed speciﬁcally to record water intake exist [18,21,24]. It appears that
these report a higher total ﬂuid intake compared to tools that are not speciﬁcally designed to record
water intake [21,24].
In data presented herein, this observation is conﬁrmed. In study A the WBQ, which registers in
detail all sources of ﬂuid consumption, recorded a higher water intake by approximately 900 mL/day
than in study B, although subjects completing the seven-day diaries were instructed to record all
drinking occasions. The difference between study A and B may be attributed to a variety of factors:
WBQ was administered to 1092 subjects while the seven-day diaries were administered to 178 subjects,
although of the same distribution in terms of age, sex, season, and location; WBQ records water
intake for beverages for the previous month, while seven-day diaries record water intake for one
week; WBQ, designed speciﬁcally for recording ﬂuid intake, embeds a food frequency questionnaire
with 23 questions for beverage intake including all types of hot and cold beverages, alcoholic,
and non-alcoholic beverages, that are usually consumed in Greece; questions in the WBQ were
expressed as the number of glasses, while continuous data (mL per drinking occasion) were collected
in seven-day diary records; the seven-day diary was part of an elaborate protocol including 24 h urine
collection for all seven days. This systematic urine collection in study B may be intruding and may
alter routine behavior, including drinking.
There is not yet a gold standard method to assess water intake. Contributing to the discussion on
the appropriateness of research tools evaluating water intake, the exposure study of Mons, et al. [28]
concluded that the best method to collect water intake data is a 3–4 days diary record or, if not feasible,
two or more 24 h recalls are preferable to food frequency questionnaires. It must be noted that the WBQ
was validated with three-day diary records [18]. Mons, et al. [28] also suggests that an extended period
may result to less accurate reporting. In order to conﬁrm this argument we retrospectively analyzed
diary records from study B and compared the recordings of three and in seven days. We observed
a decreased total water intake and water intake from beverages in seven days. Others [29–31] also
supported that food frequency questionnaires report a higher water intake than the diary records.
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International organizations deﬁne adequate water intake based on data collected in various
population groups. In Europe, EFSA [2] deﬁnes adequate water intake from all sources at 2 L for
females and 2.5 L per day for males. In the USA, based on daily dietary recruitment (DRI), Institute
of Medicine (IOM) suggests adequate intake range 2.7–3.7 L per day in adults, with men to require
1 L more [32]. Adequate intake may be adjusted when water requirements are increased according
to physical activity levels and environmental conditions [32–34]. It may be expected that new data
collected using improved validated methodology speciﬁc for evaluating water intake in different
population groups and in different countries may lead to resetting values for adequate water intake by
different organizations.
The discrepancy of results obtained from different tools is clearly confusing, when it comes to
observing compliance with EFSA adequate intakes. For example, 83% of females and 75% of males
from study A, and 62% of females and 40% of males from study B, complied with the EFSA adequate
water intake. In the study of Ferreira-Pego, et al. [24], averaging data from 13 countries, 40% of men
and 60% of women complied with the EFSA adequate intakes for water intake from ﬂuids. In the
ANIBES study [23] performed in Spain, 21% of women and 12% of men complied with EFSA adequate
intakes. In general, women exhibit a healthier pattern of eating and food choices than men [35]. Women
seem to be more reﬂective about health issues and foods. Adults that adopt a healthier dietary pattern
usually have a healthier ﬂuid pattern (higher consumption of water and total ﬂuids) [36].
Another important ﬁnding is that, despite differences in volumes when recording total water
intake using the WBQ and seven-day diaries in study A and B, respectively, the contribution in
water intake of foods and beverages, as well as of types of beverages, was similar in both studies.
The importance of all sources, i.e., drinking water or beverages or moisture in solid foods in
hydration [36] should be highlighted. This ﬁnding signiﬁes that WBQ and seven-day diaries may
evaluate the subjects’ choices in a similar manner. In particular, the contribution of beverages to total
water intake was 78% in WBQ study and seven-day diaries study of foods was 22%, respectively. This
ﬁnding accords with the scientiﬁc opinion of EFSA [2]. Similar ﬁndings in the contribution of foods
and beverages to water intake were observed in the UK [5] and Indonesian [4] populations.
Beverages that were consumed in larger volumes in both studies A and B were water, by almost
10-fold, followed by hot beverages and milk. This ﬁnding is in accordance with the study of Armstrong,
et al. [37] in which water consumed in similar volumes, as well as the study of Perrier, et al. [38]
with water being the major contributor to ﬂuid intake. These ﬁndings were not observed in the UK
population, with hot beverages being the most popular beverage. The variety in beverage choice has
been considered a factor linked to water intake. An important ﬁnding from our study is that the variety
score, using both tools, is positively correlated with total water intake (p < 0.001, p = 0.005 respectively)
and water intake from beverages (p < 0.001, p = 0.005 respectively).
The results of this study may be exploited in view of a number of limitations. The WBQ that
was used in study A estimates the usual food intake over a month, but details of intake are not
measured, such as the size of the portion consumed. In addition, retrospective methods, such as 24 h
recall and food frequency questionnaires, depend on memory and recall ability of the applicant [27].
Both methodologies require updated and extended information for food composition data, which is
limited in Greece. It should be noted that subjects of study B that completed the seven-day diaries had
to follow a demanding protocol that required the collection of samples from all urination on a 24 h
basis for seven consecutive days. It appears that approaches such as three- or seven-day diary records
that require a collection of a large amount of data from the subject results in reduced compliance
and may underestimate the ﬂuid intake [26]. New research developments that introduce electronic
recording of dietary intake [28] attempt to maximize the compliance of the subject; however, these are
not yet used extensively in water intake.
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5. Conclusions
In conclusion, water intake using the WBQ recorded a higher water intake than the seven-day
diaries in a sample of Greek adults, yet both methodologies found that the beverages that were
consumed in larger volumes were water, hot beverages, and milk. This work implies caution when
interpreting data obtained from different approaches and highlights the need for concerted efforts
towards developing a robust, validated methodology for the evaluation of water intake in the
general population.
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Abstract: Beverages may be important contributors for energy intake and dietary quality. The purpose
of the study was to investigate how beverage consumption varies between different meals
(breakfast, lunch, dinner, supper/evening meal, snacks) and between weekdays and weekend-days
in Norwegian adults. A cross-sectional dietary survey was conducted among Norwegian adults
(n = 1787) in 2010–2011. Two telephone-administered 24 h recalls were used for dietary data collection.
Breakfast was the most important meal for milk and juice consumption, dinner for sugar-sweetened
beverages and wine, and snacks for water, coffee, artiﬁcially sweetened beverages, and beer.
Consumption of sugar-sweetened and artiﬁcially sweetened beverages did not differ between
weekdays and weekend-days among consumers. The average intake of wine and beer (men only)
was higher on weekend-days. Higher age was positively associated with wine consumption and
negatively associated with consumption of water, sugar-sweetened, and artiﬁcially sweetened
beverages. Higher education was associated with consumption of water, beer, and wine, whereas
lower education was associated with sugar-sweetened beverage consumption. Beverage consumption
patterns among Norwegian adults vary between different meal types and in subgroups of the
population. Alcohol consumption was higher on weekend-days. Knowledge regarding beverage
consumption patterns in the population should be considered when revising dietary guidelines in
the future.
Keywords: beverage consumption pattern; meal types; food based dietary guide lines;
alcohol consumption; sugar-sweetened beverages

1. Introduction
Beverages may be important contributors for energy intake and overall dietary quality, in the
same way as food [1–3]. We know, for instance, that milk is one of the most important contributors
of calcium intake [4–7], while sugar-sweetened beverages contribute, in large part, to the intake
of added sugar, especially among youths [6,8]. Sugar-sweetened beverage consumption has been
associated with the worldwide obesity epidemic [9–11], although systematic reviews have highlighted
the need for better randomized controlled trials, to investigate a causal effect [12,13]. High alcohol
consumption has been associated with several acute and chronic conditions in a dose-response
relationship [14]. Earlier studies have indicated a J-shaped association for alcohol consumption
and all-cause mortality [15]. Recent studies have, in contrast, demonstrated that only women
older than 65 years had lower mortality with low alcohol consumption [16]. A newly-published
meta-analysis did not ﬁnd any protective effects of a low-to-moderate alcohol consumption on all-cause
mortality, compared to non-drinkers [17].
In the Norwegian food-based dietary guidelines (FBDGs), two of the twelve guidelines concern
beverage intake; one regards avoidance of beverages and foods rich in added sugar on an everyday
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basis and one recommends drinking water when thirsty [18]. The same is found in international
guidelines [19]. In Norway the consumption of sugar-sweetened beverages has been reduced from
63 to 55 liters per inhabitant from 2010 to 2014 [8]. The same trend is seen in Britain and the USA [20,21].
There are also speciﬁc advices concerning alcohol intake and the health authorities recommend
reducing the consumption of alcohol-containing beverages [22]. Despite this, the consumption of
alcoholic beverages in Norway has increased since the year 2000. The intake of wine per capita was
at the highest level registered ever in 2013, while beer has had a slight reduction since the top levels
in 2009 [8].
Despite dietary recommendations and knowledge regarding health effects of the consumption
of different beverages, there is scarce knowledge concerning which meals and weekdays different
beverages are consumed. There are few systematic analyses of overall beverage patterns and trends
at the national and international level. It has been suggested that public health advice and strategies
to change dietary intake need to focus on meal types to be understandable and usable by the
population [23]. Kearney and coworkers describe that a consideration of eating patterns in the
general population, including beverage consumption, is necessary when developing FBDGs [24].
Information regarding the distribution of food and beverage intake from different meals may provide
important information for development and revision of FBDGs, understand habits, and for tailoring
dietary interventions to the population [25].
Dietary behavior varies among different subgroups of the population and several studies have
described an association between socio-economic position and dietary habits [26–28]. Less literature is
published regarding beverage consumption habits and background variables in general, although the
association with higher intakes of sugar-sweetened beverages in groups with lower socioeconomic
status is well described [29–32]. Knowledge concerning how beverage consumption varies in relation
to the background variables age, gender, education, smoking habits, and body mass index (BMI) may
contribute to more speciﬁc and tailored beverage recommendations to the population. It may also be
useful in understanding habits and designing dietary interventions.
The aim of the present paper was to investigate the consumption of beverage types across meals,
beverage intake during weekdays and weekend-days, and how beverage intake is associated with
gender, age, education, smoking, and BMI.
2. Materials and Methods
2.1. Design and Participants
The present study was based on data from a Norwegian national dietary survey, Norkost 3,
conducted in 2010–2011. The design and methodologies have earlier been described in detail [33].
A representative sample of the adult (18–70 years) Norwegian population (n = 5000) was randomly
selected from the National register and asked to complete two 24 h recalls administered by telephone
approximately four weeks apart. Data were collected about all days of the week in the study, but not
for each individual. The distribution of interviews across the days of the weeks was the following:
Mondays (21%), Tuesdays (18%), Wednesdays (18%), Thursdays (10%), Fridays (7%), Saturdays (7%),
and Sundays (19%).
Of the 5000 persons invited, 153 were unavailable for contact. In total, 1787 participants completed
two recalls (37% participation rate). Only participants completing both 24 h recalls were included in
the analyses.
Every 25th participant was randomly selected to receive 3000.00 NOK. Feedback regarding the
individual participant’s dietary composition was offered to those who wanted such feedback.
Verbal informed consent was collected from all participants. The study (2009/1318b) was
approved by the Regional Committee for Medical and Health Research Ethics, 13 October 2009,
and conducted according to the guidelines laid down in the Declaration of Helsinki.
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2.2. Assessment of Beverage Intake
The 24 h recalls assessing food and beverage intake were performed by trained interviewers using
a dietary assessment system (KBS version 7.0, University of Oslo/clave, Oslo, Norway) which is linked
directly to a food composition database based on the Norwegian food composition table from 2006 [34].
Before starting the interview, the participants were asked if the previous day was considered a normal
day with regard to food and beverage intake. Seventy-three percent of the recall days were considered
as normal days by the participants. The respondents were encouraged to give detailed information
regarding portion sizes of foods and beverages consumed. Amounts were quantiﬁed by household
measures and aids in the form of a booklet including pictures of foods in different portion sizes and
glasses/cups in different sizes. The booklet was sent by mail to all invited participants together with
the invitation letter. The interviewers used a checklist of commonly forgotten food and drink items at
the end of the interview to reduce the risk of underreporting.
2.3. Meal Types and Categorization of Beverage Types
Meal types were categorized as breakfast, lunch, dinner, supper, or snacks. Snacks also included
only a beverage and intake of supplements. The most important meal for each beverage type was
deﬁned as the meal type with the highest average consumption in grams of the beverage type
in question.
The beverage types included in the analyses were water, coffee, tea, milk, fruit juice,
sugar-sweetened beverages, artiﬁcially sweetened beverages, beer, and wine. Water included both
tap and bottled water. Sugar-sweetened beverages included soft drinks and squash with added sugar.
Artiﬁcially sweetened beverages included soft drinks and squash with artiﬁcial sweeteners or without
added sugar. The beer and wine included were all alcohol-containing.
2.4. Background Variables
Body mass index (BMI) was calculated based on self-reported weight (in kilograms) and height
(in meters), as weight divided by the square of height (kg/m2 ). The continuous BMI variable
was divided into two categories; “low and normal weight” (BMI < 25 kg/m2 ) and “overweight”
(BMI ≥ 25 kg/m2 ). Level of education was reported into eight categories, but was merged to
two categories: “high school, technical school, trade school or lower” and “university or college”.
The continuous age variable was categorized into three age groups: 18–34 years, 35–54 years,
and 55–70 years. Smoking habits were categorized into: “smokers” (daily/occasional smokers)
and “non-smokers” (never-smokers and previous smokers). Interest in a healthy diet was reported into
ﬁve categories ranging from “no interest” to “very high interest”, and this variable was categorized
into: “no, low, or moderate interest” or “high or very high interest”.
2.5. Days of the Week
For the analyses regarding differences between weekdays and weekend days the days of the week
were categorized as either weekday or weekend day. All meals during Monday to Thursday were
categorized as weekday meals, whereas all meals during Saturdays and Sundays were categorized as
weekend meals. It was assumed that dinner, supper, and snacks on Fridays were more like weekend
meals and, therefore, categorized as weekend meals. While breakfast and lunch meals on Fridays were
assumed to be more like weekday meals and, therefore, categorized as weekday meals.
2.6. Statistical Analyses
Statistical analyses were performed using Stata version 14.0 (StataCorp LP, College Station,
TX, USA) and IBM SPSS Statistics 20.0 (IBM Corporation, Armonk, NY, USA). The analyses were
performed separately for each type of beverage and all tests were two-sided. The data contained
repeated measurements for each participant as the same participant could contribute with more than
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one meal to the analyses. To adjust for the dependency in the data due to repeated measurements for
each participant, mixed models with total daily intake in grams of each beverage type as outcome
variables were used with a variance component (random intercept) for participants. These adjustments
were performed for the analyses of beverage consumption for different meals and differences in intake
of selected beverage types between weekdays and weekend days.
To identify the most important meal for each beverage type in each gender, meal type (breakfast,
lunch, dinner, supper, and snacks) was added as an independent variable to the mixed model.
Differences between genders in the most important meal were tested. In cases with signiﬁcant
differences between genders, men and women were analyzed separately.
As the data contained a high number of zeros (meaning that the person had not consumed the
beverage type in question for the respective meal or for the day in question), causing a violation of the
assumption of normally distributed residuals, case bootstrapping with 1000 repetitions was performed
for analyzes of average beverage consumption to different meals. The results are presented as adjusted
means, bootstrap 95% conﬁdence intervals, and bootstrap p-values. For some of the meal types the
number of consumers of certain beverage types (e.g., beer for breakfast, tea for dinner) was zero or
very small. In these speciﬁc cases, estimation of a 95% conﬁdence interval was not possible.
In the analyses of differences between weekdays and weekend-days only consumers of the
different beverage types were included. Adjustments were made for the categorical variables gender,
BMI, normal day, smoking, interest in a healthy diet, education, and age.
To analyze the associations between background characteristics of the study participants and
beverage consumption logistic regression was used (The participants were categorized as “users” or
“non-users” of the different beverage types and these dichotomous variables were the dependent
variables in the analyses. The models were adjusted for BMI, education, age, interest in a healthy diet,
and smoking.
3. Results
3.1. Characteristics of the Study Population
Table 1 shows the background characteristics of the participants in the Norkost 3 survey.
Fifty-two percent of the study participants were women and the mean age was 45 years for women
and 47 years for men (age range 18–70 for both genders). In the Norkost 3 study, a higher percentage
belonged to the highest age interval and a lower percentage to the youngest age interval, compared to
the general population. The proportion with higher education was larger and the proportion of
smokers was lower in Norkost 3 than in the general population [25].
Table 1. Background characteristics of the study population in Norkost 3 (n = 1787).
Men

Women

(n = 862)
n
%

(n = 925)
n
%

Age group (n = 1787)
18–34 years
35–54 years
55–70 years

199
355
308

23
41
36

208
461
256

22
50
28

BMI (n = 1756)
<25 kg/m2
≥25 kg/m2

344
517

40
60

544
351

61
39

432

50

414

45

429

50

509

55

Interest in a healthy diet (n = 1786)
No, low or moderate
High or very high

447
414

52
48

335
590

36
64

Smoking habits (n = 1787)
Non-smokers
Smokers

686
176

80
20

724
201

78
22

Education level (n = 1784)
High school, technical school, trade
school or lower
University or college
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3.2. Patterns of Beverage Consumption Related to Meals
Table 2 shows mean daily intake of beverages from each meal. The average intake to the most
important meal was not different between genders for any of the beverage types, except for tea.
Men had the highest intake of tea from breakfast, while women had the highest tea intake from snacks.
Milk and fruit juices were mainly consumed for breakfast. Dinner was the most important meal
for sugar-sweetened beverages and wine, whereas snacks contributed to the highest intake of water,
coffee, artiﬁcially sweetened beverages, and beer.
Table 2. Shows mean daily intake of beverages from each meal.
Breakfast

Water
Coffee
Tea men
Tea
women
Milk
Fruit juice
Sugar
sweetened
beverages
Artiﬁcially
sweetened
beverages
Beer
Wine

Lunch

Dinner

Supper

Snack

Mean (g)

95% CI

Mean (g)

95% CI

Mean (g)

95% CI

Mean (g)

95% CI

Mean (g)

95% CI

120 *
121 *
36

112, 129
113, 128
29, 42

128 *
76 *
27 *

120, 136
70, 81
22, 32

266 *
24 *
1*

255, 278
20, 27
NA

73 *
18 *
11 *

66, 80
14, 21
8, 15

476
282
33

454, 499
267, 298
25, 41

57 *

49, 64

53 *

46, 60

7*

4, 10

36 *

31, 41

85

73, 96

125
55

118, 132
50, 59

47 *
21 *

43, 52
18, 24

32 *
7*

29, 35
6, 9

45 *
8*

41, 50
6, 10

37 *
15 *

33, 42
13, 17

3*

1, 4

12 *

10, 15

50

45, 56

11 *

9, 14

41 *

36, 46

5*

4, 7

12 *

10, 15

38 *

34, 43

12 *

10, 15

44

37, 50

0*
0*

NA
NA

1*
1*

NA
NA

26 *
22

19, 33
19, 25

9*
6*

5, 12
4, 7

47
17 *

36, 58
14, 20

* p ≤ 0.001 for difference in average intake between most important meal (bold numbers) and the other meals,
tested with mixed models. NA: Not applicable because of zero or small values for average consumption.
Mean (grams) and 95% conﬁdence interval (95% CI).

The average intake to the most important meal was not different between genders for any of
the beverage types, except for tea. Men had the highest intake of tea from breakfast, while women had
the highest tea intake from snacks.
Milk and fruit juices were mainly consumed for breakfast. Dinner was the most important meal
for sugar-sweetened beverages and wine, whereas snacks contributed to the highest intake of water,
coffee, artiﬁcially sweetened beverages, and beer.
3.3. Patterns of Beverage Consumption on Weekdays vs. Weekend Days
The proportion of participants consuming sugar-sweetened beverages, artiﬁcially sweetened
beverages, beer, and wine on one or both recall days are presented in Table 3. On average, 34% of the
participants were consumers of sugar-sweetened beverages, with the proportion being higher for men.
Table 3. Proportion of participants consuming sugar-sweetened beverages, artiﬁcially sweetened
beverages, beer, and wine on one and/or both recall days.
Sugar-Sweetened Beverages

Women
Men

Artiﬁcially Sweetened Beverages

Beer

Wine

%

n

%

n

%

n

%

n

28.8
41.0

260
353

26.2
22.2

242
191

9.2
21.1

85
182

22.1
18.1

204
156

Figure 1 illustrates mean intakes of sugar-sweetened beverages, artiﬁcially sweetened beverages,
beer and wine on weekdays and weekend-days for men and women (consumers only).
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Figure 1. Average consumption in grams of sugar-sweetened beverages (n = 353 men and 260 women),
artiﬁcially sweetened beverages (n = 191 men and 242 women), beer (n = 182 men and 85 women),
and wine (n = 156 men and 204 women) among consumers of the selected beverage types on weekdays
and weekend days. * p < 0.05 for difference between weekdays and weekend days. Tested with
mixed models.

The average consumption of both types of beverages among consumers was about 4 dL per day.
The intakes of sugar-sweetened beverages and artiﬁcially sweetened beverages did not differ between
weekdays and weekend days.
The average beer intake among consumers was 26% higher for men on weekend days than on
weekdays, 891 g/day vs. 661 g/day, respectively (p = 0.028). For female beer consumers, no differences
in beer intake were observed between weekdays and weekend days. Wine intake was higher on
weekend days, compared to weekdays for both men (p = 0.044) and women (p = 0.016), the differences
were rather modest; 16% (63 g) in men and 17% (57 g) in women.
3.4. Background Variables Associated with Intake of Different Types of Beverages
Table 4 shows how background characteristics were associated with users and non-users of
different beverage types.
In general, water was consumed by a high proportion of participants (more than 90%) in all of
the analyzed groups. Women were more frequent water drinkers with 92% higher odds of having
consumed water on one or both recall days, compared to men. The oldest age group (55–70 years) had
lower odds for consuming water than the younger participants (18–34 years) and there was a signiﬁcant
trend for less water consumption with increasing age. Additionally, those having a higher education
and those reporting to have an interest for a healthy diet were more likely to be water consumers.
Milk consumption was not associated with any of the background variables analyzed,
whereas juice intake was associated with being young, having a normal or low BMI, having a university
or college education, and being a non-smoker.
Coffee intake showed a strong association with age. The oldest age group in the study
population had almost ﬁve times higher odds of drinking coffee, compared to the youngest age group.
Participants interested in a healthy diet also had higher odds of being a coffee consumer, compared to
participants with no, low or moderate interest. Smokers had 70% higher odds of consuming coffee,
compared to non-smokers.
Tea consumption was associated with all background variables analyzed. The factors associated
with tea drinking were being a woman, being in the oldest age group, having a normal or low BMI,
having a higher education, being interested in a healthy diet, and being a non-smoker.
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874 (97)
804 (94)

790 (93)
916 (98)

732 (94)
976 (97)

1362 (97)
1709 (92)

BMI
<25 kg/m2
≥25 kg/m2

Education
No or lower degree
University or college

Interest in healthy diet
No, low or moderate
High or very high

Smoking habits
Non-smokers
Smokers

397 (98)
780 (96)
532 (94)

809 (94)
900 (97)

Gender
Men
Women

Age (years)
18–34
35–54
55–70
p trend

n (%)

Background Variables

1.00
0.48 (0.29–0.78)

1.00
1.81 (1.11–2.96)

1.00
2.46 (1.47–4.14)

1.00
0.71 (0.43–1.17)

1.00
0.48 (0.23–1.00)
0.42 (0.20–0.88)
0.028

1.00
1.92 (1.16–3.19)

Water

OR (95% CI)

1186 (84)
315 (84)

649 (83)
851 (85)

709 (84)
789 (84)

760 (84)
718 (84)

352 (87)
680 (83)
469 (83)

737 (86)
764 (83)

n (%)

1.00
0.97 (0.60–1.02)

1.00
1.21 (0.93–1.58)

1.00
1.00 (0.77–1.30)

1.00
0.98 (0.75–1.29)

1.00
0.81 (0.57–1.15)
0.78 (0.54–1.13)
0.207

1.00
0.78 (0.54–1.13)

Milk

OR (95% CI)

702 (50)
156 (41)

345 (44)
513 (51)

323 (38)
535 (57)

496 (55)
350 (41)

218 (54)
409 (50)
231 (41)

393 (46)
465 (50)

n (%)

0.003

Juice

1.00
0.78 (0.61–0.99)

1.00
1.17 (0.96–1.43)

1.00
2.03 (1.67–2.48)

1.00
0.63 (0.51–0.77)

1.00
0.87 (0.68–1.12)
0.67 (0.51–0.88)

1.00
1.03 (0.84–1.23)

OR (95% CI)

1129 (80)
322 (85)

601 (77)
849 (85)

670 (79)
778 (83)

722 (80)
707 (83)

263 (65)
681 (84)
507 (90)

720 (84)
731 (79)

n (%)
OR (95% CI)

1.00
1.7 (1.2–2.4)

1.00
1.57 (1.2–2.0)

1.00
1.26 (0.98–1.63)

1.00
0.89 (0.68–1.16)

<0.001

1.00
2.70 (2.0–3.6)
4.9 (3.4–7.1)

1.00
0.69 (0.53–0.90)

Coffee

Table 4. Background characteristics associated with users and non-users of different beverage types.

632 (45)
103 (27)

254 (33)
481 (48)

282 (33)
451 (48)

424 (47)
297 (35)

141 (35)
356 (44)
238 (42)

242 (28)
493 (53)

n (%)
OR (95% CI)

1.00
0.46 (0.36–0.61)

1.00
1.46 (1.18–1.80)

1.00
1.58 (1.28–1.95)

1.00
0.70 (0.57–0.87)

1.00
1.41 (1.07–1.84)
1.62 (1.2–2.2)
0.002

1.00
2.76 (2.24–3.41)

Tea
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OR (95% CI)

n (%)
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343 (41)
270 (29)

345 (44)
267 (27)

472 (34)
141 (37)

Education
No or lower degree
University or college

Interest in healthy diet
No, low or moderate
High or very high

Smoking habits
Non-smokers
Smokers

1.00
1.05 (0.81–1.35)

1.00
0.56 (0.45–0.69)

1.00
0.65 (0.53–0.81)

1.00
0.95 (0.76–1.18)

1.00
0.43 (0.33–0.56)
0.24 (0.18–0.33)
<0.001

1.00
0.57 (0.46–0.71)

OR (95% CI)

n (%)

328 (23)
105 (28)

211 (27)
222 (22)

223 (26)
209 (22)

185 (21)
239 (28)

113 (28)
225 (28)
95 (17)

191 (22)
242 (26)

1.00
1.17 (0.90–1.54)

1.00
0.79 (0.63–0.98)

1.00
0.83 (0.66–1.04)

1.00
1.70 (1.35–2.15)

1.00
0.95 (0.72–1.25)
0.47 (0.34–0.65)
<0.001

1.00
1.38 (1.10–1.75)

Artiﬁcially sweetened beverages 2

1

n (%)

1.00
1.79 (1.31–2.43)

1.00
0.89 (0.67–1.17)

1.00
1.43 (1.08–1.89)

1.00
0.76 (0.58–1.01)

1.00
0.91 (0.65–1.28)
0.81 (0.56–1.17)
0.255

1.00
0.34 (0.25–0.46)

Beer

282 (20)
78 (21)

120 (15)
240 (24)

130 (15)
230 (25)

206 (23)
148 (17)

41 (10)
165 (20)
154 (27)

156 (18)
204 (22)

OR (95% CI)

n (%)

1.00
1.13 (0.88–1.15)

OR (95% CI)

1.00
1.17 (0.87–1.58)

1.00
1.48 (1.14–1.91)

1.00
1.67 (1.29–2.15)

1.00
0.66 (0.51–0.85)

1.00
2.28 (1.56–3.33)
3.78 (2.57–5.57)
<0.001

Wine

Includes sugar-sweetened soft drinks and squash drinks; 2 Includes

189 (13)
78 (21)

131 (17)
136 (14)

115 (14)
151 (16)

140 (16)
123 (14)

69 (17)
120 (15)
78 (14)

182 (21)
85 (9)

OR (95% CI)

All analyses are adjusted for all background variables. Bold numbers represents statistical signiﬁcant values.
soft drinks and squash drinks without sugar and/or artiﬁcial sweeteners.

318 (35)
287 (34)

221 (54)
260 (32)
132 (23)

353 (41)
260 (28)

Sugar-sweetened beverages 1

n (%)

BMI
<25 kg/m2
≥25 kg/m2

Age (years)
18–34
35–54
55–70
p trend

Gender
Men
Women

Background Variables

Table 4. Cont.
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For sugar-sweetened beverages, women were less likely to consume such beverages than men.
The oldest age group had 76% lower odds of sugar-sweetened beverage consumption compared to
the youngest participants. Participants with higher education and participants with high or very high
interest in a healthy diet also had lower odds of being consumers of sugar-sweetened beverages.
In contrast to the gender differences observed for sugar-sweetened beverages, women had 38%
higher odds of consuming artiﬁcially sweetened beverages compared to men. Participants in the oldest
age group had 53% lower odds of drinking artiﬁcially sweetened beverages, while participants being
overweight had higher odds of consuming artiﬁcially sweetened beverages, compared to participants
with a normal or low BMI. People interested in a healthy diet had 21% lower odds of consuming
artiﬁcially sweetened beverages, compared to people with no, low or moderate interest.
Women were less likely to have consumed beer than men. Having a university or college education
was associated with 43% higher odds of drinking beer. Smokers were more likely to be beer consumers
than non-smokers.
With regard to wine, participants in the oldest age group were almost four times more likely to be
wine consumers compared to the youngest participants. Wine consumption was less prevalent among
participants with a BMI ≥ 25 kg/m2 compared to those with a BMI < 25 kg/m2 . Wine consumption
was also positively associated with an interest of having a healthy diet, compared to having no, low,
or moderate interest.
4. Discussion
The results showed that, in a Norwegian setting, breakfast was the most important meal for the
intake of milk and juice. For tea, the main contributing meal differed between men and women, with
breakfast being the most important meal for men and snacks being the most important meal for women.
Dinner was the most important meal for sugar-sweetened beverages and wine, whereas snacks were
the most important meal for water, coffee, artiﬁcially sweetened beverages, and beer. The intake of
wine was higher on weekend days than on weekdays among consumers. The same accounts for beer
intake among men. Higher age was found to have a strong association with consumption of coffee, tea,
and wine, whereas younger age was associated with consuming water and sugar-sweetened beverages.
Higher education was associated with consumption of water, juice, tea, and alcohol-containing
beverages (beer and wine), whereas no education or education of lower degree was associated with
consumption of sugar-sweetened beverages.
4.1. Patterns of Beverage Consumption Related to Meals
Milk and fruit juices, together with coffee and tea, have also been previously found to be the
most commonly consumed beverages for breakfast in Norway and the Scandinavian countries. This is
described in the survey “Eating patterns, a day in the life of Nordic people”, where computer assisted
telephone interviews (CATI) were performed among 4800 Scandinavian individuals above 15 years
of age [35].
Dinner was the most important meal for intake of sugar-sweetened beverages and wine.
The average intake of sugar-sweetened beverages among all participants was 1/2 dL each day for dinner.
One third (34%) of the participants were consumers of sugar-sweetened beverages. Among consumers
the average daily intake was about 4 dL. The Norwegian health authorities recommend drinking
water at meals and between meals because sugar-sweetened beverages increase the risk of obesity,
tooth decay, and acid damage to teeth [22].
Snacks were the most important meal for water consumption in our study. A reason for this
may be that water is regularly drunk between meals when thirsty and in association with physical
activities. Snacks were also the most important meal for coffee, beer and artiﬁcially sweetened
beverages. Coffee is a beverage that may be frequently consumed in social settings and at work.
Beer may also be associated with social hang-outs in some groups of the population. Sieri et al. [36]
found that alcohol was drunk outside main meals in most of the ten countries participating in the
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European Prospective Investigation into Cancer and Nutrition (EPIC) study. Italy was an exception to
this, where most of the alcohol intake was consumed during meals [36]. Snacks were also found to be
the most important meal for alcoholic drinks among 6000 participants in The Netherlands, Ireland,
and the UK [24]. In a study of ﬂuid intake in the French population most beverages were ingested
during the main meals breakfast, lunch, and dinner, and only small amounts were consumed between
meals [37]. This deviates somewhat from our results, where the highest average intake of several
beverage types, particularly water and coffee, were consumed as part of snacks.
4.2. Patterns of Beverage Consumption on Weekdays Compared to Weekend Days
We observed that the average intakes of wine among wine-consumers (both men and women)
and beer (men only) were higher during weekend days, compared to weekdays. This complies with
results from a British study by Gibson and coworkers, where higher consumption of alcoholic drinks
was observed during weekends, especially Saturdays [38]. Among almost 12,000 U.S. adults it was
also found that energy intake from alcohol was higher on Saturdays, compared to weekdays [39].
For women, beer intake was not signiﬁcantly higher on weekend days compared to weekdays in our
study. Sieri et al. [36] found that alcohol consumption, particularly among women, increased markedly
during the weekend in nearly all centers participating in the EPIC study. Exceptions from this were
some centers in Germany and Spain for men and Italy for women. Among U.S. adults it was found,
in contrast, that the weekend-weekday difference in energy intake from alcohol was larger among
male adults than among women [39]. It seems like consumption habits with regard to wine and beer
on weekdays compared to weekend days varies between different countries. Therefore, it may be
reasonable to evaluate the situation in each country when giving public health advice.
Surprisingly, we did not ﬁnd any differences in the intake of sugar-sweetened and artiﬁcially
sweetened beverages between weekdays and weekend days among consumers. There is scarce
literature published regarding consumption of such beverages among adults. Among almost
800 Danish children and adolescents the intake of sugar-sweetened beverages was found to be
higher during the weekend, compared to weekdays [40]. A national representative survey among
Norwegian children found that the intake of sugar-sweetened soft drinks was signiﬁcantly higher
during weekend days, compared to weekdays among four-year old children and school children
in 4th and 8th grade [41]. Among 1500 Norwegian adolescents and their parents, the intake of
sugar-sweetened beverages was found to be low during weekdays, but doubled during weekend
days [42]. In a study among almost 12,000 U.S. adults from 2003–2012 the authors found that energy
intake from sugar-sweetened beverages was higher on weekend days compared to weekdays.
This difference was larger among men than women [39]. Since the weekend constitutes almost
one third of the week, improvement of the composition of foods and beverages consumed during
weekends will contribute to improve the total dietary quality.
4.3. Background Variables Associated with the Intake of Different Types of Beverages
Our results implied that water consumption was more prevalent among younger participants
and participants having a higher education. This corresponds partly to data from the National Health
and Nutrition Examination Surveys (NHANES) from 1999–2006 among more than 4000 U.S. adult
participants, where the researchers found that water intake declined with increasing age and higher
education was associated with higher water consumption [43]. We also found that women and
participants being interested in a healthy diet had higher odds of consuming water.
We observed no associations between milk intake and background variables. Canadian data from
35,000 participants in 2004 described that the proportion of adults who reported drinking milk tended
to rise with increasing age. The same study also found that juice consumption was associated with
younger age groups [44]. This corresponds to the results from the present study as the odds of juice
consumption were signiﬁcantly lower in the oldest, compared to the youngest, age group.
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Coffee intake was associated with higher age, being interested in a healthy diet and smoking in
our study. Sousa and Macedo da Costa also found a positive association between coffee intake and
higher age among Brazilian adults, but this association was only found for men [45]. A Canadian
study of beverage consumption found that coffee consumption peaked at ages 31–50 years and,
thereby, decreased with increasing age [44]. Smoking has also been found to be associated with coffee
consumption in several other studies [46–48].
Tea consumption was associated with all factors analyzed in our study; being a woman, being in
the oldest age group, having a normal or low BMI, having higher education, being interested in
a healthy diet, and being a non-smoker. Higher tea consumption with increasing age was also reported
in the aforementioned Canadian study [44]. A study among almost 6000 university students in Taiwan
found that having a higher BMI was a signiﬁcant predictor of tea drinking [49], which contrasts with
our results. De Castro and Taylor describe an association between cigarette smoking and frequent
consumption of coffee and tea among 650 U.S. adults [46]. This complies with our results for coffee,
but is opposite of our results for tea consumers, where smokers had 54% lower odds of consuming tea,
compared to non-smokers.
Consumption of sugar-sweetened beverages dropped sharply at older ages in both the present
and other studies [30,44]. Mullie et al. [30] found that high age, high BMI, non-smoking, and income
were negatively related to consumption of sugar-sweetened beverages. Our results indicated that
participants with university or college education had lower odds of consuming sugar-sweetened
beverages. The association between consumption of sugar-sweetened beverages and lower or no
education has also been found in other studies [29,31,32]. Liu and coworkers [50] described that,
compared to college educated individuals, the odds of consuming sugar-sweetened beverages
was more than three times greater for those with high school education or less. Why a lower
socioeconomic position is associated with higher consumption of sugar-sweetened beverages is not
clear, but it has been argued that the low cost and aggressive marketing in low-income areas could
be an explanation [30]. It is well documented that low socioeconomic position is associated with
a clustering of unhealthy lifestyles, such as smoking, unhealthy dietary patterns, and obesity [51].
Drinking sugar-sweetened beverages regularly can be seen as an unhealthy habit due to the high
energy-content and the low nutritional value [30].
In a study among almost 2000 military men in Belgium, high BMI and trying to lose weight were
found to be positively related to consumption of artiﬁcially sweetened beverages [30]. This corresponds
to our results where participants with a BMI of 25 kg/m2 or higher had 70% higher odds of consuming
artiﬁcially sweetened beverages, compared to participants with a normal or low BMI. This may indicate
that people being overweight or obese are drinking more artiﬁcially sweetened beverages in an attempt
to lose weight [30].
Men in the present study had higher odds of drinking beer compared to women, and the
percentage of wine consumers increased with increasing age. The same associations have also
been described in the Canadian population [44]. In a study in the older population in Spain from
2008–2010 alcohol consumption was signiﬁcantly more frequent among men, compared to women [52].
De Castro and Taylor [46] found that cigarette smoking was associated with alcohol consumption
among 600 adults in Texas, USA. We found the same tendency for beer consumers, but not for
wine consumers.
4.4. Strengths and Limitations
The detailed information about types and amounts of beverage intakes and meal types are the
major strengths of the Norkost 3 survey, in addition to the relatively large sample size. A limitation of
the study is the fairly low participation rate of 37%, which limits the generalizability of the results [53].
The proportion of participants in the Norkost 3 study with a college/university education was
higher than in the general population [33]. We may assume that a study population with higher
education has healthier beverage consumption habits, compared to the general population with lower
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education. An association between higher education and healthier diets has been found in several
studies [27,28,33]. The consumption of sugar-sweetened beverages may have been underestimated in
the present study due to the high percentage of participants with a college/university education.
A higher percentage of the participants in Norkost 3 belonged to the highest age interval and
a lower percentage to the youngest interval, compared to the general population. The background
characteristics of the participants in the Norkost 3 survey, compared to the characteristics of the general
population have earlier been described in detail [33].
Self-reported surveys collecting the intake of ﬂuids are open to potential bias due to over- or
under-reporting of certain ﬂuid types [54]. The use of 24 h recall or food frequency questionnaire
(FFQ) has been reported to underestimate ﬂuid intakes by as much as 500 mL/day. The reason for
this is that ﬂuids are often consumed outside mealtimes and not perceived as a food [29,55]. The 24 h
recall method relies on the participants’ ability and willingness to correctly inform the interviewer
about all eating and drinking events that occurred on the preceding day [53]. In the present study
pure drinking meals were deﬁned as snacks (pure drinking meals representing about 40% of meals
deﬁned as snacks). There is some evidence that snacks are more likely to be underreported than main
meals [56], if this is the case in the present study total beverage intake may have been underestimated.
Alcohol consumption [57] and soft drink consumption [58] have been described, in particular, as being
subject to underreporting. The interviewers in the Norkost 3 survey were thoroughly trained on
interview techniques and to remind the participants about forgotten food or drink items, which may
have reduced the underreporting of snack events [53].
Body weight was self-reported, which may be a limitation for the validity of the estimated
BMI because self-reported weight tends to be underestimated [59,60]. This may have contributed
to misclassiﬁcation of participants as normal weight participants and a reduction in the difference
between the two groups [53].
4.5. Practical Implications
The ﬁndings from the present study provide insight into the beverage consumption pattern to
different meals among a group of Norwegian adults and in different subgroups of the study population.
This insight may be useful when developing and revising dietary recommendations. Holmback et al.
has suggested that the inclusion of meal-based recommendations may be an advantage in FBDG [23].
Still, the data in Norkost 3 were collected in 2010–2011, and beverage consumption habits in the
population may have changed somewhat during the last 5–6 years.
Age and education seemed to be highly associated with consumption of certain beverage
types. Being a young adult (18–34 years) was associated with consumption of sugar-sweetened
beverages, artiﬁcially sweetened beverages, and water, whereas being older was associated with
wine consumption. Having a higher education seemed to be associated with a healthier beverage
consumption pattern, including water and less sugar-sweetened beverages. On the other hand,
higher education was associated with beer and wine consumption. Knowledge about how beverage
consumption is associated with age and education helps us understand habits in subgroups of
the population. More knowledge from research on these associations may be used when tailoring
interventions regarding consumption of sugar-sweetened and alcoholic beverages in the future.
5. Conclusions
Beverage consumption patterns in the Norwegian adult population varied between different
meal types. Breakfast was the most important meal type for intake of milk and juice, and dinner
for sugar-sweetened beverages and wine, whereas snacks contributed most to intakes of water,
coffee, artiﬁcially sweetened beverages, and beer. Alcohol consumption was higher on weekend
days, compared to weekdays among consumers. Higher education was associated with a healthier
beverage consumption pattern, but also more frequent alcohol consumption. Higher age was strongly
associated with consumption of coffee, tea and wine, whereas younger age was associated with
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consumption of water and sugar-sweetened beverages. Knowledge regarding beverage consumption
patterns in the population and in subgroups of the population may be considered when revising
FBDGs in the future.
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Abstract: A high intake of reﬁned carbohydrates, particularly the monosaccharide fructose, has been
attributed to the growing epidemics of obesity and type-2 diabetes. Animal studies have helped
elucidate the metabolic effects of dietary fructose, however, variations in study design make it
difﬁcult to draw conclusions. The aim of this study was to review the effects of fructose beverage
consumption on body weight, systolic blood pressure and blood glucose, insulin and triglyceride
concentrations in validated rat models. We searched Ovid Embase Classic + EmbaseMedline and Ovid
Medline databases and included studies that used adolescent/adult male rats, with fructose beverage
consumption for >3 weeks. Data from 26 studies were pooled by an inverse variance weighting
method using random effects models, expressed as standardized mean differences (SMD) with 95%
conﬁdence intervals (CI). Overall, 10%–21% w/v fructose beverage consumption was associated with
increased rodent body weight (SMD, 0.62 (95% CI: 0.18, 1.06)), systolic blood pressure (SMD, 2.94 (95%
CI: 2.10, 3.77)) and blood glucose (SMD, 0.77 (95% CI: 0.36, 1.19)), insulin (SMD, 2.32 (95% CI: 1.57,
3.07)) and triglyceride (SMD, 1.87 (95% CI: 1.39, 2.34)) concentrations. Therefore, the consumption of
a low concentration fructose beverage is sufﬁcient to cause early signs of the metabolic syndrome in
adult rats.
Keywords: fructose; beverage; rat; metabolic syndrome; meta-analysis; diabetes; obesity

1. Introduction
A high intake of reﬁned carbohydrates and sweeteners, including sucrose and high fructose
corn syrup (HFCS), have been attributed to the growing epidemics of obesity and type-2 diabetes
(T2D) in Western society [1]. Current evidence suggests that the consumption of added dietary sugars
(including sucrose and HFCS) is currently stable or decreasing [2], however, it still remains high.
It is estimated that Australians consume approximately 46.83 kg of sugar per year, while Americans
consume on average 68.57 kg per year [3]. This translates to between 26.8% and 39.3% of daily energy
consumed from added sugar (based on 2000 Cal/day). Furthermore, sugar consumption is high in
both children and adolescents [4], which has been identiﬁed as contributing to the alarming rates of
T2D and obesity observed in this population [5]. Speciﬁcally, the monosaccharide fructose has been
identiﬁed as a key component of added sugars contributing to these epidemics. Despite the evidence,
there is still confusion surrounding whether the consumption of fructose at physiologically relevant
concentrations contributes to the development of metabolic disease. This is not surprising due to
the varying outcomes found by studies investigating the effects of fructose consumption on human
metabolic health [6–8].
While the western diet is typically low in free fructose, the main dietary sources of fructose are
sucrose, HFCS, fruits and honey. Despite having the same chemical formula as glucose, hepatic fructose
Nutrients 2016, 8, 577
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metabolism is different [9]. In the rodent, chronic consumption of fructose at high concentrations is
known to give rise to ectopic fat deposition, insulin resistance, T2D and elevated blood pressure [9].
The evidence associated with lower concentration fructose beverage consumption, however, is less
clear [6].
Fructose feeding is an established experimental model for inducing the metabolic syndrome
in rats [10,11]; however, studies vary signiﬁcantly in fructose delivery and the administered
concentration. The concentration of fructose administered as a component of chow itself is
generally supraphysiological and ranges between 60%–70% w/w or 0.6–0.7 g/g chow [10,12–21],
whereas the concentration of fructose beverages can often vary anywhere between 10%–30% w/v
or 0.1–0.3 g fructose/mL water [22–45]. Despite the reported effects on metabolic health, studies
investigating the effect of high concentrations of fructose in chow or as a beverage report no effect
of fructose consumption on rodent body weight [10,12,46,47], while others report an increase in
body weight [22,23,27,29,30,38–41,43,48,49]. Furthermore, while these studies give an understanding
of the effects associated with excess fructose intake, the physiological outcomes associated with
supraphysiological concentrations of fructose cannot be used to extrapolate the effects to human health.
Thus, the effect of lower concentration fructose beverage consumption at concentrations similar to
those found in sugar-sweetened beverages (~10% w/v) must be clariﬁed in a rodent model.
To provide consistent evidence of the metabolic effects of fructose, we undertook a systematic
review and meta-analysis of experimental animal studies to assess the effect of low concentration
fructose beverage administration on rodent body weight, systolic blood pressure and blood glucose,
insulin and triglyceride concentrations. To our knowledge, this is the ﬁrst meta-analysis to explore the
effects of administration of a fructose beverage in a rodent model.
2. Materials and Methods
2.1. Literature Search
We searched Ovid Embase Classic + EmbaseMedline and Ovid Medline for articles published
within the last 10 years with medical subject headings (MeSH) terms fructose, rat or rats, and weight.
Only articles published in English were included in the study. From this, 1317 eligible articles were
identiﬁed, of which 371 were identiﬁed as duplicates. The remaining 946 articles were reviewed for
inclusion in the analysis. The exclusion search criteria included: conference abstracts, review articles,
studies utilizing pregnant rodents, studies completed on rodents during the lactation or weaning
periods, studies conducted during rodent development (i.e., fetuses or offspring less than 8 weeks of
age), HFCS feeding, and citations which did not list fructose or body weight in the title or abstract
(Figure 1).
2.2. Study Selection
Of the remaining 139 citations, only studies which used male adolescent/adult rodents
(>8 weeks of age) were included in the analysis, in which fructose alone (not in combination with
glucose or as sucrose or HFCS) was administered in a beverage where the concentration was provided.
Of these, studies that included numerical data (mean ± standard deviation) on at least two of;
ﬁnal body weight, systolic blood pressure and blood glucose, insulin and triglyceride concentrations
were included (26 studies in total as summarized in Figure 1 and Table 1).
2.3. Data Collected
We collected the mean and standard deviation data for body weight (g), systolic blood pressure
(mmHg), blood glucose (mmol/L), blood insulin (pmol/L) and blood triglyceride (mmol/L) concentrations
in animals exposed to control and fructose as reported in the publications. Where required, the glucose,
insulin and triglyceride concentrations were converted to the above listed units. Where reported,
the major ﬁndings of fructose on each biological measure is summarized in Table 1.
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Summary of Findings: Effect of Fructose Relative to Control
Systolic Blood Pressure
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Table 1. Characteristics and major outcome measures of studies included in the meta-analysis, including the effects of fructose beverage consumption on male body
weight, systolic blood pressure and blood glucose, insulin and triglyceride concentrations.
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Figure 1. Flowchart of studies selected for the meta-analysis.

2.4. Statistical Analysis
Data were expressed as standardized mean differences (SMD) with 95% conﬁdence intervals (CI).
Heterogeneity was assessed with the Q and I2 statistics. Q values p < 0.10 and I2 ≥ 85% were taken to
indicate heterogeneity [51]. For all analyses, a random-effects model was used due to the signiﬁcant
heterogeneity associated with study design, rodent strain (not assessed as part of this analysis) and
the duration of intervention. Where possible, the effects of study duration (fructose consumption for
≤12 weeks versus >12 weeks) on fructose-induced changes in body weight, systolic blood pressure and
blood glucose, insulin and triglyceride concentrations were determined. All analyses were completed
in R-Studio using the meta package (R-Studio version 0.99.491: Integrated Development for R. RStudio,
Inc., Boston, MA, USA; meta package version 4.3-2) [52].
3. Results
3.1. Study Characteristics
This analysis only included studies in which fructose was administered as a beverage to adolescent
or adult male rodents. Fructose was supplied at a concentration of either 10% w/v (24 studies) or
20%–21% w/v (two studies), and was administered for a period ranging from 2.9 to 38 weeks (Table 1).
A seminal study by Hwang et al. showed that the metabolic syndrome can be induced after only
2 weeks of fructose consumption at a concentration of 60% of daily calories [10]. However, consumption
of fructose at such supraphysiological concentrations is rare in humans. When planning this study
our intention was to group all studies, independent of study duration. However, whilst collating
the data we noted divergent study durations of either less than or greater than 12 weeks (refer to
summary statistics in Table 2). We found no difference in the concentration of fructose administered or
the sample size between the two groups, therefore data were split for all subsequent analyses. Of the
26 studies identiﬁed, 20 reported raw data on ﬁnal body weight following fructose consumption.
Of these, 35.0% reported that fructose consumption signiﬁcantly increased rodent body weight at the
end of the study period (Table 1). Similarly, of the 23 studies that reported blood glucose concentration,
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only 30.4% reported a signiﬁcant effect of fructose consumption. Signiﬁcant increases in blood insulin,
blood triglycerides and systolic blood pressure were reported in 84.2%, 87.5% and 100%, respectively,
for studies in which this data were reported (Table 1).
Table 2. Summary statistics (mean (95% CI)) of fructose beverage concentration (% w/v), study duration
and sample size (as a percentage of control) split for study duration (≤12 weeks or >12 weeks).

Fructose beverage concentration (% w/v)
Study duration (weeks)
Sample size (% of control)

Less Than or Equal to
12 Weeks (n = 20)

Greater Than
12 Weeks (n = 6)

11.1 (9.5, 12.8)
7.0 (5.7, 8.4)
48.8 (46.4, 51.1)

10 *
30.5 (23.7, 37.2)
53.1 (45.7, 60.4)

* Fructose concentration was the same in all studies (10% w/v).

3.2. Effect of Fructose on Rodent Body Weight and Systolic Blood Pressure
When all studies that reported mean body weight and standard deviation were combined, there
was an overall effect of fructose consumption on rodent body weight (Figure 2; SMD, 0.62 (95% CI:
0.18, 1.06); z = 2.79; p = 0.005). It is important to note, however, the high degree of heterogeneity across
these studies (I2 = 75.9% (95% CI: 62.9, 84.3)). There was no effect of study duration (between group
difference p = 0.944) on rodent body weight.

Figure 2. Forest plots of the effect of fructose consumption on adult male rodent body weight (mean and
standard deviation (SD), split by study duration. The pooled effects estimates are represented by three
diamonds; one for studies of 12 weeks or less, one for studies of greater than 12 weeks, and one
representing the combined effect. Data are presented as standardized mean differences (SMD) with
95% conﬁdence interval (CI). p-Values are for the inverse variance random effects models with
DerSimonian-Laird estimator for Tau2 . Inter-study heterogeneity was tested by Cochran’s Q at a
signiﬁcance of p < 0.10 and quantiﬁed by I2 .
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Fructose consumption was associated with a strong effect on systolic blood pressure (SMD,
2.94 (95% CI: 2.10, 3.77); z = 6.91, p < 0.0001; Figure 3). Furthermore, there was a signiﬁcant effect
of study duration on systolic blood pressure (between group difference p = 0.0002), with fructose
consumption for greater than 12 weeks resulting in a signiﬁcant increase in systolic blood pressure
when compared to less than or equal to 12 weeks (Figure 3).

Figure 3. Forest plots of the effect of fructose consumption on adult male systolic blood pressure
(mean and standard deviation (SD)), split by study duration. The pooled effects estimates are
represented by three diamonds; one for studies of 12 weeks or less, one for studies of greater than
12 weeks, and one representing the combined effect. Data are presented as standardized mean
differences (SMD) with 95% conﬁdence interval (CI). p-Values are for the inverse variance random
effects models with DerSimonian-Laird estimator for Tau2 . Inter-study heterogeneity was tested by
Cochran’s Q at a signiﬁcance of p < 0.10 and quantiﬁed by I2 .

3.3. Effect of Fructose on Rodent Blood Glucose, Insulin and Triglyceride Concentrations
The effect of fructose consumption on blood glucose, insulin and triglyceride concentrations is
summarized in Figures 4–6, respectively. Overall, there was an effect of fructose consumption on
blood glucose (Figure 4; SMD, 0.77 (95% CI: 0.36, 1.19); z = 3.64, p = 0.003), insulin (Figure 5; SMD,
2.32 (95% CI: 1.57, 3.07); z = 6.09, p < 0.0001) and triglyceride (Figure 6; SMD, 1.87 (95% CI: 1.39,
2.34); z = 7.70, p < 0.0001) concentrations. Subgroup analysis showed no effect of study duration on
blood glucose (between group difference p = 0.9332) or insulin (between group difference p = 0.2042).
Interestingly, the subgroup analysis suggested an effect of study duration on blood triglyceride
concentration (between group difference p = 0.037), with fructose beverage consumption for greater
than 12 weeks resulting in a signiﬁcant decrease in blood triglyceride concentration when compared to
less than or equal to 12 weeks (Figure 6).
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Figure 4. Forest plots of the effect of fructose consumption on adult male rodent blood glucose
concentration (mean and standard deviation (SD)), split by study duration. The pooled effects estimates
are represented by three diamonds; one for studies of 12 weeks or less, one for studies of greater
than 12 weeks, and one representing the combined effect. Data are presented as standardized mean
differences (SMD) with 95% conﬁdence interval (CI). p-Values are for the inverse variance random
effects models with DerSimonian-Laird estimator for Tau2 . Inter-study heterogeneity was tested by
Cochran’s Q at a signiﬁcance of p < 0.10 and quantiﬁed by I2 .
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Figure 5. Forest plots of the effect of fructose consumption on adult male rodent blood insulin
concentration (mean and standard deviation (SD)), split by study duration. The pooled effects estimates
are represented by three diamonds; one for studies of 12 weeks or less, one for studies of greater
than 12 weeks, and one representing the combined effect. Data are presented as standardized mean
differences (SMD) with 95% conﬁdence interval (CI). p-Values are for the inverse variance random
effects models with DerSimonian-Laird estimator for Tau2 . Inter-study heterogeneity was tested by
Cochran’s Q at a signiﬁcance of p < 0.10 and quantiﬁed by I2 .
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Figure 6. Forest plots of the effect of fructose consumption on adult male rodent blood triglyceride
concentration (mean and standard deviation (SD)), split for study duration. The pooled effects estimates
are represented by three diamonds; one for studies of 12 weeks or less, one for studies of greater
than 12 weeks, and one representing the combined effect. Data are presented as standardized mean
differences (SMD) with 95% conﬁdence interval (CI). p-Values are for the inverse variance random
effects models with DerSimonian-Laird estimator for Tau2 . Inter-study heterogeneity was tested by
Cochran’s Q at a signiﬁcance of p < 0.10 and quantiﬁed by I2 .

4. Discussion
Fructose is commonly used in experimental animal models to induce features of the metabolic
syndrome [10,11,53], however, the physiological impact of fructose varies depending on the
concentration administered and the route of administration. This variation in study design has led
to inconsistencies in the published effects of fructose consumption, which has made it difﬁcult to
extrapolate and understand the impact that fructose may have on human health. This study has shown
that low concentration fructose beverage consumption, independent of variations in study design
and duration, results in an increase in rodent body weight, systolic blood pressure and blood glucose,
insulin and triglyceride concentrations.
The meta-analysis presented conﬁrms that, within the limits of the studies undertaken,
fructose beverage consumption at concentrations consistent with sugar-sweetened beverages
(~10% w/v), results in an increase in rodent body weight, independent of study duration.
Furthermore, we have shown that fructose beverage consumption is associated with increased
blood triglyceride concentration and, together, this may suggest that the increase in body weight
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reported may be due to increased adipose tissue mass. Fructose feeding in rodents is commonly
associated with increased hepatic de novo lipogenesis, leading to increased plasma triglycerides [12,14],
non-esteriﬁed fatty acids (NEFA) [54] and very low-density lipoprotein (VLDL) cholesterol [16,19].
Furthermore, it is associated with increased hepatic lipogenic gene expression [16,55]. Fructose-induced
increases in hepatic fatty acid synthesis are associated with increased ectopic fat deposition in a number
of peripheral tissues including the liver. This may contribute to the increase in liver weight reported
in several studies [17,48], and acts to promote hepatic inﬂammation and oxidative stress [17,55].
Interestingly, only a few rodent studies have reported an overall increase in body adipose tissue mass
following fructose consumption [48,56,57], despite its known lipogenic effects.
Elevated plasma uric acid concentration is associated with fructose metabolism, and in addition
to increased fat mass, is known to mediate cardiorenal disease risk [58,59]. Consistent with this, we
report an increase in systolic blood pressure associated with fructose administration. Unlike body
weight, blood pressure was reported to increase in all studies included in the analysis, and the
magnitude of the change was dependent on the duration of the study. The standardized mean difference
for systolic blood pressure was two-fold higher in studies that lasted for longer than 12 weeks.
Interestingly, in studies greater than 12 weeks, the subgroup analysis suggested an almost two-fold
decrease in blood triglyceride concentration. Although there was no overall effect of study duration
on body weight, this decrease could be linked to a change in body composition, speciﬁcally increased
body fat mass or ectopic fat deposition.
Consumption of fructose is also associated with increased plasma glucose and insulin
concentrations. Unlike glucose, the uptake and metabolism of fructose in the liver is virtually
unregulated (see Regnault et al. [60] for review). As a result, excess fructose is rapidly converted
into fatty acids and triglycerides through the induction of lipogenesis-promoting transcription factors
sterol regulatory binding protein 1c (SREBP-1c) and carbohydrate response element binding protein
(ChREBP) [61]. While insulin resistance is one of the main outcomes associated with long-term fructose
feeding [62], short-term feeding has been shown to induce a transient insulin resistant state [9] that
can signiﬁcantly impact on insulin-mediated glucose metabolism, contributing to the development of
insulin resistance and T2D. This transient insulin resistant state is believed to contribute to the loss of
inhibition of gluconeogenic pathways [9], driving an increase in hepatic glucose output independent
of pre- and postprandial blood glucose concentrations. The analysis presented herein suggests that
the consumption of fructose, independent of duration, results in elevated blood glucose and insulin
concentrations. This may contribute to the development of insulin resistance, and may eventually
manifest as T2D.
As indicated in Figures 2–6, there was a high degree of heterogeneity in all analyses conducted.
We did not control for rodent strain in this analysis, which may account for the variability
observed (Wistar-albino, 19 studies; Wistar-Kyoto, 1 study; Sprague-Dawley, 6 studies). To our
knowledge, there have been no studies focused on rat strain-speciﬁc differences in fructose metabolism.
Furthermore, two of the 26 studies used in this analysis reported fasting blood glucose, insulin and
triglyceride concentrations collected after an overnight fast, which potentially contributed to the
variability observed. This study was unable to control for the volume of beverage consumed per day,
and it has been reported that rodents demonstrate increased intake when sugar is supplied in the form
of a beverage when compared to chow [63]. Although a low concentration fructose beverage was
provided to rodents in all studies included in this analysis, the volume consumed per day may have
resulted in the daily caloric intake from fructose being higher than the beverage itself. However, this is
consistent with human consumption of added sugars, as previously highlighted.
In conclusion, we observed that, independent of subtle study variations, consumption of a
10%–21% fructose beverage results in increased body weight in adult male rodents. This increase is
accompanied by elevated systolic blood pressure and higher blood glucose, insulin and triglyceride
concentrations. Furthermore, systolic blood pressure and blood triglyceride concentrations are sensitive
to the duration of the fructose intervention, such that systolic blood pressure is elevated in long-term
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studies (over 12 weeks), while blood triglyceride concentrations are reduced. The physiological effects
associated with low concentration fructose beverage consumption are consistent with development
of the metabolic syndrome. Whilst we acknowledge that humans rarely consume fructose in
isolation, we are consuming more fructose as either sucrose or HFCS than ever before. Understanding
the metabolic effects of fructose, in isolation and when consumed with glucose, is critical to our
understanding of metabolic disease. Rodent studies utilizing physiologically relevant fructose doses
(~10% w/w), compared to those utilizing supraphysiological doses (~60% w/w), are important
in allowing us to better elucidate the cellular mechanisms contributing to the development of
type 2 diabetes, obesity and cardiovascular disease. This analysis conﬁrms that administration of
supraphysiological concentrations of fructose in rodent studies is not required to induce characteristics
of the metabolic syndrome phenotype.
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Abstract: Water is essential for the proper functioning of the body. Even though a recommendation
exists for adequate water intake for Koreans, studies identifying actual water intake from all beverages
and foods consumed daily in the Korean population are limited. Thus, we estimated total water intake
from both beverages and foods and its association with energy intake and eating behaviors in Korean
adults. We used a nationally representative sample of 25,122 Korean adults aged ≥19 years, from the
Korean National Health and Nutrition Examination Survey 2008–2012. We performed multiple
regression analyses, adjusting for sociodemographic and health-related variables to investigate
the contribution of overall energy and dietary intakes and eating behaviors to total water intake.
The mean total water intake excluding plain water was 1071 g (398 g from beverages and 673 g
from foods) and the estimated plain water intake was 1.3 L. Among Korean adults, 82% consumed
beverages (excluding plain water) and these beverages contributed to 10% of daily energy intake
and 32% of total water intake from beverages and foods. For every 100 kcal/day in energy intake,
water intake consumed through beverages and foods increased by 18 g and 31 g, respectively.
Water intake from beverages and foods was positively associated with energy from fat and dietary
calcium, but inversely associated with energy density and energy from carbohydrates. When there
was a 5% increase in energy intake from snacks and eating outside the home, there was an increase in
water intake from beverages of 13 g and 2 g, respectively. Increased daily energy intake, the number
of eating episodes, and energy intake from snacks and eating outside the home predicted higher
water intake from beverages and foods. Our results provide evidence suggesting that various
factors, including sociodemographic status, dietary intakes, and eating behaviors, could be important
contributors to the water intake of Korean adults. Findings from this cross-sectional analysis may
provide insight into strategies for promoting adequate water intake among Koreans.
Keywords: water intake; beverage consumption; energy intake; eating behavior; Korean adults

1. Introduction
Water is a crucial nutrient comprising 60% of human body weight [1,2]. It is well documented
that water plays an essential role in the heathy functioning of the body, including regulation of
body temperature, transport, digestion and absorption of nutrients, and excretion of wastes [3,4].
Water imbalance in the body is associated with adverse health consequences from mild thirst to
severe dehydration, delirium, and even death [5]. Plain water intake is the major contributor to total
water intake, though the ratios may vary among countries. Water may also be consumed from daily
consumption of foods and beverages [2,6].
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Many longitudinal and cross-sectional studies have been conducted on water intake in relation to
dietary intakes, weight status, and disease. It has been found that increasing one’s intake of non-caloric
beverages such as plain water and coffee, including the replacement of sugar-sweetened beverages (SSBs)
with plain water, is inversely associated with weight gain [7–9] and the risk of type 2 diabetes [10]. A few
investigations have suggested inverse associations of the amount of water intake with the risk of chronic
kidney disease [11] and negative mood [12]. Additionally, some studies have indicated that water intake
from foods and beverages is significantly associated with micronutrient (e.g., vitamins and carotenoids)
as well as macronutrient (e.g., carbohydrate, protein, and fat) intakes [2,13,14]. However, most of these
prior studies have been conducted in Western countries.
Acknowledging the importance of water intake in maintaining health and preventing disease,
many countries suggest recommendations for water intake to encourage the public to drink adequate
amounts of water. In the United States (US), the Adequate Intake (AI) of total water was established
by adding estimated water intake from foods and beverages obtained from nationally representative
data [15]. The European Food Safety Authority recommends an adequate intake of water based on the
consideration of the observed national estimates of water intake and the desired urine osmolality [16].
In Korea, recently published the 2015 Dietary Reference Intakes (DRI) for Koreans offer an AI of water
for the Korean population. The AI for Korean adults over 19 years of age ranges from 2.1 to 2.6 L/day
and 1.8–2.1 L/day for men and women, respectively, with some variations among age groups. The AI
of total water for Koreans was estimated by combining water intake from commonly consumed foods
and ﬂuid intake, which includes the median value of plain water and beverage intakes (excluding milk
and other dairy products) and 200 mL of milk and other dairy products. However, actual water intake
from milk and other dairy products as well as water intake from soup, which has a high water content,
was not reﬂected in the calculation of the AI for total water [6].
The beverage industry in Korea has grown and is now a global trend. According to recent statistics
on the most frequently consumed foods in Korea, carbonated beverages are ranked third, blended
beverages fourth, and fruit/vegetable beverages eighth [17]. Moreover, there is an increasing tendency
towards sales of bottled water, coffees, carbonated beverages, and tea-based beverages in Korea [18,19].
Although the importance of beverages including plain water has increased in the Korean diet, there is
a limited body of knowledge regarding total water intake and water intake from beverages and foods
in Korea. There have been some investigations on water intake and beverage consumption for Koreans,
but these were limited to certain regions, small sample sizes [20,21], and speciﬁc beverages such as
SSBs and coffee [22,23]. Thus, there is no representative picture of total water intake among the Korean
population. Moreover, no studies have investigated water intake from the daily consumption of all
foods and beverages among Koreans. Basic epidemiological research on estimated water intake from
commonly consumed foods and beverages is needed to provide better guidelines for water intake in
upcoming DRIs for Koreans.
Given the limited number of studies attempting to quantify total water intake among Korean
adults, investigations on the associations of water intake from foods and beverages with dietary intake
and meal consumption attributes might help to lay the foundation for future work establishing better
recommendations for water intake in Koreans. Therefore, the purpose of this study is (1) to describe
water intake from beverages and foods in respect to beverage consumption; (2) to identify certain
sociodemographic and health-related characteristics that can predict water intake; and (3) to investigate
water intake in relation to energy intake and eating behaviors using a nationally representative sample
of Korean adults from the Korea National Health and Nutrition Examination Survey (KNHANES)
2008–2012 data.
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2. Methods
2.1. Data Source and Study Sample
The KNHANES conducted by the Korea Centers for Disease Control and Prevention (KCDC)
and the Korean Ministry of Health and Welfare provide ongoing surveillance. The KNHANES
data were collected to monitor the health and nutritional status among Koreans and to provide
meaningful baseline data for health and nutrition policy design in Korea [24,25]. To establish nationally
representative samples of the civilian noninstitutionalized population of Korea, the sampling plan of
the KNHANES is based on a multi-stage clustered probability design [26].
Data from the KNHANES 2008–2012 were used in this cross-sectional study to identify important
contributors of water intake in Korea. All participants who were older than 19 years of age with
a nutrition survey including a single 24-h dietary recall and health interview were eligible for inclusion
in this study (n = 30,642). We excluded those with <500 or >5000 kcal/day of total energy intake
(n = 469) and pregnant and lactating women (n = 612). We also excluded those who had incomplete
information on socio-demographic characteristics (n = 2816), health-related behaviors (n = 1370),
and reported implausible total water intake besides plain water intake (>3466 mL) (n = 253), for a ﬁnal
analytic sample of 25,122 (10,184 men and 14,938 women).
The KNHANES used in this study was approved by the KCDC Institutional Review Board.
All subjects gave their informed consent and participated voluntarily.
2.2. Water Intake Assessment
Four variables reﬂecting water intake were used in the present study: (1) water intake from
beverages excluding plain water; (2) water intake from foods; (3) total water intake from beverages and
foods other than plain water; and (4) usual plain water intake. As part of the 24-h dietary recall data,
the water content of all beverages and foods consumed by participants in the KNHANES were publicly
released [27]. Estimated water intake from beverages were calculated based on the total content of
water in all types of ﬂuids such as milk, unsweetened coffee and tea, 100% fruit/vegetable juice, SSBs,
alcoholic beverages, and diet beverages. Information on usual plain water intake was collected by
asking participants using the food-frequency questionnaire (FFQ)-type question, “How much plain
water do you usually drink a day?” after 24-h dietary recalls.
Based on the KNHANES coding scheme [24] and previous classiﬁcations of beverages [28–31],
we grouped all beverages into six categories (milk, unsweetened coffees/teas, 100% fruit juices, SSBs,
alcoholic beverages, and diet beverages). The SSBs category was further divided into ﬁve subgroups
(sodas, fruit drinks, sweetened coffees/teas, sports/energy drinks, other SSBs). To understand beverage
consumption in the Korean adult population, we calculated four estimates (per capita and per consumer):
average intake of beverages (mL), average water intake from beverages (g), and the contribution of
beverages to daily total energy (%), and total water intake excluding plain water (%).
2.3. Dietary Intake and Eating Behaviors
To describe how each water variable varied according to dietary intakes and eating behaviors,
we used several variables that may reﬂect energy intakes, dietary constituents, and meal consumption
behaviors. We estimated total energy intake (kcal/day), % energy from macronutrients (carbohydrate,
protein, and fat), dietary ﬁber, calcium, and sodium consumed [32]. We also used energy density
(kcal/g) for all beverages (not including plain water) and foods [2], and estimated the amounts of
beverages and all non-beverage foods consumed.
We used several eating behavioral variables based on previous literature [33,34] to assess meal
consumption attributes of study subjects in relation to water intake. They were described by the
frequency of eating episodes and % energy from main meals and snacks. The KNHANES data
provided information on eating episodes reported by survey participants. We identiﬁed each eating
episode named by respondents with breakfast, lunch, and dinner considered as the main meals.
All other non-main meal eating episodes were considered as snacks. Eating episodes reported at
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different clock times were classiﬁed as a single eating episode regardless of the number or quantity
of foods or beverages consumed. Based on this information, we estimated the number of total
eating episodes, snack and beverage-only episodes, and % energy from main meals and snacks.
Length of ingestion period was calculated from the ﬁrst eating event to the last eating episode reported.
Additionally, eating-out behaviors were measured using the information on locations where food
and beverages were consumed as collected in the KNHANES. We classiﬁed all beverages and foods
consumed into two categories based on the eating location and calculated 24-h energy intake at home
and outside the home, respectively.
2.4. Potential Covariates
To determine an independent association between all water variables and dietary intakes
and eating behavioral factors, potential confounders were included in our statistical model.
Socio-demographic variables included: age (19–29, 30–49, 50–64, ≥65 years of age); income (income
was calculated according to total household income of residents and then divided into quartiles
from poorest to wealthiest; low, mid-low, mid-high, or high) [24]; education level (elementary school
graduates, middle school graduates, high school graduates, or more than college graduate). Diet and
health-related behavioral variables included: smoking status (never smoked, former smoker, or current
smoker), the day of recalled intake (Monday-Thursday or Friday-Sunday), regular physical activity
(yes or no; having physical activity was deﬁned as walking ≥5 times a week for ≥30 min each time),
and body mass index (BMI; kg/m2 ) (calculated as weight in kilograms divided by square of height in
meters; ≤normal weight, <23; overweight, 23 to <25; or obese, ≥25) [35].
2.5. Statistical Analyses
We used SAS (version 9.4, SAS Institute Inc., Cary, NC, USA) for statistical analyses in this study.
All statistical tests were two-tailed and p < 0.05 were considered statistically signiﬁcant. We used
SURVEY procedure with sample weight, stratum, and primary sampling unit recommended by the
KNHANES analytical guidelines to account for unequal selection probabilities resulting from complex
survey design and non-response [24,26].
We computed the adjusted means using multiple linear regressions to compare all types
of water intake according to sociodemographic and health-related characteristics (Table 1).
Frequency (weighted percentage) and means (standard errors) were calculated to depict beverage
consumption in Korean adults with regard to the prevalence of consuming different types of beverages
and water intake, % total water intake excluding plain water, and % total daily energy from
each beverage category (Table 2). Multiple logistic regressions were conducted to determine the
associations of sociodemographic and health-related variables with odds of various sorts of beverages.
We calculated multivariable-adjusted odds ratios with 95% conﬁdence intervals after controlling for
covariates such as sex, age, income, education level, smoking status, the day of recalled intake, regular
physical activity (categorical), and total energy intake (continuous) (Table S1). We also conducted
multiple linear regression analyses to explore the independent association of energy and dietary
intake and eating behaviors with all components of water intake (Tables 3 and 4). For these analyses,
important contributors to water intake mentioned above were included in our regression models
as covariates.
3. Results
The daily amount of total water intake from beverages and foods was 1071 g (1.1 L) and the mean
usual plain water intake was 1.3 L among Korean adults (Table 1). Usual plain water intake reported
did not vary depending on sociodemographic characteristics and health-related behaviors, except for
smoking status. Current smokers usually consumed more plain water than non-smokers and former
smokers (p < 0.05). Compared to women, men consumed a higher amount of water from beverages
and foods. Age was negatively correlated to water from beverage and total water intake, but positively
correlated to water consumed through foods (p < 0.01). Income and education levels were positively
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associated with all water variables (p < 0.01). Like usual plain water intake, current smokers consumed
higher amounts of water from beverages and total water, but lower amounts of water from foods than
non-smokers (p < 0.01). Water intake from beverage and total water intake excluding plain water were
higher on weekends than weekdays (p < 0.01). Those undertaking regular physical activity consumed
more water from foods and total water compared with their counterparts (p < 0.01), but there was no
association with water intake from beverages and usual plain water intake.
Table 1. Water intake by sociodemographic and health-related behaviors in Korean adults,
KNHANES 2008–2012 1 .
Independent Variable

n

Water Intake from
Beverages 2
g

g

g

mL

All, unadjusted
All, adjusted for all covariates

25,122
25,122

396 ± 4 3
398 ± 5

697 ± 4
673 ± 5

1093 ± 6
1071 ± 7

1321 ± 65
1281 ± 67

Sex
Men
Women
p Value 4

10,184
14,938

426 ± 6
370 ± 8
<0.0001 **

736 ± 6
610 ± 7
<0.0001 **

1162 ± 10
980 ± 11
<0.0001 **

1303 ± 61
1259 ± 108
0.6972

Age (years)
19–29
30–49
50–64
65+
p Value

2811
9248
7086
5977

456 ± 12
445 ± 7
395 ± 7
296 ± 6
<0.0001 **

592 ± 9
717 ± 8
762 ± 7
621 ± 8
<0.0001 **

1048 ± 16
1162 ± 11
1157 ± 11
917 ± 11
<0.0001 **

1564 ± 177
1245 ± 91
1218 ± 86
1098 ± 144
0.1587

Income
Q1 (lowest)
Q2
Q3
Q4 (highest)
p Value

6092
6333
6354
6343

379 ± 8
399 ± 7
400 ± 8
414 ± 8
0.0053 **

623 ± 7
665 ± 7
686 ± 7
718 ± 9
<0.0001 **

1002 ± 11
1064 ± 10
1086 ± 11
1132 ± 12
<0.0001 **

1305 ± 146
1408 ± 152
1182 ± 85
1229 ± 100
0.5995

Education level
≤Elementary school
Middle school
High school
≥College
p Value

7014
2912
8471
6725

337 ± 8
384 ± 10
414 ± 7
456 ± 8
<0.0001 **

595 ± 9
668 ± 10
702 ± 7
727 ± 7
<0.0001 **

932 ± 12
1052 ± 14
1116 ± 10
1184 ± 11
<0.0001 **

1415 ± 169
1220 ± 104
1398 ± 118
1091 ± 76
0.0649

Smoking
Never
Former
Current
p Value

15,302
2863
6957

323 ± 6
438 ± 11
433 ± 8
<0.0001 **

691 ± 6
699 ± 11
628 ± 7
<0.0001 **

1014 ± 9
1137 ± 16
1062 ± 11
<0.0001 **

1176 ± 77
1175 ± 133
1492 ± 109
0.0260 *

Day of recalled intake
Monday-Thursday
Friday-Saturday
p Value

15,503
9619

398 ± 6
398 ± 6
0.0011 **

667 ± 6
678 ± 6
0.1498

1053 ± 9
1089 ± 10
0.0010 **

1338 ± 81
1224 ± 99
0.3454

Regular physical activity 5
Yes
No
p Value

12,923
12,199

385 ± 6
411 ± 7
0.9370

685 ± 6
660 ± 6
<0.0001 **

1083 ± 9
1059 ± 9
0.0096 **

1342 ± 95
1220 ± 92
0.3487

Body mass index (kg/m2 )
<23
23 to <25
≥25
p Value

11,227
5957
7938

388 ± 6
401 ± 8
405 ± 7
0.0426 *

656 ± 6
682 ± 8
680 ± 7
0.0006 **

1044 ± 8
1084 ± 11
1085 ± 10
0.0001 **

1324 ± 118
1131 ± 88
1388 ± 96
0.0514

Water Intake
from Foods

Total Water Intake Excluding
Plain Water

Usual Plain
Water Intake

1

Data were from the Korea National Health and Nutrition Examination Surveys (KNHANES). All data except
for sample size were weighted accounting for the complex study design according to the directions of the
KNHANES analytical guidelines. All covariates shown in the table were added to regression models for all
water variables; 2 Water intake from beverages (excluding plain water) and foods were estimated based on
a 24-h dietary recall in the KNHANES 2008–2012. Total water intake excluding plain water was a combination
of water intake from beverages and foods. Usual plain water intake were estimated from FFQ-type question
after collection of the 24-h dietary recalls; 3 All values represented adjusted means ± standard errors (SEs);
4 p Value obtained from the multiple linear regression analyses indicated the signiﬁcance of the association of
each independent variable with all water variables (* p < 0.05, ** p < 0.01); 5 Having regular physical activity
was deﬁned as walking ≥5 time a week for ≥30 min each time.

Korean adults consumed 451.0 ± 4.5 mL of beverages and 395.8 ± 4.0 g of water from beverages
per capita each day (Table 2). Beverages other than plain water contributed to about 10% of total energy
intakes and 32% of total daily water intake besides plain water. The prevalence of consuming beverages
was about 82%. Approximately, 49% of people reported consuming SSBs, more than 32% reported
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consuming unsweetened coffee/tea, and 26% people reported consumption of milk. The largest per
capita beverage consumption were SSBs (139.7 ± 2.2 mL), alcoholic beverages (116.4 ± 2.9 mL),
and unsweetened coffee/tea (108.0 ± 2.2 mL). In addition, SSBs (122.5 ± 1.9 g) accounted for the
greatest per capita water intake from beverages, followed by unsweetened coffee/tea (100.2 ± 2.1 g),
and alcohol beverages (99.2 ± 2.5 g). However, per consumer, both the amount of water from beverages
and the percentage of energy consumed as alcoholic beverages were the greatest contributor to water
and energy intake from beverages. There was a signiﬁcant contribution of water intake by unsweetened
coffee/tea, although its contribution to total daily energy intakes stayed <1% for both per capita and
per consumer. Since diet beverages were rarely consumed by all individuals, meaningful numbers
related to this beverage category could not be determined.
The prevalence of consuming different types of beverages according to sociodemographic and
health-related characteristics was presented elsewhere (see Table S1). Women were more likely to
consume milk, unsweetened coffee/tea, and SSBs (p < 0.01), but less likely to have alcohol compared
to men (p < 0.01). Compared to younger adults (19–29 years of age), the consumption of unsweetened
coffee/tea and alcohol was higher in other age groups, however, there was lower milk and 100%
fruit juice consumption in adults aged over 30 years compared with younger adults (p < 0.01).
The prevalence of consuming milk and unsweetened coffee/tea increased with level of income and
education. Those with a higher education were more likely to consume milk, unsweetened coffee/tea,
and even SSBs (p < 0.05). Current smokers and individuals reporting no physical activity were less
likely to consume milk but more likely to consume SSBs.
Total daily energy intake was positively correlated to water intake from beverages and foods
and total water intake excluding plain water (p < 0.01) (Table 3). The 17.8 ± 0.5 g and 30.7 ± 0.5 g
increases in water intake from beverages and foods were observed for each 100 kcal increment in
energy intake. Energy density (kcal/g) of all beverages and foods were negatively correlated to total
water content of beverages and foods (p < 0.01). Percent energy as protein was positively related to
water intake from foods (p < 0.01), but negatively related to water from beverage and total water intake
(p < 0.01). While percent energy as fat was positively correlated with all water variables (p < 0.01),
percent energy as carbohydrates was negatively correlated (p < 0.01). Dietary ﬁber and sodium were
signiﬁcantly associated with higher water intake from foods and total water intake (p < 0.01), but they
showed negative associations with water intake from beverages. Intake of usual plain water had no
signiﬁcant association with water intake from beverages and foods. However, water from foods and
beverages were signiﬁcantly related to each other and to total water intake excluding plain water after
adjusting for covariates. All water intake from different types of beverages were positively associated
with intake of water from beverages (p < 0.01), but such associations were observed in water from
foods. The greatest contributors to water intake from beverages were water consumed as alcoholic
beverages and 100% fruit juices. When there was a 100 g/day increase in the consumption of alcohols
and 100% fruit juices, there was an increase in water consumed through beverages of 90.9 ± 0.8 g and
87.5 ± 4.4 g, respectively.
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mL
276.7 ± 3.8
292.3 ± 4.8
247.4 ± 7.2
287.3 ± 3.2
238.1 ± 2.6
251.6 ± 5.7
284.9 ± 6.0
333.7 ± 16.0
138.6 ± 6.8
557.2 ± 9.1
246.4 ± 30.6
541.5 ± 4.7

73.5 ± 1.7
108.0 ± 2.2
13.1 ± 0.6
139.7 ± 2.2
88.8 ± 1.5
19.9 ± 0.8
26.6 ± 1.0
3.1 ± 0.4
1.3 ± 0.1
116.4 ± 2.9
0.2 ± 0.1
451.0 ± 4.5

6170 (25.7) 2
7745 (31.9)
1213 (5.2)
11,644 (48.5)
9354 (37.2)
1694 (7.7)
1771 (9.3)
165 (0.9)
223 (1.0)
4630 (20.9)
16 (0.1)
19,900 (82.0)

per Consumer

mL

per Capita

n (Weighted %)

Consumers

Amount of Beverages Consumed

62.1 ± 1.4
100.2 ± 2.1
11.7 ± 0.6
122.5 ± 1.9
78.0 ± 1.3
16.6 ± 0.7
23.8 ± 0.9
2.9 ± 0.3
1.2 ± 0.1
99.2 ± 2.5
0.2 ± 0.1
395.8 ± 4.0

g

per Capita
236.1 ± 3.3
272.0 ± 4.5
222.5 ± 6.6
251.9 ± 2.8
209.2 ± 2.3
211.6 ± 4.6
254.9 ± 5.5
312.1 ± 15.0
121.5 ± 6.0
474.6 ± 8.0
241.9 ± 27.9
475.5 ± 4.1

g

per Consumer

Water Intake from Beverages

2.3 ± 0.1
0.3 ± 0.0
0.3 ± 0.0
3.0 ± 0.0
2.0 ± 0.0
0.4 ± 0.0
0.5 ± 0.0
0.0 ± 0.0
0.0 ± 0.0
3.6 ± 0.1
9.6 ± 0.1

%

per Capita
8.8 ± 0.1
0.9 ± 0.0
5.4 ± 0.2
6.3 ± 0.1
5.4 ± 0.1
5.5 ± 0.1
5.8 ± 0.1
4.0 ± 0.2
3.3 ± 0.2
17.1 ± 0.2
0.2 ± 0.1
11.6 ± 0.1

%

per Consumer

% total Daily Energy Intake

5.6 ± 0.1
8.3 ± 0.2
1.0 ± 0.0
11.2 ± 0.1
7.6 ± 0.1
1.4 ± 0.1
1.9 ± 0.1
0.2 ± 0.0
0.1 ± 0.0
6.2 ± 0.1
32.4 ± 0.2

%

per Capita

21.4 ± 0.2
22.3 ± 0.3
18.3 ± 0.4
23.1 ± 0.2
20.5 ± 0.2
18.4 ± 0.4
20.1 ± 0.4
21.9 ± 1.0
10.5 ± 0.5
29.7 ± 0.4
23.5 ± 3.0
38.7 ± 0.2

%

per Consumer

% of Total Water Intake Excluding
Plain Water

Data were from the Korea National Health and Nutrition Examination Surveys (KNHANES). All data except for sample size were weighted accounting for the complex study
design according to the directions of the KNHANES analytical guidelines. All values represented adjusted means ± standard errors (SEs), unless otherwise indicated. SSBs,
sugar-sweetened beverages; 2 Values represented frequency (weighted percentage).

1

Milk
Unsweetened coffee/tea
100% fruit juice
SSBs
Soft drink
Fruit drink
Sweetened coffee/tea
Sports/energy drink
Other SSBs
Alcoholic beverages
Diet beverages
Total beverages

Beverage Category

Table 2. Water and energy intakes from beverages among Korean adults, KNHANES 2008–2012 1 .
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g
48.5 ± 0.6 **
37.5 ± 3.2 **
108.4 ± 6.4 **
−59.0 ± 2.1 **
−44.9 ± 3.9 **
−531.1 ± 9.9 **
116.5 ± 4.4 **
1.7 ± 0.2 **
32.9 ± 2.5 **
87.9 ± 0.8 **
66.6 ± 1.1 **
0.0 ± 0.1
103.0 ± 0.8 **
103.1 ± 0.8 **
82.5 ± 3.5 **
82.7 ± 1.9 **
101.6 ± 6.5 **
81.0 ± 2.4 **
95.5 ± 1.4 **
−17.9 ± 31.0

g
30.7 ± 0.5 **
15.6 ± 2.2 **
120.2 ± 4.5 **
−4.6±1.6
−1.0 ± 2.8 **
−530.3 ± 7.2 **
173.9 ± 5.3 **
3.4 ± 0.1 **
25.8 ± 1.9 **
2.9 ± 0.7 **
64.1 ± 0.8 **
0.1 ± 0.1
3.1 ± 0.8 **
0.1 ± 2.8
−0.8 ± 1.5
14.1 ± 4.5 **
2.5 ± 1.8
4.7 ± 1.1 **
−50.3 ± 27.0

17.8 ± 0.5
21.9 ± 2.2 **
−11.8 ± 4.2 **
−54.1 ± 1.5 **
−43.9 ± 2.9 **
−0.8 ± 7.4 **
−57.4 ± 4.7 **
−1.7 ± 0.1 **
7.1 ± 1.4 **
85.0 ± 0.3 **
2.5 ± 0.6 **
0.0 ± 0.0
3.0 ± 0.8 **
82.4 ± 2.2 **
83.5 ± 1.3 **
87.5 ± 4.4 **
78.5 ± 1.5 **
90.9 ± 0.8 **
32.5 ± 21.5 **
3,4, **

g

Total Water Intake Excluding
Plain Water

Water Intake from Foods

Water Intake from Beverages 2

Data were from the Korea National Health and Nutrition Examination Surveys (KNHANES). All data except for sample size were weighted accounting for the complex study
design according to the directions of the KNHANES analytical guidelines. Water intake from beverages (excluding plain water) and foods were estimated based on a 24-h dietary
recall in the KNHANES 2008–2012. The multiple regression models included covariates including sex, age (continuous), income (low, mid-low, mid-high, or high) and education
levels (elementary school graduates, middle school graduates, high school graduates, or more than college graduate), smoking status (non-smoker, former smoker, or current
smoker), the day of recalled intake (Monday-Thursday or Friday-Sunday), regular physical activity (yes or no), and body mass index (continuous). SSBs, sugar-sweetened beverages;
2 Water intake from beverages (excluding plain water) and foods were estimated based on a 24-h dietary recall in the KNHANES 2008–2012. Total water intake excluding plain
water was a combination of water intake from beverages and foods; 3 All values represented βs ± standard errors (SEs) which were associated with units of measurement given in
parentheses for each independent variable (for example, when there was a 100 kcal/day increase in energy intake, water intake from beverage increased by 18 g, water intake from
food increased by 31 g, and total water intake excluding plain water increased by 49 g); 4 p Values obtained from the multiple linear regression analyses indicate the signiﬁcance of the
association of each independent variable with all water variables (* p < 0.05, ** p < 0.01); 5 The models also included total daily energy (continuous) intake as an independent variable.

1

Energy intake (100 kcal/day)
Energy from fat (5%)
Energy from protein (5%)
Energy from carbohydrate (5%)
Energy density of all beverages (kcal/g)
Energy density of all non-beverage foods (kcal/g)
Fiber (5 g/day) 5
Sodium (100 mg/day) 5
Calcium (100 mg/day) 5
Amount of beverages consumed (100 g/day)
Amount of foods consumed (100 g/day)
Usual plain water intake (100 g/day)
Water in foods (100 g/day)
Water in beverages (100 g/day)
Water in milk (100 g/day)
Water in unsweetened coffee/tea (100 g/day)
Water in 100% fruit juice (100 g/day)
Water in SSBs (100 g/day)
Water in alcoholic beverages (100 g/day)
Water in diet beverages (100 g/day)

Independent Variable

Table 3. Water intakes from beverages and foods associated with energy and nutrients intakes in Korean adults, KNHANES 2008–2012 1 .

Nutrients 2016, 8, 617

g
172.6 ± 3.8 **
14.6 ± 1.2 **
71.1 ± 2.3 **
77.3 ± 2.3 **
93.5 ± 2.9 **
14.6 ± 1.5 **
−63.8 ± 10.0 **
203.7 ± 9.4 **
0.9 ± 0.6
42.1 ± 1.7 **
14.7 ± 0.8 **

g

−38.5 ± 3.0 **
14.6 ± 0.9 **
9.0 ± 1.8 **
6.0 ± 1.8 **
−18.8 ± 2.2 **
0.4 ± 1.0
40.0 ± 7.3 **
45.0 ± 6.9 **
5.6 ± 0.4 **
11.9 ± 1.1 **
2.1 ± 0.5 **

Total Water Intake Excluding
Plain Water

g

Water Intake from Foods

211.2 ± 2.7 4,5, **
−0.01 ± 1.0
62.1 ± 2.1 **
71.2 ± 2.0 **
112.3 ± 2.4 **
14.1 ± 1.2 **
−103.8 ± 8.9 **
158.7 ± 7.1 **
−4.7 ± 0.4 **
30.2 ± 1.2 **
12.6 ± 0.6 **

Water Intake from Beverages 2

Data were from the Korea National Health and Nutrition Examination Surveys (KNHANES). All data except for sample size were weighted accounting for the complex study
design according to the directions of the KNHANES analytical guidelines. The multiple regression models included covariates including sex, age (continuous), income (low, mid-low,
mid-high, or high) and education levels (elementary school graduates, middle school graduates, high school graduates, or more than college graduate), smoking status (non-smoker,
former smoker, or current smoker), the day of recalled intake (Monday-Thursday or Friday-Sunday), regular physical activity (yes or no), and body mass index (continuous); 2 Water
intake from beverages (excluding plain water) and foods were estimated based on a 24-h dietary recall in the KNHANES 2008–2012. Total water intake excluding plain water was
a combination of water intake from beverages and foods; 3 The models also included total daily energy (continuous) intake as an independent variable; 4 All values represented
βs ± standard errors (SEs) which were associated with units of measurement given in parentheses for each independent variable (for example, when the number of different kind
of beverage items reported increased, water intake from beverages increased by 211 g, water intake from foods decreased by 39 g, and total water intake excluding plain water
increased by 173 g); 5 p Values obtained from the multiple linear regression analyses indicate the signiﬁcance of the association of each independent variable with all water variables
(* p < 0.05, ** p < 0.01).

1

Number of different beverage items consumed 3
Number of different non-beverage food items consumed 3
Number of all eating episodes 3
Number of all snack episodes 3
Number of beverage-only episodes 3
Length of ingestion period (h) 3
Reported breakfast in the 24-h dietary recall 3
Reported any snack in the 24-h dietary recall 3
Energy from main meals (5%)
Energy from snacks (5%)
Energy from eating outside home (5%)

Independent Variable

Table 4. Water intakes from beverages and foods associated with eating behaviors in Korean adults, KNHANES 2008–2012 1 .
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Independent associations of eating behaviors with contribution to water intake are listed in Table 4.
The number of unique beverages consumed in the 24-h dietary recall was positively associated with
water intake from beverages (p < 0.01), but negatively associated with water from foods (p < 0.01).
In case of the number of non-beverage foods consumed, the reverse association with water consumed
from foods was found (p < 0.01). Particularly, the number of different types of beverages was the most
important contributor of higher intake of water from beverages. When the number of unique beverages
consumed increased, water consumed from beverages increased by 211.2 ± 2.7 g. The number of
beverage-only episodes and eating duration were positively related to water consumed from beverages
and total water intake besides plain water (p < 0.01), but negatively related to water content consumed
through foods (p < 0.01). Reported total daily energy from main meals was negatively correlated with
water intake from beverages (p < 0.01), but positively correlated with water consumed from foods
and total water (p < 0.01). The number of total eating episodes and snack episodes were positively
related to all water intakes (p < 0.01). A similar trend was observed for 24-h energy intake from snacks
and reporting a snack in the 24-h dietary recall. Increasing the energy consumed outside the home
had positive associations with intakes of water from beverages and foods and total water intake other
than plain water (p < 0.01). For each 5% increase in energy from snacks and eating outside the home,
the 30.2 ± 1.2 g and 12.6 ± 0.6 g, respectively, increases in water intake from beverages were found.
4. Discussion
This study described total water intake from beverages and foods consumed daily and explored
the signiﬁcant associations of water intake with energy and dietary intakes as well as eating behaviors
using 25,122 weighed dietary information from Korean adult subjects in a nationally representative
sample of the KNHANES 2008–2012. These ﬁndings might help to shed light on the important
contributors to water intake and aid in understanding the current status of total water intake among
Korean adults.
On average, Korean adults consumed 1.1 L of total water, excluding plain water (0.4 L of water
from beverages and 0.7 L of water from foods, respectively), based on the 24-h dietary recall data.
Adding 1.3 L of usual plain water intake estimated from the FFQ-type question, the average amount
of total water consumed daily by Koreans was 2.4 L, satisfying the AI of water intake for Koreans.
This is somewhat lower than 3.1–3.2 L, the total water intake of Americans estimated from the National
Health and Nutrition Examination Survey (NHANES) 2005–2006 data [2,13]. In terms of water intake
including all beverages and plain water, the average was 1.7 L, similar to that of China (1.7 L) and
Japan (1.5 L), whereas it was slightly lower than that of Western countries, which range from 1.9 L in
Spain to 2.5 L in Germany [36]. However, it is difﬁcult to combine plain water intake as estimated using
the FFQ-type question with water intake collected from the 24-h dietary recalls, since information on
the plain water intake of Koreans was collected by asking an FFQ-type question “How much water do
you usually drink a day?” right after the 24-h dietary recall. In addition, Sebastian et al. reported that
FFQ-type questions have limitations in that they tend to over-report dietary and energy intakes and
even water intake compared to the 24-h dietary recall. Thus, they proposed that 24-h dietary recalls
were more accurate for measuring water intake; therefore, continual development and improvement
of the methodology are required [37].
We found that those who were younger, had higher income and education, and exercised regularly
showed higher intakes of total water excluding plain water. These sociodemographic and health-related
characteristics were major determinants of not only water intake but also better dietary quality among
Koreans [38]. Higher water intake from beverages and usual plain water intake in current smokers
were comparable to the results of previous studies [2,39,40]. There was no difference in water from
beverages associated with regular physical activity, but water from foods and total water intake
besides plain water were signiﬁcantly higher among those who engaged in sufﬁcient physical activity.
It can be assumed that such a difference in water intake from foods results from differences in fruit
and vegetable consumption, which are well-known sources of water in foods, between those who
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reported no physical activity and regular physical activity. Some Korean studies have reported that
physically active people put more effort into reading nutrition labels and taking vitamin and mineral
supplements [41]. In addition, vegetable and seafood patterns were more likely to be associated with
physical activity [42]. We might conclude from previous literature that those who exercise regularly
might follow a healthier diet compared with those who are not physically active.
It has been well-documented that vegetables and fruits are high-water-content foods, while oils,
butter, and sugars contain the least water [43]. In other words, less high-fat intake or greater fruit and
vegetable intake might be related to higher intake of water from food. Additionally, dietary energy
density is inversely associated with higher consumption of fruits and vegetables [44]. This was
supported by our result indicating a signiﬁcantly negative association of water from foods with the
energy density of all non-beverage foods. Water content of fruits and vegetables accounted for most
of the water intake from foods in the Korean diet. Considering that the consumption of fruits and
vegetables has a signiﬁcantly positive association with water consumed from foods, adequate intake
of water through foods can be achieved by higher consumption of fruit and vegetables. In our study,
an increase in dietary sodium intake had a positive association with all components of water intake.
Our ﬁnding was supported by the fact that an increased concentration of plasma sodium resulting
from intakes of dietary salt increases ﬂuid intake by stimulating thirst to maintain ﬂuid homeostasis in
our body [45]. In contrast, however, Kant et al. reported that dietary sodium intake was positively
associated with water from foods but negatively associated with water from beverages and total water
intake excluding plain water [2]. Different study populations used in both studies gave quite different
results. Based on our ﬁndings, total daily energy intake from beverages in Korean adults was about
10%, which was only half of the result for Americans, who consume 20% of their daily energy from
beverages [46]. The extent to which these differences in food consumption behaviors, particularly
beverage-related, may cause the opposite associations between dietary sodium and intakes of total
water and water consumed from beverages.
Another interesting result was observed in relation to eating behaviors and water intake.
Reported snacking at the time of recall and 24-h energy from snacks were positively correlated with
water intake from beverage. It is well-known that higher consumption of beverages has a signiﬁcant
association with increased frequency of snacking [47]. In a previous study on Korean dietary patterns,
it was reported that most beverages, excluding alcoholic beverages with a meal and coffee immediately
after a meal, could not be included as a part of main Korean dietary patterns. This indicated that most
beverages were typically ingested not as a part of main meal but as a snack [48]. Similarly to snacking,
eating outside the home was positively correlated with water consumed from beverages. This could
be supported by the previous study indicating that Koreans consumed larger quantities of various
kinds of beverages when eating outside the home than eating at home [32]. According to the results
of existing studies, adequate water intake and healthy beverage consumption should be particularly
emphasized for those who have more opportunities to snack and eat outside the home.
The present study has both limitations and strengths. Firstly, it used cross-sectional data which
has limitations in identifying causal relationships between water intake and energy and dietary
intakes and eating behaviors. Secondly, we adjusted for sociodemographic and health-related
variables as covariates. However, we did not consider the inﬂuence of seasonal variations in water
intake [49] since the KCDC does not publicly release seasonal data collected from the KNAHENS.
Therefore, future research considering the seasonal effect on water intake needs to be conducted when
seasonal information is available. Despite these limitations, this study is signiﬁcant in that it provides
the ﬁrst snapshot of water intake and beverage consumption in the Korean population using large-scale
data. Finally, as mentioned earlier, the necessity of nationally representative data on water intake of
Koreans should be emphasized. In the US, the US Department of Agriculture and the US Department
of Health and Human Services have put considerable effort into understanding all forms of water
intake in the US population for a long time [37]. In line with this, since 2005–2006, the NHANES
has changed the method of collection of plain water intake data from the FFQ-type question to 24-h
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dietary recall methods [37,50,51]. This change has allowed for more accurate estimates of total water
intakes in the US. However, this is not the case with the KNHANES. While intakes of water from
beverages and foods have been estimated by 24-h dietary recalls, plain water intake has continued to
be measured by the FFQ-type question. Thus, total water intakes from foods and beverages quantiﬁed
in our study may not include plain water intake. It was also impossible to report the association
of usual plain water intake obtained from the FFQ-type question with energy, macronutrients, and
other dietary constituents reported by the 24-h dietary recall. Additionally, in general, a 24-h dietary
recall method is preferred as a method to obtain more valid and accurate intake data than an FFQ [52].
Therefore, additional information on plain water intake, including tap and bottled water, should be
collected by the 24-h dietary recall in the KNHANES, and further study using these data needs to
be conducted.
5. Conclusions
In conclusion, our study quantiﬁed total water intake and investigated the important nutritional
and diet-related behavioral contributors of water intake among Korean adults. Water intake from
beverages and foods was positively associated with total daily energy intake, but negatively associated
with the energy density of non-beverage foods. The present study also found strong and independent
associations between water intake and eating location (eating outside the home vs. at home), types
of meals (main meals and snacks), and eating episodes. This additional information might help to
provide more efﬁcient strategies for nutritional education to prompt adequate water intake among
people with various characteristics of dietary intakes and meal consumption behavior. Future studies
using plain water intake measured by 24-h dietary recalls rather than FFQs or simple questionnaires
are needed in order to answer the question “What are the best water intake guidelines for Koreans to
ensure the proper role of water in the body?”
Supplementary Materials: The following are available online at www.mdpi.com/2072-6643/8/10/617/s1,
Table S1: Odds ratios and 95% conﬁdence intervals of beverage consumption according to sociodemographic and
health-related characteristics in Korean adults, KNHANES 2008–2012 1 .
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Abstract: Background: Adequate hydration is a key factor for correct functioning of both cognitive
and physical processes. In France, public health recommendations about adequate total water
intake (TWI) only state that ﬂuid intake should be sufﬁcient, with particular attention paid to
hydration for seniors, especially during heatwave periods. The objective of this study was to
calculate the total amount of water coming from food and beverages and to analyse characteristics
of consumption in participants from a large French national cohort. Methods: TWI, as well as
contribution of food and beverages to TWI was assessed among 94,939 adult participants in the
Nutrinet-Santé cohort (78% women, mean age 42.9 (SE 0.04)) using three 24-h dietary records at
baseline. Statistical differences in water intakes across age groups, seasons and day of the week were
assessed. Results: The mean TWI was 2.3 L (Standard Error SE 4.7) for men and 2.1 L (SE 2.4) for
women. A majority of the sample did comply with the European Food Safety Authority (EFSA)
adequate intake recommendation, especially women. Mean total energy intake (EI) was 1884 kcal/day
(SE 1.5) (2250 kcal/day (SE 3.6) for men and 1783 kcal/day (SE 1.5) for women). The contribution
to the total EI from beverages was 8.3%. Water was the most consumed beverage, followed by hot
beverages. The variety score, deﬁned as the number of different categories of beverages consumed
during the three 24-h records out of a maximum of 8, was positively correlated with TWI (r = 0.4);
and with EI (r = 0.2), suggesting that beverage variety is an indicator of higher consumption of
food and drinks. We found differences in beverage consumptions and water intakes according
to age and seasonality. Conclusions: The present study gives an overview of the water intake
characteristics in a large population of French adults. TWI was found to be globally in line with
public health recommendations.
Keywords: nutrients; total water intake; energy intake; beverages; France

1. Introduction
Hydration status results from a tightly regulated balance between water intake and loss. It is
important to equilibrate input and output because even mild dehydration can lead to a reduction of
physical and cognitive performances [1,2]. A more severe dehydration status can have a very signiﬁcant
impact on health, especially in elderly people [3]. On the long term, some effects of hydration status
on chronic diseases have been shown or suggested, with different levels of evidence [4,5].
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Water requirements vary depending on environmental factors such as heat, salt intake,
lifestyle (physical activity) and inter-individual variability. Water intake is fulﬁlled by both water
contained in solid foods (20%–30%) and water from beverages and drinking water (70%–80%) [5–7].
While depending on eating and drinking habits, adaptation of the water intake to match the
variation in water loss is mostly driven by thirst [8,9].
Some countries and public organizations have proposed water intake recommendations for the
general public. Due to the large inter-individual variability, those recommendations struggle to give
adequate reference values for total water intake. European Food Safety Authority (EFSA) proposed
Dietary Reference Values (DRV) for Adequate Intake of Water (AI) for men and women of 2.5 L and
2.0 L [6].
Few data are available concerning the total amount of water coming from food or beverages and
characteristics of beverage consumption in the French general population.
2. Materials and Methods
2.1. Data Collection
Data used in this study were collected using the Nutrinet-Santé cohort. The Nutrinet-Santé Study
is a large web-based prospective observational cohort including adult volunteers aged 18 years or
older, launched in France in May 2009 with a scheduled follow-up of 10 years. The Nutrinet-Santé
study has been described in detail elsewhere [10]. The Nutrinet-Santé study was conducted
according to guidelines laid down in the Declaration of Helsinki and was approved by the
International Research Board of the French Institute for Health and Medical Research (IRB Inserm Paris,
France No. 0000388FWA00005831) and the “Comité National Informatique et Liberté” (CNIL Paris,
France No. 908450 and No. 909216). Electronic informed consent was obtained from all subjects.
At baseline, socio-demographic data including age, gender, education, income, occupational
category, and household location, as well as lifestyle (smoking status, physical activity), height, weight
and practice of restrictive diet were self-reported. Leisure time physical activity was assessed using
the French short form of the International Physical Activity Questionnaire (IPAQ), self-administered
online [11–13]. Body mass index (BMI) was assessed using self-reported height and weight.
Dietary data were also collected at baseline using three 24-h records, randomly distributed within
a two-week period, including two week days and one weekend day. Participants reported all foods
and beverages consumed throughout the day: breakfast, lunch, dinner and all other occasions.
In the present study, daily mean food and beverage consumptions were calculated for each
participant having completed the three 24-h records, with a weighting on the type of day (week or
weekend day). Identiﬁcation of underreporting participants was based on the validated and published
method proposed by Black [14] using Schoﬁeld equations for estimating resting metabolic rate [15].
In addition, we eliminated subjects with anomalous values for EI (men <800 or >4000 and women
<500 or >3500 kcal/day) [16]. Serving sizes were estimated using purchase unit, household unit and
photographs, derived from a previously validated picture booklet [17].
Participants were asked at the end of each 24-h records whether they did not forget any food
intake, including snacking and beverages, and had then the possibility to add it to the records.
A total of 94,939 participants were included in this analysis.
2.2. Data Preparation and Analysis
EI and TWI were calculated through the NutriNet-Santé food composition table including more
than 2000 food products [18]. Contributions of food and beverages to TWI and EI were also calculated.
Beverages have been grouped into 8 categories for further analysis: (1) hot beverages included
hot tea and hot coffee; (2) milk; (3) fruit & vegetable 100% juices with no added sugar (not included
nectars and mix of juice and milk); (4) caloric soft drinks (included sodas, ice tea, non-alcoholic beer
or liquor, sports drinks, energy drinks, nectars and mix of juice and milk, etc.); (5) diet soft drinks
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(without sugar as a sweetener); (6) alcoholic drinks; (7) water (include tap water and bottled water);
and (8) other beverages (included soy-based beverages, high-protein beverages). Contribution of each
beverage category to the total beverage consumption was computed. A variety score deﬁned as the
number of different categories of beverages consumed during the three 24-h records out of a maximum
of 8 was calculated.
Five age groups were used in the study: 18–25, 26–35, 36–50, 51–64 and 65–75 years.
In order to estimate the effect of the season on beverage consumption, nutritional data
were separated according to the month of the 24 h-records: December–January–February (winter),
March–April–May (spring), June–July–August (summer) and September–October–November
(autumn). Beverage consumptions were also calculated separately for each day of the week in order
to test whether there was a trend over a week. For this calculation, no weighting on the type of day
(week or weekend day) was performed.
To investigate trends over the day, consumption occasions were aggregated into 6 periods of time,
approximately corresponding to breakfast (5:30 to 10:00), mid-morning (10:00 to 12:00), lunch (12:00 to
15:00); snack (15:00 to 19:00); dinner (19:00 to 22:00); and other moments.
2.3. Statistical Analyses
Description of the population, contribution of food and beverages to total water and energy
intake and beverage consumption according to time of day and day of the week were stratiﬁed by
sex. Spearman partial correlations between water intake, energy intake and beverage consumption
were adjusted for age, gender, body weight and physical activity level. Crude differences in TWI
and beverage consumption across age groups and across seasons were assessed by sex through
ANOVA-test. Pairwise comparisons of the means across groups were assessed using T-tests with
Bonferroni correction for multiple testing. Comparisons of the means of beverage consumption across
week-end days (Saturday, Sunday) and the other days of the week were assessed by sex using T-tests.
Crude differences in beverage consumption at 6 periods of time, across age groups were assessed
through ANOVA-test. Pairwise comparisons of the means were assessed using T-tests with Bonferroni
correction for multiple testing. Partial correlations between TWI and beverage consumption in each
period of time, by gender, were adjusted for age. Beverage consumption in each period was expressed
as a percentage of total consumption over 24 h. All analyses were 2-tailed with a statistical signiﬁcance
of p < 0.05.
3. Results
Characteristics of the sample are presented for men and women as well as for the whole sample
in Table 1. The mean age was 42.9 (0.04) (41.7 (0.05) for women and 47.3 (0.1) for men) and 78% were
women; 63.7% had a post-secondary degree education level. The mean BMI was 23.8 kg/m2 , with 9.0%
of participants being obese and 21.4% being overweight.
The distribution of mean total water intake (TWI) (g/day), stratiﬁed by sex is shown Figure 1.
The mean TWI was 2.3 L for men and 2.1 L for women, close to the EFSA “adequate intake” (AI)
recommendations for adults: 2.5 L and 2 L, respectively, though lower for men and higher for women.
The contributions of food and beverages to daily EI (kcal/day) and water intake (mL/day),
by gender, are presented in Table 2. Men consumed more than two times more alcoholic drinks than
women (p < 0.0001), while women consumed more hot beverages (p < 0.0001). Mean total EI was
1884 kcal/day (SE 1.5), and the relative contribution to total EI from beverages was 8.3% (9.9% in men,
7.8% in women). Furthermore, 61.9% of the TWI came from beverages and 38.1% came from food.
The part of the water intake coming from the beverages was lower than the EFSA estimation (70%–80%
provided by the beverages and 20%–30% coming from food).
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Figure 1. Frequency distribution of total water intake (mL/day) by gender.
Table 1. Statistical description for the whole sample, and by gender.
Male

Female

Total

Count

20,636

74,303

94,939

Age (year) Means (SE)

47.3 (0.10)

41.7 (0.05)

42.9 (0.04)

8.7
18.0
27.2
33.3
12.8

15.6
23.0
30.4
26.2
4.6

14.1
21.9
29.7
27.8
6.4

Age Group

18–25 (%)
26–35 (%)
36–50 (%)
51–64 (%)
65–75 (%)

Rate of unemployment (%)

5.0

6.5

6.1

Level of physical activity

Vigorous (%)
Moderate (%)
Light (%)
Unknown (%)

36.7
32.9
18.9
11.5

26.3
38.3
21.3
14.1

28.6
37.1
20.7
13.5

Level of education

Primary (%)
Secondary (%)
Post-secondary (%)

23.1
13.7
63.2

17.7
18.4
63.9

18.9
17.4
63.7

Household income

<1000 €/month (%)
1000–2000 €/month (%)
≥2000 €/month (%)
Unknown (%)

8.4
36.4
48.3
6.9

13.0
39.3
34.6
13.1

12.0
38.7
37.6
11.8

77.4 (0.09)
176.5 (0.05)
24.8 (0.03)

63.3 (0.05)
164.1 (0.02)
23.5 (0.02)

66.4 (0.05)
166.8 (0.03)
23.8 (0.01)

58.8
32.3
8.8

72.6
18.3
9.0

69.6
21.4
9.0

90.32 (0.16)

79.92 (0.11)

82.83 (0.10)

Weight (kg) Means (SE)
Height (cm) Means (SE)
BMI (kg/m2 ) Means (SE)
BMI class

Normal weight (%)
Overweight (%)
Obese (%)

Waist Circumference * Means (SE)

* Subsample of individuals who had attended the clinical exam, n = 16,133.
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Table 2. Contribution of food and beverages to total water (mL/day) and energy intake (kcal/day) for
the whole sample and by gender.
Contribution to Water Intake
(mL/Day)

Count
All food and drink
Food only
Beverages only
Hot beverages
Milk
Fruit & vegetable juice
Caloric soft drink
Diet soft drink
Alcoholic drinks
Water
Other beverages

Mean (SE)
%
%
%
%
%
%
%
%
%
%

Contribution to Energy Intake
(kcal/Day)

p

Male

Female

Total

Male

Female

Total

20,636
2251.0 (4.7)
39.4
60.6
14.6
3.6
2.6
2.3
0.7
7.3
29.2
0.3

74,303
2101.7 (2.4)
37.8
62.2
19.0
3.5
2.4
2.1
1.1
3.1
30.7
0.3

94,939
2134.2 (2.2)
38.1
61.9
18.1
3.5
2.4
2.1
1.0
4.0
30.4
0.3

20,636
2250 (3.6)
90.1
9.9
0.3
1.9
1.3
1.0
0.0
5.2
0.0
0.2

74,303
1783 (1.5)
92.2
7.8
0.4
2.1
1.3
0.9
0.1
2.7
0.0
0.2

94,939
1884 (1.5)
91.7
8.3
0.4
2.0
1.3
1.0
0.1
3.3
0.0
0.2

<0.0001
<0.0001
<0.0001
<0.0001
NS
<0.0001
<0.0001
<0.0001
<0.0001
<0.0001
NS

p

<0.0001
<0.0001
<0.0001
<0.0001
<0.0001
0.0003
NS
<0.0001
<0.0001
NS
0.0003

NS: Not signiﬁcant; SE: standard error.

Water represented almost half of the beverage consumption over 3 days period for both men and
women (48.2% for women and 46.6% for men) (Figure 2). The second most popular beverage was hot
beverages (respectively 30.2% and 23.5% for women and men). Alcohol was in the third position for
men (13.1%) and fourth position for women (5.5%).

60.0%
50.0%
40.0%
30.0%
Women
20.0%

Men

10.0%
0.0%
Hot
beverage

Milk

Fruit& Caloric Dietsoft Alcoholic
vegetable softdrink drink
drinks
juice

Water

Other
beverages

Figure 2. Percentage of the beverage consumption represented by each beverage category, separated
by gender.

TWI was highly correlated with the weight of beverages and water from beverages (r = 0.9) and
more weakly correlated with food intake (r = 0.5) (Table 3). Milk and alcohol drinks had moderate
correlation (r = 0.4 and r = 0.5, respectively) with total energy from beverages, while for hot beverages
and diet soft drinks coefﬁcients were the lowest values. The variety of beverages was positively
correlated with beverage intake (weight, energy and water intake), suggesting that a higher diversity
was associated with a higher consumption of beverages.
In Table 4, we compared the water intakes and beverage consumptions across the ﬁve age groups
separately for men and women. The lowest total water intake from food and beverages was found
in the 18–25 years group. Elderly people (refer here to age group 65–75 years), especially men, tend
also to have lower TWI than the other age groups. For both men and women, the contributions of
food and beverages to the TWI were different between elderly and other adults. Elderly people had a
higher water intake from food and a lower intake from beverages than the other age groups (except
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with (51–64) for water intake from food in men and with (18–25) for water intake from beverages in
women) (p < 0.0001 where signiﬁcant).
Consumption was generally lower in the elderly for all types of beverages, except for alcoholic
drinks and hot beverages.
Consumption of alcoholic drinks for men and women adults averaged 181.3 mL/day (SE: 1.6) and
72.5 mL/day (SE: 0.4) respectively (5.2% and 2.7% of the energy intakes) and increased to 196.7 mL/day
and 84.5 mL/day for elderly men and women respectively (6.3% and 3.5% of the total energy, data
not shown).
In Table 5, we compared the water intakes and beverage consumptions between seasons separately
for men and women. Total water intake from food and beverages was highest during the summer and
lowest in the winter. Difference in TWI between summer and winter was 120 mL for men and 80 mL
for women (p < 0.0001). Consumption of hot beverages was higher during the winter compared to the
three other seasons (p < 0.001). Conversely, consumption of milk, caloric soft drinks, diet soft drinks,
alcoholic drinks and water were higher during the spring and summer (see Table 5 for signiﬁcant
pairwise comparisons).
We investigated the inﬂuence of the day of the week on the beverage consumption (Figure 3).
The total amount of beverage intake (mL) was higher on Saturdays and on Sundays compared to
other days of the week (p < 0.0001). There is a higher consumption of alcoholic drinks at weekends
(p < 0.0001). Both men and women consumed around two times more alcoholic drinks on Saturdays
than on a week day. Weekends were also associated with a lower consumption of water and hot
beverages, and a higher consumption of caloric soft drink (p < 0.0001).
Beverage consumption according to the time of day over a timeline of 24 h was presented in Table 6.
The main part of the beverage consumption was concentrated during meal times. Elderly men’s and
women’s consumption of beverages was higher than in the other age groups during breakfast (except
with group (51–64)) (p < 0.0001), but lower during lunch and dinner (p < 0.0001).
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Total water (from food and beverages)
Water from beverages
Water from food
Beverages weight
Food weight
Total energy kcal
Energy from beverages
Energy from food
(1) Hot beverages (mL)
(2) Milk (mL)
(3) Fruit & vegetable juice (mL)
(4) Caloric soft drink (mL)
(5) Diet soft drink (mL)
(6) Alcoholic drinks (mL)
(7) Water (mL)
(8) Other beverages (mL)
Variety of beverages consumed in day (out
of 8)
0.43 ***

0.38 ***

0.05 ***

0.18 ***
0.96 ***
0.32 ***
−0.14 ***
0.38 ***
0.19 ***
−0.02 ***
−0.004
−0.14 ***
0.02 ***
−0.10 ***
0.15 ***
0.06 ***

0.53 ***
0.19 ***

Water from Food

0.45 ***

0.21 ***
0.25 ***
0.25 ***
0.18 ***
0.45 ***
0.07 ***
0.12 ***
0.03 ***
0.06 ***
0.17 ***
0.69 ***
0.04 ***

0.91 ***
1.00 ***
0.18 ***

Beverages Weight

0.08 ***

0.51 ***
−0.12 ***
0.58 ***
0.19 ***
−0.02 ***
0.003
−0.10 ***
0.01 **
−0.09 ***
0.17 ***
0.06 ***

0.54 ***
0.22 ***
0.96 ***
0.21 ***

Food Weight

0.25 ***

0.31 ***
0.95 ***
0.06 ***
0.10 ***
0.12 ***
0.12 ***
−0.02 ***
0.19 ***
0.12 ***
0.01 ***

0.32 ***
0.24 ***
0.32 ***
0.25 ***
0.51 ***

Total Energy kcal

0.10 ***
0.003
0.04 ***
0.06 ***
−0.02 ***
0.04 ***
0.15 ***
−0.001
0.13 ***

0.51 ***

0.30 ***
0.19 ***
0.38 ***
0.18 ***
0.58 ***
0.95 ***
0.05 ***

Energy from Food

0.05 ***
−0.14 ***
0.42 ***
0.32 ***
0.27 ***
−0.01**
0.55 ***
−0.04 ***
0.06 ***

0.12 ***
0.21 ***
−0.14 ***
0.25 ***
−0.12 ***
0.31 ***

Energy from Beverages

*** Correlation is signiﬁcant at the <0.0001 level (bilateral); ** Correlation is signiﬁcant at the 0.01 level (bilateral).

0.19 ***
0.999 ***
0.22 ***
0.24 ***
0.21 ***
0.19 ***
0.46 ***
0.06 ***
0.11 ***
0.02 ***
0.06 ***
0.15 ***
0.70 ***
0.04 ***

0.91 ***

Water from Beverages

0.91 ***
0.53 ***
0.91 ***
0.54 ***
0.32 ***
0.12 ***
0.30 ***
0.46 ***
0.03 ***
0.09 ***
−0.04 ***
0.06 ***
0.08 ***
0.65 ***
0.06 ***

Total Water
(from Food & Beverages)

Table 3. Partial correlations between water intake, energy intake and beverage consumption, adjusted for age, gender, body weight and activity level.
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1439.7
(14.5)

152.5
(5.1)

121.2
(3.5)

89.5
(2.7)

132.4
(4.8)

22.3
(2.3)

129.3
(5.0)

782.5
(12.1)

9.8
(1.2)

Mean
(SE)

Mean
(SE)

Mean
(SE)

Mean
(SE)

Mean
(SE)

Mean
(SE)

Mean
(SE)

Mean
(SE)

Mean
(SE)

Mean
(SE)

Mean
(SE)

Water from food
(mL/day)

Water from
beverages
(mL/day)

Total beverage
consumption
(mL/day)

Hot beverages

Milk

Fruit & vegetable
juice

Caloric soft drink

Diet soft drink

Alcoholic drinks

Water

Other beverages

1381.9
(14.1)

726.9
(6.4)

2108.8
(16.4)

Mean
(SE)

Total water intake
from food and
beverages
(mL/day)

B

173

9.5
(1.0)

778.7
(8.3)

172.1
(3.4)

32.3
(1.9)

82.5
(2.5)

83.7
(1.8)

94.9
(2.3)

269.8
(4.5)

1523.6
(10.4)

1468.3
(10.2)

779.0
(4.4)

2247.3
(11.8)

3709

A

1793

Base

26–35

18–25

10.9
(0.7)

754.5
(7.0)

167.1
(2.9)

23.0
(1.4)

57.4
(1.8)

67.1
(1.3)

84.6
(1.8)

367.2
(4.2)

1531.8
(8.6)

1481.6
(8.4)

846.7
(3.7)

2328.2
(9.7)

5614

C

36–50

Age Group

7.2
(0.5)

637.7
(5.5)

205.4
(2.8)

7.8
(0.7)

29.4
(1.1)

54.1
(1.0)

77.3
(1.5)

387.4
(3.4)

1406.8
(4.5)

1357.3
(6.5)

912.6
(3.4)

2269.9
(7.8)

6873

D

51–64

6.4
(0.8)

535.0
(7.5)

196.7
(3.9)

4.5
(0.8)

18.2
(1.1)

42.8
(1.4)

88.1
(2.6)

371.0
(5.6)

1262.7
(9.6)

1216.2
(9.4)

923.5
(5.2)

2139.7
(11.3)

2647

E

65–75

8.8
(0.3)

694.2
(3.4)

181.3
(1.6)

17.2
(0.6)

54.1
(0.9)

64.6
(0.7)

87.7
(0.9)

338.2
(2.1)

1446.0
(4.1)

1395.1
(4.1)

855.9
(1.9)

2251.0
(4.7)

20,636

Total

Male

<0.0001

<0.0001

<0.0001

<0.0001

<0.0001

<0.0001

<0.0001

<0.0001

<0.0001

<0.0001

<0.0001

<0.0001

p

E<C

D<C

E<D<C=B=A

A<B=C<D=E

E=D<A=C<B

E<D<C<B<A

E<D<C<B=A

D<E<A

D<C<B<A

A, B, C < D

A<B<C=E

OF WHICH (mL/day)

E<D=A<B=C

E<D=A<B=C

A<B<C<D=E

A=E<B=D<C

Pairwise Comparison

6.7
(0.4)

690.2
(4.2)

57.7
(1.1)

27.1
(0.9)

95.0
(1.4)

7.6
(0.3)

725.4
(3.6)

71.8
(0.8)

36.2
(0.9)

55.3
(0.8)

65.9
(0.7)

87.8
(1.0)

101.6
(1.2)
74.9
(0.9)

356.8
(2.5)

1406.8
(4.5)

1369.1
(4.5)

704.2
(1.8)

2073.3
(5.2)

17,130

B

26–35

206.9
(2.5)

1260.1
(5.1)

1218.6
(5.0)

640.2
(2.2)

1858.7
(5.9)

11,609

A

18–25

8.8
(0.3)

688.0
(3.1)

71.6
(0.8)

22.6
(0.6)

28.0
(0.5)

47.7
(0.5)

72.1
(0.8)

487.8
(2.5)

1426.5
(4.0)

1394.9
(3.9)

778.7
(1.6)

2173.6
(4.5)

22,626

C

36–50

Age Group

8.9
(0.3)

619.1
(3.0)

80.8
(0.8)

11.2
(0.5)

17.2
(0.5)

41.7
(0.5)

61.6
(0.8)

522.0
(2.6)

1362.4
(3.9)

1332.5
(3.9)

855.3
(1.8)

2187.8
(4.5)

19,502

D

51–64

9.1
(0.7)

550.2
(6.4)

84.5
(1.9)

6.5
(0.8)

14.4
(0.9)

36.4
(1.1)

61.5
(1.9)

498.5
(5.8)

1261.2
(8.4)

1231.7
(8.3)

870.7
(4.2)

2102.3
(9.9)

3436

E

65–75

8.2
(0.1)

672.5
(1.7)

72.5
(0.4)

22.7
(0.3)

41.3
(0.4)

54.0
(0.3)

77.1
(0.4)

423.2
(1.3)

1371.5
(2.1)

1337.5
(2.1)

764.2
(0.9)

2101.7
(2.4)

74,303

Total

Female

<0.0001

<0.0001

<0.0001

<0.0001

<0.0001

<0.0001

<0.0001

<0.0001

<0.0001

<0.0001

<0.0001

<0.0001

p

Table 4. Results of ANOVA test for total water intake (g/day) and beverage consumption (mL/day), by gender and by age group.

A < C, D, E, B < D

E<D<C=A<B

A<B=C<D=E

E<D<C<A<B

E=D<C<B<A

E<D<C<B<A

D=E<C<B<A

A<B<C=E<D

A=E<D<B<C

A=E<D<B<C

A<B<C<D<E

A<B=E<C=D

Pairwise Comparison
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A

174

615.5 (7.3)

13.9 (1.1)

Mean
(SE)

Water

Alcoholic drinks

Other beverages

Diet soft drink

170.5 (3.5)

11.2 (1.1)

Mean
(SE)

Caloric soft drink

Mean
(SE)

35.5 (1.7)

Mean
(SE)

Mean
(SE)

64.8 (1.7)

Mean
(SE)

80.6 (2.2)

Mean
(SE)

Milk

Fruit & vegetable juice

373.0 (5.1)

Mean
(SE)

Hot beverages

1316.5
(9.0)

1365.0
(9.2)

Mean
(SE)

Mean
(SE)

Total beverage consumption
(mL/day)

880.2 (4.7)

Mean
(SE)

Water from food (mL/day)

Water from beverages (mL/day)

2196.7
(10.7)

3607

Mean
(SE)

Total water intake from food and
beverages (mL/day)

Base

Male

6.7 (0.4)

694.9 (5.1)

181.9 (2.4)

19.0 (1.0)

58.9 (1.4)

65.6 (1.0)

89.3 (1.4)

332.1 (3.0)

1448.4
(6.2)

1397.0
(6.1)

831.4 (2.8)

2228.3
(7.1)

9206

B

8.8 (0.7)

746.1 (6.9)

191.6 (3.1)

19.3 (1.3)

60.5 (1.9)

64.2 (1.3)

89.4 (1.8)

324.5 (3.9)

1504.3
(8.4)

1452.0
(8.2)

865.6 (3.8)

2317.6
(9.5)

5518

C

B < A, C < A, D < A

A<B=D<C

A < C, D < C

A < B, C

A<D<B=C

A < B, A < C

B=C=D

B=C=D<A

OF WHICH (mL/day)

A<B=D<C

A<B=D<C

C<D

B < A, C, D

A, B, D < C

A<D

Pairwise Comparison

NS: Non signiﬁcant.

<0.0001

<0.0001

9.1 (1.0)

0.0008

690.5
(10.0)

<0.0001

<0.0001

NS

<0.0001

<0.0001

<0.0001

<0.0001

<0.0001

<0.0001

p

170.9 (4.5)

14.2 (1.5)

48.5 (2.4)

61.1 (2.0)

88.1 (3.0)

341.2 (6.2)

1423.5
(12.2)

1374.3
(12.0)

892.7 (6.2)

2267.0
(14.1)

2305

D

Dec–Jan–FebMar–Apr–May
Jun–Jul–AugSep–Oct–Nov

Season

Female

11.8 (0.5)

602.5 (3.8)

71.2 (1.1)

15.5 (0.7)

31.0 (0.8)

53.1 (0.8)

70.0 (1.1)

484.1 (3.6)

1339.4 (5.0)

1306.3 (4.9)

774.8 (2.3)

2081.2 (5.9)

11,969

A

7.0 (0.2)

672.9 (2.5)

71.1 (0.7)

25.3 (0.5)

45.6 (0.6)

54.8 (0.4)

79.3 (0.7)

409.3 (2.0)

1365.3 (3.1)

1330.9 (3.1)

744.0 (1.4)

2074.9 (3.6)

33,503

B

7.4 (0.3)

719.4 (3.4)

76.5 (0.8)

23.9 (0.7)

43.2 (0.7)

53.7 (0.6)

77.5 (0.9)

403.7 (2.5)

1405.3 (4.2)

1371.0 (4.1)

782.9 (1.9)

2154.0 (4.9)

19,894

C

9.7 (0.5)

660.5 (4.7)

70.5 (1.2)

19.9 (0.9)

34.6 (0.9)

52.9 (0.9)

77.1 (1.3)

437.2 (3.8)

1362.5 (5.9)

1329.2 (5.9)

784.3 (2.8)

2113.6 (7.0)

8937

D

Dec–Jan–Feb Mar–Apr–MayJun–Jul–Aug Sep–Oct–Nov

Season

Table 5. Total water intake (g/day) and beverage consumption (mL/day), by season and by gender.

<0.0001

<0.0001

<0.0001

<0.0001

<0.0001

NS

<0.0001

<0.0001

<0.0001

<0.0001

<0.0001

<0.0001

p

B=C<D<A

A<B=D<C

A=B=D<C

A<D<B=C

A=D<C<B

A < B, A < C, A < D

B=C=D

B=C<D<A

A<B=D<C

A<B=D<C

B<A<C=D

A=B<D<C

Pairwise Comparison
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175

1000

Women

Figure 3. Amount and types of beverages consumed according to day of the week (mean mL/day), separated by gender.
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110.6
(2.4)

394.3
(3.7)

173.8
(3.4)

429.2
(4.3)

95.2
(2.8)

104.8
(3.3)

378.8
(5.2)

178.3
(4.9)

419.5
(6.0)

107.3
(4.6)

Mid-morning 10:00 to 12:00

Lunch 12:00 to 15:00

Snack 15:00 to 19:00

Dinner 19:00 to 22:00

Night 22:00 to 5:30

75.2
(1.9)

403.6
(3.2)

174.1
(2.9)

392.4
(3.0)

102.3
(2.1)

384.4
(2.9)

5614

3709

320.3
(3.5)

1793

251.8
(4.5)

C

B

A

36–50

26–35

18–25

Breakfast 5:30 to 10:00

Mean amount of beverages
(mL/day) consumed between

53.6
(1.4)

349.8
(2.6)

151.5
(2.3)

374.0
(2.4)

69.2
(1.6)

408.3
(2.6)

6873

D

51–64

Age Group

42.4
(1.9)

289.2
(3.6)

127.9
(3.1)

346.4
(3.6)

51.0
(2.1)

405.7
(4.2)

2647

E

65–75

70.2
(1.0)

377.0
(1.6)

161.0
(1.4)

379.5
(1.5)

86.4
(1.0)

372.1
(1.5)

20,636

Total

Male

<0.0001

<0.0001

<0.0001

<0.0001

<0.0001

<0.0001

p

E<D<C<B<A

C, D, E < B

E<D<C=A

E<D<A=B=C

E < A, B, C, D

D < B, D < C

E<D<C=A=B

A<B<C<D=E

Pairwise Comparison

63.3
(1.2)

350.9
(2.0)

162.0
(1.6)

334.4
(1.8)

103.1
(1.2)

246.7
(1.7)

11,609

A

18–25

64.0
(1.0)

366.9
(1.7)

184.8
(1.5)

354.6
(1.5)

106.5
(1.1)

330.3
(1.6)

17,130

B

26–35

53.5
(0.8)

337.6
(1.4)

189.6
(1.3)

341.4
(1.3)

98.7
(0.9)

405.7
(1.5)

22,626

C

36–50

54.9
(0.8)

294.7
(1.4)

181.5
(1.3)

316.7
(1.3)

80.4
(1.0)

434.4
(1.6)

19,502

D

51–64

Age Group

52.0
(1.8)

253.4
(3.0)

160.2
(2.9)

291.5
(3.0)

59.2
(1.9)

445.1
(3.9)

3436

E

65–75

57.8
(0.4)

331.3
(0.8)

180.7
(0.7)

334.6
(0.7)

94.6
(0.5)

372.8
(0.8)

74,303

Total

Female

Table 6. Beverage consumption according to time of day (hour interval), by gender and by age group.

<0.0001

<0.0001

<0.0001

<0.0001

<0.0001

<0.0001

p

D < B, E < A, E < B

C < A, C < B, D < A

E<D<C<A<B

A=E<B=C=D

E<D<A<C<B

E<D<C<A=B

A<B<C<D=E

Pairwise Comparison

Nutrients 2016, 8, 627

176

Nutrients 2016, 8, 627

Interestingly, we found signiﬁcant positive correlations between total water intake and a
consumption of beverages outside meal times, and signiﬁcant negative correlations with consumption
during meal times (Figure 4).

0.30

0.26
0.18

Correlation(adjustedforage)

0.20

0.24
0.16 0.16

0.16

0.10
Men
Women

0.00

Ͳ0.10
Ͳ0.10

Ͳ0.12
Ͳ0.14

Ͳ0.06

Ͳ0.09

Ͳ0.05

Ͳ0.20
5:30to
10:00

10:00to
12:00

12:00to
15:00

15:00to
19:00

19:00to
22:00

22:00to
5:30

Figure 4. Partial correlations between TWI and beverage consumption in each period, by gender,
adjusted for age. Beverage consumption in each period expressed as a percentage of total consumption
over 24 h.

4. Discussion
In this population, TWI was in line with EFSA AI reference values [6]. We found that 61.9% of
the TWI came from beverages and 38.1% came from food. The part of the water intake coming from
food in our population was then higher than the EFSA estimation for European countries (70%–80%
provided by the beverages and 20%–30% coming from food). Differences in percentage of TWI from
food were also found in other countries, for example in Ireland (33%) [19] or in China (40%) [20],
depending on dietary patterns. Importance of food in TWI should then not be neglected, especially in
elderly people, for which we found that the water intake coming from food was higher than in the
other age groups.
Similarly to the results found in other previous studies conducted on French adults, water was
the ﬁrst contributor to beverage consumption for both men and women (48.2% for women and
46.6% for men). Water represented 43%–46% of beverage consumption in Bellisle et al. [21], and 49%
in Guelinckx et al. [22]. The second contributor was hot beverages (respectively 30.2% and 23.5%
for women and men). Those values are comparable to the ones found in Bellisle et al. (20%) and
Guelinckx et al. (25%).
The energy impact of caloric soft drinks was small in our population. For the whole sample,
caloric soft drinks contributed only 1% of the total kcal. The contribution of caloric soft drinks to
energetic intakes was almost equal for men and women. The elderly population had a consumption
representing less than 1% of the EI. However, this consumption was higher in the youngest group
(18–25 years) in which it represented 2.2% of the total kcal (data not shown). The impact of caloric soft
drink consumption on weight gain [23–26], obesity [27–29] and metabolic disorders [30–33] has been
shown in several studies. Large differences between countries have been observed [22] and it was
interesting to investigate it in a large population of young French adults. Our results are comparable to
those found previously in another smaller French population [21]. In our population, the consumption
of caloric soft drinks is globally low. However, for the younger subjects, the consumption of caloric
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soft drinks was much higher, and this fact may be a problem in the future as excessive consumption of
sugary beverages has been linked with the increasing weight of the population [34–36].
Our results suggest that in our population, alcoholic drinks had a higher impact on the total
energy intake than caloric soft drinks. Alcoholic drinks contributed to 3.3% of the total energy intake
(5.2% for men and 2.7% for women). The consumption of alcohol increased with age. However,
the consumption of alcohol was mainly concentrated during the week-end days, which may reﬂect a
festive consumption rather than a regular consumption.
Although we found statistically signiﬁcant differences in TWI according to the seasonality,
the difference of 120 g/day for men and 80 g/day for women between water intakes during winter and
summer was limited compared to results of previous studies in other European countries [37,38].
However, this result can be explained by the temperate climate in France, with few extreme
temperatures. In a Mediterranean country such as Greece [37], a 40% increase in total water intakes
was found between winter and summer. In another study with subjects from Germany, Spain and
Greece [38], the difference was 200 g/day between winter and summer.
In regard to the day of the week, it was found that the total amount of beverages consumed was
higher on Sundays and Saturdays for both men and women, due to a higher consumption of alcoholic
drinks during the week end. However, the higher beverages intake during the week-end may not be
associated with a better hydration status due to the diuretic effect of alcohol. It should be interesting to
have information from hydration biomarkers, and to study their evolution throughout the week.
We found that, in our study population, beverage consumption was concentrated during the
meal times. However, in the elderly population, a higher intake was observed during breakfast
compared to lunch and dinner. An original result was to ﬁnd a positive correlation between TWI
and consumption of beverages outside meal times. On the contrary, we found a negative correlation
with consumption during meal times, especially breakfast. This negative correlation for breakfast
could be due to elderly people having a lower daily water intake but a higher water intake during
breakfast. This correlation pattern between TWI and time indicates that people with a higher water
intake tend to consume beverages regularly throughout the day and not only concentrated during
meal times. A major strength of this study is its reliance on the use of a very large population of French
adults (Nutrinet-Santé study). The intakes of both food and beverages were estimated precisely using
three 24-h records, randomly distributed within a two-week period, including two weekdays and
one weekend day. However, our study also suffers from some limitations. For example, even if we
assessed the level of physical activity using IPAQ questionnaire at baseline, the actual physical activity
level during the day of the 24-h dietary records is unknown. We cannot then evaluate the impact of the
physical activity level on TWI. Moreover, caution is also needed when generalizing our results, since
the NutriNet-Santé study is a long-term cohort focusing on nutrition and participants are recruited
on a voluntary basis, implying that they might have increased health consciousness and interest in
nutritional issues as well as a healthier lifestyle.
5. Conclusions
The present study gives an overview of the characteristics of water intake in a large population
of French adults. TWI was found to be globally in line with public health recommendations.
However, we found signiﬁcant differences in beverage consumption across age groups and seasons.
Further research should be directed towards examining the association between hydration status and
chronic diseases in different populations to determine the optimal level of water intake. These data
will be necessary in order to formulate public health recommendations.
Author Contributions: N.A. and F.S. analysed the data. F.S. wrote the manuscript. N.D.P., R.G., C.B. and P.G.
provided continuous scientiﬁc advice for the study and for the interpretation of results. These authors also
critically reviewed the manuscript. All authors approved the ﬁnal version of the manuscript.
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Abstract: Background: The aim of this study was to investigate total water intake (TWI) from
water, beverages and foods among Italian adults and the elderly. Methods: Data of 2607 adults
and the elderly, aged 18–75 years from the last national food consumption survey, INRAN-SCAI
2005-06, were used to evaluate the TWI. The INRAN-SCAI 2005-06 survey was conducted on a
representative sample of 3323 individuals aged 0.1 to 97.7 years. A 3-day semi-structured diary was
used for participants to record the consumption of all foods, beverages and nutritional supplements.
Results: On average, TWI was 1.8 L for men and 1.7 L for women. More than 75% of women and
90% of men did not comply with the European Food Safety Authority (EFSA) Adequate Intake.
The contribution of beverages to the total energy intake (EI) was 6% for the total sample. Water was
the most consumed beverage, followed by alcoholic beverages for men and hot beverages for women.
Conclusion: According to the present results, adults and elderly Italians do not reach the adequate
intake for water as suggested by the EFSA and by the national reference level of nutrient and
energy intake. Data on water consumption should also be analyzed in single socio-demographic
groups in order to identify sub-groups of the population that need more attention and to plan more
targeted interventions.
Keywords: total water intake; energy intake; beverages

1. Introduction
Total water intake (TWI) is essential for human health and life since it balances losses and assures
adequate hydration of body tissues [1]. It is calculated that, of the total water intake consumed in
a typical western diet, 20%–30% comes from food, and 70%–80% comes from beverages, but this
may vary greatly among individuals depending on the diet they choose [2]. Current knowledge
on water intake and its importance for the prevention of nutrition-based diseases is presented
by Popkin [3]. Although good hydration is associated with reduction in urinary tract infections,
hypertension, fatal coronary heart disease, various thromboembolis and cerebral infarct, all these
results are not conﬁrmed by clinical trials [3].
The role played by beverages in providing water in the diet has been recognised by international
organizations such as the International Life Science Institute [4] and the European Food Safety
Authority (EFSA) [2].
A recent document published by the World Federation of Hydrotherapy and Climatotherapy [5],
attested and brought to the global attention the importance of water for certain body functions and the
crucial role of appropriate hydration for overall health. Moreover, it represented a way to promote the
inclusion of appropriate hydration as one of the goals of national and international health policies.
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Drinking water during the day is of special importance for children and the elderly, the population
groups that are vulnerable to dehydration. The elderly have been shown to have a higher risk of
developing dehydration than younger adults. Modiﬁcations in water metabolism with aging and ﬂuid
imbalance in the frail elderly are the main factors to consider in the prevention of dehydration [6].
The EFSA Scientiﬁc Opinion on Dietary Reference Values for Water establishes that the dietary
reference intake values for water should include water from drinking water (tap or bottled), all kinds
of beverages, and from food moisture. The deﬁnition of adequate intakes (AI) proposed by the EFSA
should be based both on observed intakes and on considerations of achievable or desirable urine
osmolarity. Adequate total water intakes for females would have to be 2.0 L/day (P95 3.1 L) and
for males 2.5 L/day (P95 4.0 L). The EFSA deﬁnes the same adequate intakes for the elderly as for
adults [2].
The Italian Society of Human Nutrition has recently published the new reference values of
adequate intake of water for the Italian population that do not vary from those deﬁned by the EFSA [7].
Data on plain water and beverages intake are generally collected in national surveys. In order to
study the patterns of beverage consumption of a population, it is not sufﬁcient to report the average
daily consumption of each beverage category. It is also essential to identify which variety of beverages
are consumed and their contribution to total energy intake. In addition, the contribution of each
beverage type to TWI permits an evaluation of the adequacy of drinking habits.
Methods adopted in dietary surveys differ from each other, and no standard method for the
evaluation of water intake has so far been adopted [8]. This makes it difﬁcult to compare results across
and within countries.
In Italy, there are no recent studies focused on the TWI of the adult and elderly population.
Recent published research regarded the consumption of energy drinks and alcohol among
adolescents [9], of alcohol among adult and elderly men [10], and of caloric beverages among children
and adolescents [11].
The present study aimed to investigate the TWI from plain water, beverages and foods and their
contribution to overall water and energy intakes, among Italian adults and the elderly, by age group
and gender. This analysis used dietary data from the INRAN-SCAI 2005-06 Study [12]. In addition,
actual patterns of total daily water intake were compared with the AI recommended by the European
Food Safety Authority.
2. Material and Methods
2.1. Study Population and Data Collection
The INRAN-SCAI 2005-06 survey was conducted on a representative sample of 1300 households
randomly selected and stratiﬁed into the four main geographical areas of Italy (North-West, North-East,
Centre, South and Islands) between October 2005 and December 2006. In total, 3323 (1501 males
and 1822 females) individuals participated in the food survey, aged 0.1 to 97.7 years. A 3-day
semi-structured diary was used. It is a mix of a speciﬁc format and free text where participants
are able to record the consumption of all foods and beverages by meals, and nutritional supplements.
The food survey was conducted by a team of thirty well trained ﬁeld workers. They met each
subject three times during the survey, and carefully checked the food diaries and made speciﬁc
questions to reduce errors such as misreporting and omissions (e.g., they asked if the participants took
medicine and to remember to record the glass of water drunk for this purpose). In addition, to help
the participants in recording the food and beverages consumed, they were given a picture booklet of
the different standard portions for food and beverages.
In order to capture all the seasonal differences in intake, the sampled households were
proportionally distributed among seasons (excluding Christmas and Easter periods): 25% in autumn,
25% in winter, 26% in spring and 24% in summer. In addition, the survey calendar was scheduled in
order to take an adequate proportion of weekdays and weekend days at group level (78% and 22%).
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Detailed information about the INRAN SCAI 2005-06 survey design, procedures,
and methodologies can be found in the previous published papers [12,13].
For the present study, adults in the age range 18–75 years (n = 2607) were considered.
Data on nutrients intake, including water, were obtained using the updated version of the national
food composition database [13]. In the case of foods and beverages that were fortiﬁed or enriched with
one or more essential nutrients (including functional foods and special purpose foods), the nutrient
content was retrieved at brand level from nutritional labels.
2.2. Plain Water and Beverages Consumption
Beverages were classiﬁed into eight categories: Hot beverages, including barley, coffee,
tea and infusions; Milk and milk-based beverages; Fruit and vegetable juices; Caloric soft drinks,
including soda and energy drinks and other sport drinks; Diet soft drinks, including beverages with
sweeteners and without sugars; Alcoholic beverages (wine, beer and spirits); Water (tap and bottled);
Other non-alcoholic beverages (soy based beverages and milk rice). Water added to recipes is included
in the calculation of water coming from food.
2.3. Statistical Analyses
The 3-day mean of the total water intake (TWI) from the food and beverages categories previously
described was evaluated for each subject. Mean values and standard errors of the food and beverages
intakes were calculated for the 18–75 years old population and the sub-groups deﬁned by gender
and age classes (18–64 years and 65–75 years). Energy intake from beverage and food sources was
also calculated.
The variety of beverage score was calculated as the average of the eight beverage categories on
the three survey days.
To investigate the daily trend of the beverages consumption, the eating occasions were aggregated
into main meals (breakfast, lunch and dinner) and snacks (morning, afternoon, after dinner).
The EFSA recommendations of water intake for each age and gender group were used to calculate
the total shortfall in water consumption, and the proportion of adults who met or failed to meet the AI
of water per day.
The Student’s t-test was applied to check whether there were differences in mean consumption of
the TWI, water from food, water from beverages and total beverages consumption across subgroups
of subjects deﬁned by age and gender. The Mann–Whitney Test was performed for the eight beverages
categories because their intakes were non-normally distributed. A two-sided p value of 0.05 was set to
denote statistical signiﬁcance.
All analyses were performed using the Statistical Analysis System computer software package
(SAS package version 9.01; SAS Institute Inc., Cary, NC, USA).
3. Results
The total number of adults and elderly enrolled in this survey was 2607. Women represent
54% of the sample and the elderly, in the age class 65–75 years, represent 11% for both genders.
The overweight/obesity rate is 49.7% and 38.4% for males and females, respectively.
Total water intake (TWI) from all sources averages 1768.7 g/day for males and 1667.3 g/day for
females (Figure 1).
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ȱ
Figure 1. Frequency distribution of total water intake (g/day) over 3 days, by gender.

Beverages account for 56% of total water and 45% of the total weight of food and drink consumed
(data not shown). Mean beverage consumption is 956 g/day (1015 g/day among men, 953 g/day
among women). Water as a beverage is consumed by 97% of men and 99% of women and hot beverages
are consumed by 95% in both genders, Figure 2.
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Figure 2. Popularity of beverages (% consuming over 3 days).

Among men, alcoholic drinks are the second beverage category, contributing 8.9% to the TWI
with 68% of consumers, followed by milk, fruit and vegetable juices and caloric soft drinks with similar
percentages of consumers (25%, 24% and 21% respectively). Diet soft drinks and other non-alcoholic
beverages are consumed by very few subjects of both genders. Alcoholic beverages are the third most
consumed beverage category by women (43%), with a contribution of 3.4% on the TWI. The main
sources of TWI are water for both sexes followed by hot beverages in females and alcoholic beverages
in males (Table 1).
Mean total energy intake (EI) is 2137 kcal/day (SE 12.2). The contribution to the total EI from
beverages is 6%. Alcoholic beverages are also the category with the greatest contribution to total
energy intake, 4.5% in males and 1.9% in females. Caloric soft drinks contribute only 0.4% to total
energy intake for the total sample (Table 1).
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Table 1. Contribution of food and beverages to total water and energy intake.
Contribution to Water Intake
(g/Day)

Contribution to Energy Intake
(kcal/Day)

Male

Female

Total

Male

Female

Total

1668
14.0

1714
11.0

2381
18.5

1931
14.0

2138
12.2

All food and drink

Mean (SE) *

1768
16.9

Food only

%

44%
0.3%

44%
0.3%

45%
0.2%

93%
0.1%

95%
0.1%

94%
0.10%

Beverages only

%

56%
0.3%

56%
0.3%

56%
0.2%

7%
0.1%

5%
0.1%

6%
0.1%

Hot beverages

%

8%
0.2%

8%
0.2%

8%
0.1%

0%
0%

0%
0%

0%
0%

Milk

%

2%
0.1%

3%
0.1%

2%
0.1%

1%
0.1%

1%
0.1%

1%
0%

Fruit and vegetable juice

%

1%
0.1%

1%
0.1%

1%
0.1%

1%
0.0%

1%
0.0%

1%
0.0%

Caloric soft drink

%

2%
0.1%

1%
0.1%

1%
0.1%

1%
0.0%

0%
0.0%

0%
0.0%

Diet soft drink

%

0.0%
0.0%

0.0%
0.0%

0.0%
0.0%

-

-

-

Alcoholic Beverages

%

9%
0.3%

3%
0.2%

6%
0.2%

5%
0.1%

2%
0.1%

3%
0.1%

Water

%

33%
0.4%

38%
0.4%

35%
0.3%

-

-

-

Other non
alcoholic beverages

%

0%
0.0%

0%
0.0%

0%
0.0%

0%
0.0%

0%
0.0%

0%
0.0%

* SE = standard error.

Table 2 presents the TWI, water intake from food and beverages, and the consumption of beverage
categories. In Figure 3 the same variables are analysed by age classes in more detail. In general,
water from beverages decreases with the increase of the age and the age class; 18–35 presents a
signiﬁcantly higher water intake from beverages than all the other classes in both genders (p < 0.001).
Water from food signiﬁcantly increases with age in both genders, and also in this case the younger age
class has signiﬁcantly lower intake than the others in both genders.

ȱ
Figure 3. Mean and Conﬁdence Interval (CI) of the Total Water Intake (TWI) from food and beverages,
water from food and water from beverages by age classes and gender.
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Table 2. Total water intake, water from food and beverages and beverage consumption (g/day),
by gender and age group.
Male

Female

18–64
(n = 1068)

65–75
(n = 134)

p

18–64
(n = 1245)

65–75
(n = 160)

p

n.s. *

1669 (15.0)
1639.1–1697.9

1663 (41.1)
1582.0–1744.5

n.s. *

817 (20.6)
776.3–857.6

0.000 *

TWI from food
and beverages

Mean (SE)
CI

1768 (18.2)
1732.7–1804.0

1771 (44.0)
1683.8–1857.8

Water from food

Mean (SE)
CI

778 (7.9)
762.6–793.5

856 (22.2)
813.6–901.5

0.001 *

727 (6.6)
713.8–739.9

Water from
beverages

Mean (SE)
CI

990 (14.5)
961.7–1018.8

913 (33.2)
847.5–979.0

n.s. *

942 (12)
918.1–965.2

846 (28.6)
789.8–902.8

0.007 *

Total beverages
consumption

Mean (SE)
CI

1024 (14.9)
995.1–1053.5

945 (33.8)
878.4–1012.0

n.s. *

965 (12.1)
940.7–988.4

867 (29.1)
810.2–925.0

0.006 *

Hot beverages

Mean (SE)

135 (3.3)

139 (13.8)

n.s.

§

138 (3.2)

129 (9)

n.s.

§

Milk

Mean (SE)

38 (2.8)

39 (6.7)

n.s.

§

49 (2.4)

53 (7.4)

n.s.

§

Fruit vegetable juice

Mean (SE)

27 (2.3)

16 (4.8)

0.003 §

28 (1.9)

23 (4.3)

n.s.

§

Caloric soft drink

Mean (SE)

33.(2.7)

7 (2.5)

0.000 §

22 (1.7)

9 (2.8)

n.s §

0.000 §

Diet soft drink

Mean (SE)

1 (0.8)

0 (0.0)

1 (0.3)

0 (0.0)

n.s.

§

Alcoholic Beverages

Mean (SE)

163 (6.0)

184 (15.1)

n.s.

§

58 (2.7)

66 (8.3)

n.s.

§

Water

Mean (SE)

624 (12.9)

559 (31.9)

n.s.

§

667 (11.1)

588 (26.4)

Other non alcoholic

Mean (SE)

1 (0.9)

1 (0.5)

n.s.

§

2 (0.5)

0 (0.3)

0.022 §
n.s.

§

* t-test comparison with a signiﬁcant level 0.05; § U of the Mann–Whitney test comparison with a signiﬁcant
level 0.05; CI, Conﬁdence Interval.

Among males, the mean intake of caloric soft drink and fruit and vegetable juice are signiﬁcantly
different by age class, even if there is a tendency to decline also in the other categories, except for
alcoholic and hot beverages. Among females, the elderly drink signiﬁcantly less and consume less
water and caloric soft drinks than the younger participants.
The TWI correlated very highly with the weight of beverages and water from beverages (r = 0.90)
and correlated more weakly with food weight (r = 0.65). Alcoholic drinks (r = 0.28), fruit and vegetable
juice (r = 0.17) and caloric soft drinks (r = 0.15) have the highest correlation with energy intake.
The mean variety score is 1.08, suggesting that adults and the elderly do not consume more than one
type of beverage during the 3 days of the survey, out of the eight different beverage categories. There is
a positive correlation with the TWI (r = 0.21) and energy intake (r = 0.30) (data not shown in table).
Beverage consumption has two peaks, for both gender and age classes, at lunch and dinner time.
The younger males drink signiﬁcantly more than older males in the evening during a nighttime snack,
and the older females drink signiﬁcantly less during lunch and dinner.
Finally, subjects who fulﬁll the EFSA AI recommendation of 2.5 L and 2.0 L are classiﬁed as
criterion 1. Those who have the ratio of water/energy intake >1.0 are included as criterion 2 (it is
considered as a value of 1 g of water per 1 kcal of energy intake). Those who meet both deﬁnitions
(1 and 2) are classiﬁed as criterion 3. Following this analysis, the results show that more than 74% of
women, and 90% of men do not comply the AI recommendation of consumption of water, as shown in
Table 3.
Table 3. Combined classiﬁcation for the total water intake (TWI) following established criteria.
Criteria Classiﬁcation

Men (n = 1202)

Women (n = 1405)

Criterion 1: % (n)
Criterion 2: % (n)
Criterion 3 (1 and 2): % (n)

10.6 (127)
13.3 (160)
5.5 (66)

23.9 (336)
27.0 (379)
14.9 (210)

EFSA: European Food Safety Authority. (1) Criterion 1: TWI >2.5 L men, >2 L women (aged 14 to 75 years);
(2) Criterion 2: Ratio of total water intake and total energy >1; (3) Criterion 3: Both criteria 1 and 2.
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4. Discussion
This study presented an analysis of total water intake from all food and beverages conducted
on a representative sample of the Italian population aged 18–75 years from the INRAN-SCAI survey.
Men had a higher TWI than women of both food and beverages, however, neither group met the EFSA
recommended adequate intake for adult men (2.5 L) and women (2 L).
Although AI is used as a goal for individual water intake, water needs may vary a lot due to
inter-individual variation [14]. When evaluating water intakes at individual level, several additional
factors need to be considered which can inﬂuence water needs: physical activity; environmental factors,
such as temperature; type of work; and other dietary factors, such as sodium intake.
Of all dietary sources of water, food was the leading one. Water content of food categories varies
from 90% in fruit and vegetables to less than 5% of savoury snacks and confectionary [13].
Increasing the consumption of foods rich in water may have a positive effect both on hydration
status and on dietary quality, although the effect of dietary water on hydration status is very poorly
investigated [15].
The second main source of dietary water of Italian adults was plain water. Drinking plain water,
tap or bottled, instead of any other beverage, permits the fulﬁllment of hydration requirements without
providing energy, but providing small amounts of calcium, sodium and magnesium. Although the
TWI can be increased in many ways, the most effective would be to increase the consumption of plain
water [16]. Alcoholic beverages were the second and third beverage category most consumed by males
and females respectively, with a high contribution to energy intake in men. Since the water content of
alcoholic beverages can sensibly vary according to the type of beverage (for example, spirits vs. beer),
the effect of their consumption on water balance varies accordingly, and increasing the strength and
amount of drinks can result in a loss of ﬂuid intake, rather than an increase [15].
Similar studies on TWI were conducted in France [17], in the United States [18], in Britain [19],
and more recently in Spain [8] where the values for the TWI for both genders were very close to our
results—in the study conducted in Spain, 68% of the TWI came from beverages, as opposed to 56% in
Italy, and consequently the contribution of all beverages to energy intake was higher (12.2 vs. 5.6%).
Like in Italy, in Spain the water intake from food increased with age and the water from beverages
decreased; this trend was consistent with the recent study on vulnerability to dehydration of older
people [20]. In the United States the contribution of beverages to energy intake was quite higher than
in Italy, going to 22% among the 20–50 years old age group, and 14% among the ≥71 years old age
group [18].
The consumption of caloric soft drink was higher for younger age classes (40.8 g/day 18–35 age
class) and decreased with age (6.8 g/day 65–75 age class) which, compared to the Spanish study, is
very low (96.2 g/day for all samples). Consequently, the contribution to energy intake is also very
low (0.4%) when compared to the Spanish [8] results (6.1%), although this data also included children
and adolescents. The US results were 5.7% for 20–50 year olds, 3.5% for 51–70 year olds and 2.1% for
the elderly.
According to these results, beverages including plain water were consumed only during meals,
and this may suggest an underreporting, especially of plain water drunk outside the meals. This is
probably due to the survey tool in which the participants had to report the water consumption during
meals, and snacks between meals, and the glass of water drunk out of the standard meals may have not
always been recorded. The presence of a speciﬁc question about the water consumption could help the
participants to record all water drinking occasions, even those not linked to the meals. Even regarding
the consumption of alcoholic beverages, an underestimation in recording the consumption occasions
is likely to occur because of the belief, due to cultural reasons, that drinking is regarded as socially
undesirable [21,22].
The limitations of the food consumption survey, INRAN SCAI 2005-06, are addressed by
Leclercq et al. [12]. Moreover, it is well known that the self-reported dietary record produces a general
underreporting of consumption [23]. This was not taken into account in the consumption estimates.
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5. Conclusions
The present analysis is, to our knowledge, the ﬁrst attempt to explore total water intake among
Italian adults and the elderly, based on data coming from the national dietary survey. According to
the present results, adults and elderly Italians do not reach the adequate intake for water suggested
by the EFSA and by the national reference level of nutrient and energy intake. Therefore, data on
water consumption should also be analysed in single socio-demographic groups in order to identify
sub-groups of population that need more attention and to plan more targeted interventions
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Abstract: Background: Fluid and water intake have received limited attention in epidemiological
studies. The aim of this study was to compare the average daily consumption of foods and beverages
in adults of selective samples of the European Union (EU) population in order to understand the
contribution of these to the total water intake (TWI), evaluate if the EU adult population consumes
adequate amounts of total water (TW) according to the current guidelines, and to illustrate the real
water intake in Europe. Methods: Three national European dietary surveys have been selected:
Spain used the Anthropometry, Intake, and Energy Balance Study (ANIBES) population database,
Italy analyzed data from the Italian National Food Consumption Survey (INRAN-SCAI 2005-06),
and French data came from the NutriNet-Santé database. Mean daily consumption was used to
compare between individuals. TWI was compared with European Food Safety Authority (EFSA)
reference values for adult men and women. Results: On average, in Spain, TWI was 1.7 L (SE 22.9)
for men and 1.6 L (SE 19.4) for women; Italy recorded 1.7 L (SE 16.9) for men and 1.7 L (SE 14.1) for
women; and France recorded 2.3 L (SE 4.7) for men and 2.1 L (SE 2.4) for women. With the exception
of women in France, neither men nor women consumed sufﬁcient amounts of water according to
EFSA reference values. Conclusions: This study highlights the need to formulate appropriate health
and nutrition policies to increase TWI in the EU population. The future of beverage intake assessment
requires the use of new instruments, techniques, and the application of the new available technologies.
Keywords: total water intake; beverages; adults; France; Italy; Spain

1. Introduction
Fluid and water intake have received limited attention in epidemiological studies. This hampers
attempts to assess the adequacy of water intakes at the population level [1,2].
Nutrients 2017, 9, 383
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It is well known that adequate hydration status is associated with the preservation of physical and
mental functions and that water intake is the best way to achieve hydration [3,4]. However, we have
to be aware that there are other sources of liquids with similar hydration capacities, liquids with
different ﬂavors that also provide nutrients or stimulants, feed us, or are just more palatable, like milk,
juices, teas, soups, beer and wine. During the last few decades, multiple types of drinks with
different characteristics have been developed. Some of them are not only to satiate thirst. Soft drinks,
ﬂavored waters, or different kinds of infusions with different properties such as sedatives, digestives,
antioxidants, etc. are some examples. The current selection of beverages is so broad that it is clear
that there should be speciﬁc recommendations with respect to these liquids; this should include their
capacity to hydrate and supply energy or other nutrients, as well as any other effects they may have
on the body [5]. With this in mind, some recent studies have suggested that the variety of beverages
consumed is a positive predictor of total water intake (TWI) [1,6–8].
On the other hand, in recent years, we have witnessed the emergence of obesity as a serious
problem in the Western world. In fact, excessive consumption of sugary beverages has been linked
to increasing weight of populations [9,10]. Unfortunately, there is little evidence to show that
replacing caloric drinks with water has beneﬁcial effects on body weight or sensitivity to insulin [11],
although different studies have shown that replacing these drinks with water results in a decrease in
total caloric intake [1,12]. Therefore, it seems to be prudent to encourage the consumption of drinking
water instead of other caloric drinks [5].
Some countries and public organizations have proposed water intake recommendations for the
general public [13–16]. They recognize that the value of adequate intake (AI) is a variable event,
in which differences are due, in part, to the inter-individual variation for water needs in response
to different health status, metabolism, and environmental factors, such as ambient temperature
and humidity. Other individual factors, such as age, body size, and level of physical activity are
involved [17]. Furthermore, water needs also depend on overall diet and the water contained in
food. The European Food Safety Authority (EFSA) proposed Dietary Reference Values (DRV) for the
Adequate Intake of Water per day. It included water from food and water from beverages. The range of
DRVs in liters increase with age until 2.5 L and 2.0 L for 14+ year-old men and women, respectively [13].
Following the analyses of some European Union (EU) nutritional databases, the aim of this study
was to compare the average daily consumption of ﬂuids (water and other beverages) in selected
samples of the EU populations in order to understand the contribution of each ﬂuid type to total water
intake. Furthermore, we will evaluate if the adult EU population consumes adequate amounts of total
water according to EFSA [13] recommendations, or if those populations reached AI values deﬁned as
the ratio between TWI (g of water from food and beverages) and energy intake (EI) in kcal. This ratio
suggests that water intake is inadequate when the result is less than 1. We will also explore associations
between the types of beverage consumed and energy intake from the diet.
2. Materials and Methods
Three countries of the EU and their dietary surveys have been selected. Only adults ranging from
18 to 75 years were considered for the present study. The countries were chosen because of geographic
proximity, similar climate and cultural characteristics, and by the method used to collect information
of the food and beverage intake. Only those countries that used food records or 24-h dietary recalls
were included. Food and beverage intake was recorded in each study by age and sex, as well as day
and time of consumption.
2.1. Spain (ANIBES Dataset)
In Spain, the population database used was from the Anthropometry, Intake and Energy
Balance Study (ANIBES), a cross-sectional study conducted using stratiﬁed multistage sampling.
The representative sample of this national survey of diet and nutrition comprised 2285 healthy
participants, aged 9–75 years. The sample was collected from the following geographical locations:
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Northeast, Levant, Southwest, North–Central, Barcelona, Madrid, Balearic, and Canary Islands.
The ﬁeldwork for the ANIBES study was conducted from mid-September, 2013, to mid-November,
2013, with the participation of 90 interviewers allocated in 11 areas and 12 coordinators, all previously
trained by the Spanish Nutrition Foundation (FEN). The survey was performed “door-to-door”
following randomized routes. For better results at the main ﬁeldwork, different informative posters
about ANIBES’ goals were posted in the area/neighborhood, followed by letters that were sent
to all the neighbors. In addition, during the ﬁrst visit by the interviewer, an informative letter
from the principal investigator plus a leaﬂet and a set of infographics explaining the whole process
were offered. Finally, the potential participant was informed about a small incentive (30 euros)
for participation and a detailed ﬁnal report including anthropometric data, physical activity level,
and dietary/nutritional status, with an estimated value of 40–50 euros. Demographic variables collected
included gender, unemployment rate, physical activity level assessed by the International Physical
Activity Questionnaire (IPAQ) [18], and education level. Participants’ weight, height, and waist
circumference were measured, and body mass index was also calculated. Study participants were
provided with a tablet device (Samsung Galaxy Tab 2 7.0, Samsung Electronics, Suwon, South Korea).
If the participant declared or demonstrated that he/she was unable to use the tablet device, other
possibilities were offered: photo camera plus paper or telephone interview. Participants were trained
to record information by taking photos of all food and drinks consumed during three consecutive
days, both at home and outside of the home. To equally represent all days of the week, study subjects
participated during two weekdays and one day during the weekend. Food records were returned
from the ﬁeld in real-time (i.e., at the exact moment in which they were consumed), to be coded
by trained coders who were supervised by dieticians. Food, beverage, energy, and nutrient intakes
were calculated from food consumption records using VD-FEN 2.1 software, a Dietary Evaluation
Program from the Spanish Nutrition Foundation, Spain. This software was newly developed for the
ANIBES study by the FEN and is based mainly on Spanish food composition tables [19], with several
expansions and updates. A food photographic atlas was used to assist in assigning gram weights to
portion sizes. Details of the ANIBES study have been described in detail elsewhere [1].
2.2. Italy (INRAN-SCAI Dataset)
Data from Italy come from the national food consumption survey (INRAN-SCAI 2005-06).
This cross-sectional survey was conducted on a representative sample of 1300 randomly selected
households between October 2005 and December 2006. Census data were used for the multistage
stratiﬁcation of the sample into the four main geographical areas of Italy (North-West, North-East,
Centre, South, and Islands), provinces’ population size (large, medium, and small), municipalities’
population size (large-medium, and small), and four strata according to household composition.
In each municipality, households were randomly selected from the telephone guide. In total,
3323 (1501 males and 1822 females) individuals participated in the food survey, aged 0 to 97 years.
A three-day semi-structured diary was used for participants to record the consumption of all foods,
beverages, and nutritional supplements. A team of trained ﬁeld workers conducted the survey,
and individually met the participants who self-recorded all foods and beverages consumed, estimating
portion sizes with the help of a picture booklet. Food data were coded by ﬁeld workers during the
data entry using a data management system developed for the purpose of the survey. Other variables
collected were age, gender, education, occupation, lifestyle (smoking, physical activity, dieting).
Height and weight were self-reported. Data on nutrient intake—including water—were obtained
using the updated version of the Italian national food composition database [20]. The “Food Energy
and Nutrient Composition Database” was used to estimate the data on energy, macro-nutrients, dietary
ﬁber, vitamins, and minerals. Detailed information about the INRAN SCAI 2005-06 survey design,
procedures, and methodologies can be found in previously published papers [7,20,21].
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2.3. France (NutriNet-Santé Dataset)
French data come from the NutriNet-Santé database, a web-based observational prospective
cohort including volunteers aged 18 years or older, launched in France in May 2009, with a scheduled
follow up in 10 years. The study was conducted on a large sample of 94,939 participants. It
aimed at determining the association of food intake, nutrients, and dietary behavior with ageing
and quality of life. At baseline, socio-demographic data including age, gender, education, income,
occupational category, and household location, as well as lifestyle (smoking status, physical activity),
height, weight, and practice of restrictive dieting were self-reported. Leisure-time physical activity
was assessed using the French short form of the International Physical Activity Questionnaire,
self-administered online [22–24]. Body mass index (BMI) was assessed using self-reported height and
weight. Dietary data were collected at baseline using three-day records, randomly distributed within
a two-week period, including two weekdays and one day of the weekend. Participants reported all
foods and beverages consumed throughout the day: breakfast, lunch, dinner, and all other occasions.
Daily mean food and beverage consumptions were calculated for each participant having completed
the three-day records, with a weighting on the type of day (week or weekend) so that all days of
the week were equally represented. Serving sizes were estimated using purchase units, household
units, and photographs, and were derived from a previously validated picture booklet. EI and TWI
were calculated through the NutriNet-Santé food composition table including more than 2000 food
products [25]. The NutriNet-Santé study has been described in detail elsewhere [8,26].
2.4. Statistical Analysis
Eight different categories of beverages were used to examine beverage consumption and EI for
each of the three studied countries: (1) hot beverages, including hot tea and coffee; (2) milk (all types of
milk without separation by fat percentage); (3) fruit and vegetable juices (including nectars, juice–milk
blends, 100% fruit juices); (4) caloric soft drinks (including colas; tonic water; sodas; ginger ale;
fruit-ﬂavored drinks; iced teas in cans or bottles; sports drinks, such as isotonic drinks with mineral
salts; and caffeinated energy drinks); (5) diet soft drinks (including the same beverages as in the
caloric soft drinks group but with artiﬁcial sweetener); (6) alcoholic drinks, including both low-alcohol
grade and high-alcohol grade groups; (7) water (including tap water and bottled water); and (8) other
beverages (including soy-based beverages, non-alcoholic beer and wine, and others).
All analyses were carried out separately in men and women and across countries. Differences in
demographic and anthropometric variables between Spain, France, and Italy were assessed through
chi-squared test for qualitative variables and through ANOVA-test when quantitative variables were
compared. The analyses were focused on the TWI of all foods and beverages by country. Description of
the population and the mean daily consumption of the food and beverage intakes were calculated for
the 18–75-year-old population of each country. Contributions of food and beverages to TWI and EI
were calculated. In each country, pairwise comparisons of the means across groups were assessed
using t-test. A two-sided p-value of 0.05 was set to denote statistical signiﬁcance.
TWI was compared with the EFSA [13] Dietary Reference Values for the Adequate Intake of water
for men and women, from 14 years of age onward (2.5 L and 2.0 L, respectively). Furthermore, the ratio
g/kcal was applied to provide a more comprehensive estimate of the proportion from each country
that fulﬁlled the AI recommendations. This criterion is based on the water intake per unit of energy
consumed. The value suggested is 1.0 L per 1000 kcal of EI [14]. However, this value could be increased
to 1.5 L/1000 kcal depending on activity level and water loss. TWI for adults should be no less than
1.0 L/1000 kcal [13]. Therefore, we used three different approaches to deﬁne water intake adequacy in
order to provide a more comprehensive estimate of the proportion of participants who consume low
amounts of water. The ﬁrst criterion is a classiﬁcation based on the AI value, deﬁned by the EFSA as
Criterion 1. The second (Criterion 2) is a ratio between TWI (water from food and beverages in grams)
and EI in kcal higher than 1. The combination of both is the ﬁnal criterion (Criterion 3).
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3. Results
Descriptive characteristics of the three included studies are presented in Table 1. The population of
the studies ranged from 18 to 75 years. The studies included 1859 participants from Spain, 94,939 from
France and 2313 from Italy. There were signiﬁcant differences in most demographic and anthropometric
variables between countries. The rate of unemployment shows that Spain had the highest percentage
of unemployed participants—data that are in line with those from the statistical ofﬁce of the European
Union (Eurostat) [27]. For level of education, France’s males and females showed the highest University
educated level.
The contribution of food and beverages to daily water intake (g/day) and EI (kcal/day) by
genders are presented in Table 2. On average, in Spain, TWI for adults was 1.7 L (SE 22.9) for men
and 1.6 L (SE 19.4) for women; Italy recorded 1.7 L (SE 16.9) for men and 1.7 L (SE 14.1) for women;
and France recorded 2.3 L (SE 4.7) for men and 2.1 L (SE 2.4) for women. The mean daily EI for adults
in Spain was 1790.8 kcal/day (SE 11.6), of which 12% was provided by beverages. For the Italian study,
EI was 2137.9 (SE 12.2), and only 6% was supplied by beverages. France recorded an EI of 1884.5
(SE 1.5), of which 8% was provided by beverages.
Figure 1 provides information on the amount (in grams) of water content in food and beverages
consumed by country and gender. All results are presented in g of water content, not mean intakes by
volume (e.g., g of water in milk, not g of milk consumed). Water was the most consumed beverage in the
three countries for both sexes, followed by the water provided by milk in Spain, water from alcoholic
beverages by men from Italy, and also water from hot drinks from French men and women. Spain and
France were the highest consumers of alcoholic beverages, especially by men, although consumption
was similar in the three countries. Spain was also the country with the lowest consumption of water
from foods. Regarding soft drinks, Italy had a lower water intake from both diet and caloric beverages.
Figure 2 represented the percentage of water consumption as a beverage category on average over
the three day study period. It was represented separately from the others’ beverages consumed in order
to clearly highlight the differences in intake by country. The percentage of water consumption was 48%
for women and 47% for men in France—the highest percentage of the three countries studied. In Spain
and Italy, the higher percentage was for Spain in the female group, and was less for Italian males.
The percentages of each beverage category consumed over the assessment period by gender are
presented in Figures 3 and 4. Water as a beverage category is not included in them. On average, among
men, hot beverages were the most frequently consumed beverages in France, followed by milk in
Spain and alcoholic drinks in Italy, with percentages of 23%, 17%, and 15%, respectively. For women,
the list in decreasing order was hot beverages in France (30%) and milk in Spain (19%). For Italy,
the highest percentage was also for hot beverages (9%).
Table A1 shows the percentiles of beverage consumption (gr/day) of each country among adults
by sex. For both men and women, the main source was water for the three countries. Spain consumed
higher amounts of milk, followed by hot beverages and alcoholic drinks for women and in the opposite
order (alcoholic drinks—hot beverages) by men. For Italy, the highest values were hot drinks for
both men and women, followed by alcoholic drinks for men. For France, the second-most consumed
beverage was hot beverages, followed by milk for women and alcohol for men.
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Table 2. Contribution of food and beverages to total water and energy intake by gender among the populations included.
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Table 1. Demographic and anthropometric details for included study participants from Spain (ANIBES dataset), France (NutriNet-Santé dataset) and Italy
(INRAN-SCAI dataset).
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Figure 1. Daily water intake (g/day) provided by each beverage/food category according to gender
among the populations included. All results are presented in g of water content in each category,
not mean intakes by volume (e.g., g of water in milk, not g of milk consumed).

Figure 2. Percentage of water consumption in the beverage category by country and gender.

Figure 3. Percentage of each category of beverages consumed on average over the assessment period
by men (18–75 years). Water as a beverage is not included in this ﬁgure.
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Figure 4. Percentage of each category of beverages consumed on average over the assessment period
by women (18–75 years). Water as a beverage is not included in this ﬁgure.

Participants who fulﬁlled the EFSA AI recommendations for TWI for men and women (2.5 L and
2.0 L, respectively) were classiﬁed under Criterion 1. Participants with ratios of water/EI >1.0 were
included under Criterion 2 (considering a value of 1 g of water per 1 kcal of EI). Finally, participants
who met both deﬁnitions (Criterias 1 and 2) were classiﬁed under Criterion 3. Following this analysis,
Table 3 shows that the group with the highest percentage of compliance with the criteria was women
in France (51% fulﬁlled Criterion 1, 66% Criterion 2, and 46% Criterion 3). In the case of French men,
no criteria exceeded 50% compliance (30% met Criterion 1, 46% Criterion 2, and 24% Criterion 3).
Furthermore, Criterion 2 obtained the highest percentage of compliance obtained among the three
countries. However, it is very noticeable that women achieved higher rates of compliance than men in
all criteria and in all countries included in the analyses.
Table 3. Combined classiﬁcation for Total Water Intake (TWI) following the established criteria.

EFSA 2.5 L Men; 2.0 L Women
n
Criterion 1: n (%)
Criterion 2: n (%)
Criterion 3 (1 and 2): n (%)

Men

Women

Spain

Italy

France

Spain

Italy

France

865
114 (13)
262 (29)
98 (11)

1202
127 (11)
160 (13)
66 (5)

20636
6281 (30)
9446 (46)
5029 (24)

964
216 (22)
404 (42)
185 (19)

1245
336 (24)
379 (27)
210 (15)

74,303
38,152 (51)
49,135 (66)
34,065 (46)

EFSA: European Food Safety Authority [13]: Criterion 1: TWI >2.5 L men, >2 L women (aged 14 to 75 years);
Criterion 2: Ratio of total water/total energy intakes >1; Criterion 3: Both criteria.

4. Discussion
This study addresses the analysis of beverage intake in adults from three national European
databases from France, Italy, and Spain. Fluid intake was examined using a similar methodology and
the same data classiﬁcation method in the three countries.
The analyses indicate that only women from France complied with the recommended value of
2.1 L (SE 2.4). Spain had the lowest water intake among the three, with 1.7 L (SE 22.9) for men and
1.6 L (SE 19.4) for women. It is evident that the insufﬁcient consumption of water according to EFSA
reference values and the high percentage of adults who did not comply with the recommendation
requires more attention—not only from the scientiﬁc community, but also from the public health and
education communities.
France met EFSA recommendations most closely. Similar situations have happened when the
criterion applied was the ratio between TWI and total EI. However, with this same criterion, the results
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appear to show better compliance for the three countries. Between 50% and 80% of women and
70%–85% of men did not meet EFSA recommendations for water consumption. As we expected, TWI
differed by gender in the three countries, and was always higher for women. This leads one to consider
that women may tend to have healthier lifestyle patterns than men [28], or it is also possible that men
are more likely to underreport ﬂuids than women [29].
Regarding EI, the three countries recorded EIs from beverages of 12%, 8%, and 6% for Spain,
France, and Italy, respectively. These percentages are very close to the 10% proposed by some
international authorities [13,30], who recommended that no more than 10% of daily calorie intake
should come from beverages. It is to be noted that dietary patterns are crucial in determining the
percentage of calories provided by beverages. In our study, the lower percentage (6%) is derived from
the higher EI (2137.9 kcal/day in Italy). In this case, although climate and cultural conditions are
similar, the beverage consumption level is different; French people have a higher water intake than the
others from all sources, and this can be related to a lower EI according to the major sources highlighted
in Figure 1.
The compilation of the three national surveys, conducted with large samples of participants,
which also kept the same classiﬁcation of the beverages, is one of the most important strengths of
this study. It demonstrates that water constitutes the largest proportion of total ﬂuid intake for the
three countries examined. The data of the current analysis are in line with data reported in other
previously-published surveys [31].
The fact remains that there is little information regarding beverage consumption in the EU and
even less that describes patterns of habitual intake. Fluid intake is part of our eating habits; it is
inﬂuenced by climate and by our physiological needs, as well as by our customs. The amount of
liquids consumed and our drinking patterns have consequences on our health status. Although the
purpose of this study was to describe the usual proﬁles of water consumption and drinks in the EU,
and to analyze similarities and differences in the consumption proﬁles of the populations of the regions
studied, we are well aware that three studies are not sufﬁcient to achieve the illustration of the status of
actual water intake in Europe, nor does it reﬂect the possible consequences on health; this is the major
limitation. However, it is enough to show the existing trend of low consumption, which is much more
evident in men than it is in women and in older populations. This point deserves special attention. One
important reason for this is the fact that the proportion of elderly people in the population has been
greatly increasing around the world over the last decade, and these trends are expected to continue [32].
Europe is not unaware of this situation. Since the 1970s, when there were about 3.3 million people over
the age of 65, this number has increased to 7.6 million in Europe, which accounts for more than 17.1%
of the population. The elderly population has a high rate of chronic illness [33], and is more vulnerable
to disease. The evidence of dehydration among this group is well known and documented [34,35].
Dehydration substantially increases the burden of health care in a direct way, as a disease itself,
or indirectly as a comorbidity of other diseases. Therefore, this represents an important public health
issue by imposing a signiﬁcant economic burden [36].
On the other hand, for nutritional epidemiology, the focus of interest is based on estimating
the risk of inadequate beverage intake. Methods of estimating beverage adequacy have changed
over time. We have gone from estimating it from questionnaires or surveys of general food and
beverages (which do not focus attention on beverage intake), to the exclusive use of questionnaires
collecting information on beverage intake, which have been validated with appropriate biomarkers.
However, the complexity and costs underlying the evaluation of beverage consumption do not sufﬁce,
in view of the few exclusive beverage studies that exist in the EU [37]. Current epidemiological studies
that focus on beverage intake have large differences in the values obtained. A signiﬁcant part of
these differences are derived from the methodology used. The choice of an appropriate method is
essential in order to established a precise and reliable record. The use of different methodologies
leads to obtaining such disparate results that they are impossible to compare [2]. Standardization of
procedures for collecting data from different studies is the ﬁrst and most important step to take
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when such studies arise. Our experience suggests that a comparison of different methods results
in a higher water intake when the food frequency questionnaires (FFQ) method for ﬂuid intake is
used [38]. Multiple-day (three or seven days) food records and 24-h dietary recalls have been used
successfully [39,40]. These seem to improve the assessment of water throughout the day, and can be
very useful in nutrition surveys. In fact, in this analysis, we have been forced to discard some studies
that could potentially have been included in the current work due to the high differences in the results
caused by the use of different methodologies.
The interpretation of these results should be carefully considered for a number of reasons.
First, the number of studies that were eligible for inclusion in this analysis was small, which limited
the possibility of showing the real pattern of ﬂuid consumption in Europe. Furthermore, although the
statistical analysis was the same for the three countries included, the difference in the recruitment and
sampling of the studies could explain some of the obtained results. For example, the higher level of
University Education found in the French population [8,26] was because the sample included mostly
volunteers; that is, more educated people for research [41]. Second, the studies were cross-sectional
in design, which provides evidence for associations, but not causal relationships. Furthermore, it is
well-known that intake assessed by self-reports is subject to random and systematic reporting errors,
which may introduce bias into the estimate of water consumption. However, according to the scientiﬁc
literature [42], these kinds of records continue to be the chosen dietary assessment methods for
epidemiological studies.
5. Conclusions
This study attempts to show actual water consumption in some EU countries. It highlights
the need to formulate appropriate health and nutrition policies in order to increase TWI in
these populations.
Without a doubt, Europe needs a collective effort to contribute to standardizing the assessment
of beverage intakes, as well as to minimize the use of inappropriate dietary instruments. The future
of beverage intake assessment requires the use of new instruments and techniques, the application
of available new technologies, and an open discussion regarding the clarity and transparency of the
procedures required.
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Table A1. Percentiles of beverage consumption (g/day) among adults by sex.
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Abstract: Little has been published on the contribution of food moisture (FM) to total water intake
(TWI); therefore, the European Food Safety Authority assumed FM to contribute 20%–30% to TWI.
The aim of the present analysis was to estimate and compare TWI, the percentage of water from
FM and from ﬂuids in population samples of France and UK. Data from 2 national nutrition
surveys (Enquête Comportements et Consommations Alimentaires en France (CCAF) 2013 and
the National Diet and Nutrition Survey (NDNS) 2008/2009–2011/2012) were analyzed for TWI and
the contribution of water from FM and ﬂuids. Children and adults TWI were signiﬁcantly lower in
France than in the UK. The contribution of water from foods was lower in the UK than in France
(27% vs. 36%). As TWI increased, the proportion of water from ﬂuids increased, suggesting that
low drinkers did not compensate by increasing intake of water-rich foods. In addition, 80%–90%
of the variance in TWI was explained by differences in water intake from ﬂuids. More data on the
contribution of FM to TWI is needed to develop more robust dietary recommendations on TWI and
guidance on ﬂuid intake for the general public.
Keywords: total water intake; ﬂuid intake; food moisture; adequate intake

1. Introduction
With increasing recognition of the relationship and understanding of the mechanism between
water and beverage intake, hydration and health [1–4], it is important to develop evidence-based
recommendations and guidelines for water intake. Recommendations, such as those published by
the European Food Safety Authority (EFSA) on adequate intakes (AIs) of total water intake (TWI) [5],
form the basis of public health strategies, intervention programs and food based dietary guidelines.
Recommendations on the AI of total water are based partly (e.g., EFSA) [5], or wholly on population
survey intake data (e.g., Institute of Medicine (IOM)) [6]. It is important to emphasize that these
recommendations are for TWI, i.e., water from ﬂuids (drinking water and water from all other
beverages) and water from foods (food moisture (FM)).
The water content of foods is highly variable. For example, cucumber and lettuce are
approximately 96% water, whole, boiled chicken eggs are 75% water, while digestive (semi-sweet)
Nutrients 2016, 8, 630

203

www.mdpi.com/journal/nutrients

Nutrients 2016, 8, 630

biscuits contain only 2.8% water [7–10]. Clearly, the type and quantities of foods eaten will determine
the contribution of FM in the overall diet to total water intake. Many factors inﬂuence the selection
of foods including food availability, climate, cultural factors, health and economical status, age,
psychosocial factors, religious factors and agricultural practices [11]. As a consequence, the amount of
water obtained from food will vary between individuals and countries. For example, in China, food
contributes 40% of TWI [12] while the IOM in USA estimated, when making its recommendations on
AI of TWI, that, in adults, food contributed only 19% [6]. This was conﬁrmed by a later analysis of
the National Health and Nutrition Examination Surveys (NHANES) that estimated FM to be 19% in
adults (NHANES 1999–2006) [13]. More recently, analyses of NHANES 2005–2010 have estimated FM
to be 17%–25% in adults and 25%–30% in children aged 4–13 years [14,15]. In Mexico, FM has been
estimated to be higher at 34.5% in children and adolescents aged 1–18 years [16] despite high intake of
beverages by children in Mexico [17].
While data on the water content of foods are usually available in food composition tables and
databases, the overall contribution of water in foods to TWI is seldom reported. In a recent survey
of population nutrition and diet surveys in Europe, only one country reported calculating FM [18].
As a consequence of this lack of data, the EFSA assumed that the contribution of FM to TWI was
20%–30% when formulating their recommendations on AI of total water.
Dietary recommendations must be easily understood by the general public enabling them to know
what they should eat and/or drink. Dietary reference values, such as EFSA’s scientiﬁc opinion on
TWI, need to be put into a clear and readily understandable format such as food based dietary
guidelines (FBDG), e.g., the German three-dimensional food pyramid [19], or the UK’s Eatwell
Guide [20]. For TWI, it has to be considered that estimating water from food is difﬁcult, if not
impossible, for members of the general public. Therefore, FBDG should specify quantities of ﬂuids
(water and other beverages). Publications reporting on the mean water content of the population’s
food would facilitate more accurate FBDG on water intake. However, not only the mean but also the
variability of the ratio of water from FM to water from ﬂuid across the population should be analyzed
in order to identify those food and ﬂuids promoting adherence to the AI of water. It is possible that
foods rich in FM may ensure adherence to AI of TWI. In addition, publications of observed intake of
TWI would beneﬁt the development of future recommendations.
Therefore, the aim of the present analysis was to estimate and compare TWI and the contribution
of water from FM and ﬂuids to TWI in two population surveys (France and UK). In addition, it aimed
to compare the ratio of water from FM and Fluids according to deciles of TWI and adherence to EFSA
AIs for TWI.
2. Materials and Methods
Data from two nationally representative population surveys were accessed and analyzed;
the French nutrition survey (called Enquête Comportements et Consommations Alimentaires en
France (CCAF) 2013 translated as the Survey of Nutritional Behavior and Intakes in France) and the
UK’s National Diet and Nutrition Survey (NDNS) 4 Year Rolling Programme 2008/2009–2011/2012.
2.1. The French Nutritional Survey (CCAF 2013)
The French survey was a descriptive, cross-sectional study conducted in 2012–2013 by the Research
Centre for the Study of Life Conditions (CREDOC). This is a non-proﬁt government organization that
studies living and lifestyle conditions in France and periodically collects data about intake of food,
energy, macro- and micronutrients of the French population.
The details of participant recruitment are consistent with the CREDOC methodology [21]. A quota
method, taking into account age, socioeconomic level, region, town size and household size was
used to recruit, through face-to-face interviews, a nationally representative sample of 2000 French
households. The ﬁnal sample for this analysis consisted of 901 children aged 3–18 years and
1062 adults aged 19 years and over. The data collection was conducted between October 2012 and
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July 2013. To control for seasonal differences in intake, the study was carried out in four successive
phases (October–December, January–March, April–mid-June, mid-June–July), during each of which
approximately a quarter of the participants were included.
A seven-day diary was used to assess all dietary intake (ﬂuids and solids). The participants
received written instructions on how to complete the seven-day food and ﬂuid diary. The diary was
used to record information on all eating and drinking occasions throughout the day and for individual
eating occasions. The circumstances of intake (time and location) were noted. Respondents completed
the food diary with the aid of a validated photographic booklet [22], which presented various common
foods and beverages in different portion sizes. Investigators ensured completeness of the seven-day
diary through face-to-face interviews. The water content of reported intakes was obtained from
a recognized French food composition table [23].
2.2. The UK Nutritional Survey (NDNS 2008/2009–2011/2012)
The NDNS is a survey of the health and diet of a nationally representative sample of adults and
children in the UK. The present survey was funded by Public Health England (Department of Health)
and the Food Standards Agency and conducted by NatCen Social Research, MRC Human Nutrition
Research (HNR) and the University College London Medical School. It was conducted as a 4 year
rolling programme from 2008/2009 to 2011/2012 [24] and all seasons were sampled.
One adult (aged 19 years and over) and one child (aged 1.5–18 years) were randomly selected
from individual households. A sample was taken from a list of all addresses in the UK and clustered
into Primary Sampling Units (PSUs) based on small geographical areas, which were randomly selected
from postcode sectors. A sample of 21,573 addresses was then randomly selected from the PSUs,
which had also been randomly selected. A total sample of 4156 individuals aged 1.5 and over (including
386 young children aged 1.5–2 years, 1687 children aged 3–18 years and 2083 adults aged 19 years and
over) completed three or four dietary recording days for years 1–4 combined. To ensure comparability
between age groups of both surveys, data from children aged less than four years was excluded in the
NDNS sample. Some individuals later agreed to be interviewed by a nurse with fewer agreeing to
give blood or urine samples. The data were weighted to minimize selection bias. All relevant research
ethics and governance committees approved the survey.
Subjects were asked to complete a four-day estimated food diary with a randomly selected start
date, which facilitated sampling across all days of the week. An interviewer visited the household to
explain how to keep the four-day food diary. Interviewers visited or phoned the household on day
two or three to check the ongoing diary completion and visited to review and collect the diary no more
than three days after the ﬁnal recording day. Photograph atlases were provided to aid estimation of
portion sizes. Parents or carers assisted children aged 11 years and younger with completion of the
diary. A trained nurse measured height and weight on a subsequent visit.
Completed diaries were coded and entered into HNR’s dietary assessment system (DINO, Diet In
Nutrients Out) that used food composition data from the Department of Health’s NDNS Nutrient
Database to estimate dietary intake of foods, including water and beverages and nutrients, including
energy and water. Computerized raw data ﬁles and documentation from this survey were obtained
under license from the UK Data Archive [25].
The food groups considered as ﬂuids are shown in supplementary materials Table S1. Soup was
categorized as a food and milk as ﬂuid.
2.3. Statistical Analysis
The SAS 9.2 software (SAS Institute Inc., Cary, NY, USA) was used for statistical analysis. The data
of TWI were normally distributed. Continuous variables are presented as mean and standard deviation
as appropriate and dichotomous variables as frequency and percentage. The number and proportion
of participants with an inadequate TWI was calculated by comparing TWI to the age and gender
speciﬁc AI of TWI set by EFSA [5], which are shown in Table 1. General linear models were used to
identify the variation in TWI due to water from ﬂuids or FM.
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Table 1. Dietary reference intakes (adequate intakes) for total water set by the European Food Safety
Authority (EFSA) [5].
Age and Physiological Classes
Infants

Children

680 mL/day through milk
800–1000 mL/day

1–2 years
2–3 years
4–8 years

1100–1200 mL/day
1300 mL/day
1600 mL/day

9–13 years

Adults

Total Water Adequate Intake

0–6 months
6–12 months

Boys
Girls

2100 mL/day
1900 mL/day

>14 years

Same as adults

Men
Women

2500 mL/day
2000 mL/day

Pregnant women
Lactating women
Elderly

+300 mL/day vs. adults
+600–700 mL/day vs. adults
Same as adults

Before analyzing the four waves of NDNS as one sample, a statistical comparison between the
waves was performed. A signiﬁcant difference in TWI between waves was observed only among
subjects aged 11–18 years (p = 0.006), and not among subjects aged 4–10 years, 19–64 years and
≥65 years. Since the difference in TWI between consecutive waves was on average 63 mL/day and
not consistent across age groups, aggregating the four waves for analysis was considered appropriate.
Students’ t-test was used for comparative statistics; a p-value < 0.05 was considered signiﬁcant.
These data were normally distributed and are reported as mean (SD). Data of water intake were not
normally distributed and are reported as median (interquartile ranges (IQR)).
3. Results
There were signiﬁcant differences in demographic data for the two countries as shown in Table 2.
French children were signiﬁcantly lighter (p = 0.002 and 0.001 for males and females, respectively);
however, French children had signiﬁcantly higher energy intakes (p = 0.0007 and < 0.0001 for males
and females respectively). Similarly, UK adults were signiﬁcantly heavier than French adults despite
reporting signiﬁcantly lower energy intakes.
Table 2. Demographics of the both survey samples.
CCAF 2013

NDNS 2008/2009–2011/2012

France

UK

Males

Females

Males

p-Values

Females

Males

Females

828
44 ± 14
145 ± 14
1540 ± 244

0.0002
0.1407
0.007

0.0001
0.5264
<0.0001

1182
72 ± 20
161 ± 8
1588 ± 591

<0.0001
0.3374
0.0018

<0.0001
0.0002
<0.0001

4–18 years
Sample size
Weight (kg)
Height (m)
Energy Intake (kcal/day)

478
41 ± 17
146 ± 23
1906 ± 598

423
41 ± 17
144 ± 21
1636 ± 478

Sample size
Weight (kg)
Height (m)
Energy Intake (kcal/day)

426
78 ± 14
175 ± 8
2229 ± 523

636
65 ± 12
163 ± 6
1832 ± 399

859
45 ± 13
148 ± 15
1802 ± 303

≥19 years
901
85 ± 20
175 ± 10
2109 ± 851

Data are presented as mean ± standard deviation. Abbreviations: CCAF Enquête Comportements et
Consommations Alimentaires en France, NDNS National Diet and Nutrition Survey.
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3.1. Contribution of Water from Food Moisture and Fluids to Total Water Intake According to Country,
Gender and Age Groups
TWI was signiﬁcantly higher in males compared with females in France (p = 0.0055) and the
UK (p < 0.0001) as shown in Table 3. Mean TWI in French children was signiﬁcantly lower than UK
children (p = 0.019). The contribution of water from ﬂuids was consistently higher in the UK than in
France, overall (73% vs. 64%) and for each age and gender category. In France, males had a higher
proportion of water coming from ﬂuids; however, in the UK, there was little difference between the
genders for all age groups. Water intake from ﬂuids and food moisture were signiﬁcantly higher in UK
adults than in French adults (both p < 0.0001).
Table 3. Contribution of water from food and ﬂuids to total water intake (TWI) according to country,
gender and age groups.
TWI

Water from Fluids

N

(mL/Day) *

(mL/Day) *

% TWI

(mL/Day) *

Water from Food
% TWI

Males

252

1254 (1074–1519)

738 (616–912)

61%

483 (405–606)

39%

Females

194

1213 (1016–1519)

752 (585–948)

64%

450 (372–549)

36%

Males

226

1510 (1255–1818)

951 (740–1182)

62%

560 (473–689)

38%

CCAF 2013—France
4–10 years
11–18 years
19–64 years

≥65 years

Females

229

1382 (1143–1649)

846 (676–1055)

64%

520 (394–617)

36%

Males

324

1922 (1559–2273)

1188 (921–1573)

65%

671 (538–814)

35%

Females

492

1763 (1437–2143)

1139 (840–1458)

66%

597 (488–745)

34%

Males

102

1929 (1699–2325)

1115 (874–1420)

59%

810 (664–972)

41%
39%

Females

144

1921 (1633–2373)

1130 (882–1460)

61%

782 (638–923)

4–18 years

total

901

1358 (1114–1645)

825 (650–1055)

65%

508 (402–611)

35%

≥19 years

Males

426

1923 (1591–2281)

1186 (916–1532)

62%

697 (569–858)

38%

≥19 years

Females

636

1796 (1479–2199)

1135 (847–1458)

65%

631 (508–795)

35%
33%

NDNS 2008/2009–2011/2012—UK
4–10 years
11–18 years
19–64 years

≥65 years

Males

414

1253 (1045–1509)

837 (664–1056)

67%

418 (343–502)

Females

389

1225 (1016–1470)

789 (627–994)

67%

411 (328–508)

33%

Males

445

1588 (1289–1978)

1110 (860–1486)

72%

463 (367–570)

28%

Females

439

1348 (1083–1678)

934 (699–1249)

72%

392 (316–482)

28%

Males

710

2415 (1890–3018)

1793 (1306–2369)

76%

573 (457–732)

24%

Females

945

2060 (1692–2578)

1522 (1150–1981)

75%

536 (413–656)

25%

Males

191

2260 (1796–2703)

1645 (1200–2026)

72%

628 (503–764)

28%
28%

Females

237

2002 (1692–2468)

1466 (1170–1840)

72%

567 (460–665)

4–18 years

total

1687

1352 (1102–1686)

920 (692–121)

67%

416 (337–522)

33%

≥19 years

Males

901

2386 (1875–2968)

1745 (1292–2289)

76%

591 (469–739)

24%

≥19 years

Females

1182

2050 (1692–2559)

1510 (1153–1921)

72%

542 (425–658)

28%

* Data presented as median (25th–75th percentile); Abbreviations: CCAF Enquête Comportements et
Consommations Alimentaires en France, NDNS National Diet and Nutrition Survey, TWI total water intake.

3.2. Contribution of Water from Food Moisture and Fluids to TWI According to Deciles of Total Water Intake
Figure 1 shows TWI and the proportion of water from food and ﬂuids split into deciles for male
adults. In both countries, as TWI increased, the proportion of water from ﬂuids increased accordingly.
The ﬁnding was consistent in the female adults (supplementary materials Figure S1) and children
(supplementary materials Figure S2).
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Figure 1. Volume and contribution to total water intake of water from ﬂuid and food moisture in
the male adult sample of the French 2013 survey called Enquête Comportements et Consommations
Alimentaires en France (CCAF) (a,b) and the UK surveys called National Diet and Nutrition Survey
(NDNS) 2008/2009–2011/2012 (c,d).

Figure 2 shows the relationship between TWI and water from food or ﬂuids in adults (male and
female) in France (a) and the UK (b). There was a higher correlation between TWI and water from
ﬂuids than between TWI and water from FM for adults in France (R2 = 0.8002 vs. R2 = 0.3098) and
the UK (R2 = 0.9088 vs. R2 = 0.2203). These regressions suggested that 80%–90% of the variance in
TWI was explained by differences in water intake from ﬂuids. In children, the variance in TWI was
explained by differences in water from ﬂuids and to a lesser extent with water from foods (R2 = 0.7612
vs. R2 = 0.4766 in France and R2 = 0.8868 vs. R2 = 0.2699 in the UK; supplementary materials Figure S3).

Figure 2. Water from food moisture (in blue) or total ﬂuid intake (in red) as a function of total water
intake in the adult sample of the French CCAF 2013 survey (a) and the UK NDNS 2008/2009–2011/2012
surveys (b).
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3.3. Contribution of Water from Food Moisture and Fluids to TWI According to Adherence to EFSA
Adequate Intake
In both countries, most children (88%–90%) had TWI below the EFSA recommendations for AI
(Table 4). Fewer adults achieved the EFSA recommendations in France than in the UK; women were
consistently more likely to have adequate intakes than men. In France, those who achieved the
recommendations drank more than those who did not: children drank about 629 mL more and adults
804–884 mL more, representing a 6% to 7% higher contribution of water from ﬂuids than from food.
In the UK, there was a mean difference of 920–986 mL in water from ﬂuids between those who achieved
the recommendations and those who did not. This represented a 10% higher contribution of water
from ﬂuids to TWI than from food.
Table 4. Contribution of water from food moisture and water from ﬂuids to total water intake of
children (3–18 years), male and female adults (≥19 years) in France and UK according to intakes above
or below the EFSA adequate intake (AI) of total water [5].
TWI

Water from Fluids

N (%)

mL/Day *

mL/Day *

% TWI

Water from Food
mL/Day *

<AI

811 (91%)

1310 (1082–1528)

786 (629–985)

62%

498 (398–593)

38%

≥AI

85 (9%)

2079 (1849–2276)

1450 (1233–1641)

68%

627 (505–800)

32%

<AI

435 (84%)

1832 (1534–2144)

1102 (879–1371)

62%

675 (546–810)

38%

≥AI

82 (16%)

2752 (2609–3100)

1928 (1680–2195)

68%

870 (731–1093)

32%

<AI

361 (64%)

1592 (1338–1776)

950 (754–1131)

61%

574 (473–714)

39%

≥AI

199 (36%)

2384 (2167–2689)

1585 (1405–1964)

69%

778 (607–960)

31%
32%

% TWI

CCAF 2013—France
Children
Male adults
Female adults

NDNS 2008/2009–2011/2012—UK
Children
Male adults
Female adults

<AI

1477 (88%)

1288 (1056–1526)

864 (675–1093)

68%

404 (329–502)

≥AI

210 (12%)

2186 (1893–2665)

1688 (1349–2161)

78%

520 (405–637)

22%

<AI

495 (56%)

1922 (1586–2204)

1326 (1089–1615)

71%

528 (422–658)

29%

≥AI

406 (44%)

3086 (2794–3579)

2377 (2072–2883)

79%

682 (540–834)

21%

<AI

538 (47%)

1661 (1396–1831)

1141 (907–1301)

69%

477 (374–580)

31%

≥AI

644 (53%)

2493 (2227–2932)

1894 (1648–2312)

77%

606 (483–710)

23%

* Data presented as median (25th–75th percentile); Abbreviations: AI adequate intake, CCAF Enquête
Comportements et Consommations Alimentaires en France, NDNS National Diet and Nutrition Survey,
TWI total water intake.

4. Discussion
Given the increasing interest in water intake and health, it is important that population studies be
designed and executed with due consideration of the methodological issues inherent in recording ﬂuids.
In addition to reporting, detailed information on TWI and its sources is essential. Therefore, this study
aimed to analyze and report the contribution of water from ﬂuids and food moisture to TWI in
two nationally representative surveys. Independently of gender, adults (≥19 years) in the French
survey had lower TWI intakes compared with UK adults. This ﬁnding is mirrored in studies of total
ﬂuid intake (TFI) with French adults having lower intakes compared with those in the UK [26]. The
TWI observed in the 2008/2009–2011/2012 NDNS is comparable to the analysis of the 2002/2001
NDNS data, which showed that adult men had a TWI of 2.53 ± 0.86 L/day and women a TWI of
2.03 ± 0.71 [27]. The TWI of children was comparable to analyses of other TFI data sets that also
showed lower TFI in French children compared with the UK [28]. The TWI for French children was
comparable to data from another French national survey (INCA) conducted in 2006/2007 [29]. Data on
TWI in children in the UK from other analyses have not been published to date.
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Regardless of the difference in TWI between both surveys, many children and adults in both
countries had TWI below the EFSA (2010) AIs. This was especially true for children, nearly 90% of
whom had a TWI lower than the AI. However, the median intakes for UK adults were close to the
recommendations. The French results are similar to those of Vieux et al. who reported that 89%–93% in
children aged 4–13 years had intakes less than EFSA’s AIs [29]. No comparable studies are available on
TWI for the UK, although Iglesia et al. [28] and Gandy [30] have reported that 30%–56% of children and
adolescents did not achieve the AIs when estimating TFI alone. Despite these differences, the present
study and previous analyses show that the observed median intake of the sample is lower than the
age- and gender-speciﬁc AI. However, when making such comparisons, it is important to consider
the purpose of the AIs and how they were developed, and to only draw generalizable conclusions.
The AIs are partly based on population intakes and are designed for population comparisons not
for use in individuals. It is also important to note that, in the absence of hydration biomarkers,
an intake below AI does not automatically equate to underhydration or dehydration. However, there is
increasing evidence that, in children, dehydration and an increased ﬂuid intake may impact cognitive
and physical performance, and overall well-being [31–33]. Therefore, it would seem prudent to include
biomarkers in future surveys in order to establish if those with reported low TWIs are at risk of mental
and/or health issues.
There are undoubtedly many reasons for the differences in TWI between French and UK adults
including climate, physical activity, assessment method and psychosocial factors. It is doubtful that
these differences could be explained by climate, as while Northern France has a climate similar to the
UK, the south is generally hotter than the UK. Likewise, since activity levels are low in both samples,
they are unlikely to be explained by differences in physical activity levels. In addition, differences
in methodologies may have contributed to these differences, even though both surveys used food
diaries. Social factors are likely to explain some, if not most, of the variation. Dietary intake patterns
vary between the countries. For example, Bellisle et al. estimated that, in France, 80%–87% of TFI was
drunk during meals [34], and similarly Vieux et al. estimated that nearly 70% of all ﬂuids are being
consumed during three principle meals [29]. In the UK, the opposite was observed in a ﬂuid speciﬁc
survey; up to 70% of beverages were consumed outside of meals [30], when there are obviously more
opportunities to consume ﬂuids.
The importance of ﬂuid intake to obtain a higher TWI was conﬁrmed in the present analysis when
looking at the contribution of FM to TWI. Indeed, the regression analyses demonstrated that differences
in TWI were predominately due to differences in the amount of water from ﬂuids. This was conﬁrmed
by the analysis of the ratio of FM and water from ﬂuids by deciles of TWI; as the contribution of water
from ﬂuids to TWI increased 13%–20% between the ﬁrst and tenth deciles in male adults in France and
UK, respectively. However, the volume of this increase appeared more important (e.g., difference in
male adults 1532 mL in France and 2991 mL in the UK). This analysis also suggests that participants
with a low water intake from ﬂuids did not compensate by having a higher intake of FM.
The mean percentage contribution of water from FM to TWI in the UK sample was consistently
lower due to more ﬂuids being consumed than among the French sample—27% and 36%, respectively.
Similar values have been reported from earlier surveys in France: using data from the 2002/2003 CCAF
survey Bellisle et al. estimated FM to be 36%–38% in French children and 36%–41% in French adults [34].
Similarly, Vieux et al. estimated FM to be 40% of TWI in French children aged 4–13 years [29]. In the
UK, no speciﬁc data on FM have been reported for children; however, values of 23%–32% for all
age groups (1.5–64 years) [35] and 25% in adults [27] have been reported, values in line with those
in the present analysis. In other European countries, FM levels of 33%–38% have been reported in
German children [36] and 32% for 9–75 year olds in Spain [37]. O’Connor has reported a FM of 33%
for adults in the Republic of Ireland [38]. Therefore, the current analysis and the existing literature
seem to conﬁrm the EFSA’s assumption that FM contributes for 20%–30% to TWI. However, this
ratio may not be applicable to all European countries [5]. It would be beneﬁcial if future national
food surveys record and report both TWI and the contribution of water from FM and ﬂuids. More

210

Nutrients 2016, 8, 630

primary data published on this topic will enable the development of robust dietary recommendations
on TWI. Moreover, further exploration of the contribution of speciﬁc foods, especially high water
content foods such as fruit and vegetables, to total FM may yield additional insight into these country
differences, as would an exploration of social differences between countries regarding drinking and
eating behavior.
The present analysis has several strengths. Both surveys used an estimated food diary, a method
that is considered to be the most robust available dietary assessment method [39]. Using surveys
with the same assessment method was a selection criterion since different methods could create a bias
in the results. For example, ﬂuids can be underestimated when intake is assess with a 24 h recall
and, consequently, this could bias the ratio of water from FM/water from ﬂuids [40]. The collection
of data across all seasons in both surveys will have minimized seasonal variations in food choices
e.g., variation in type and quality of fruit and vegetables or ﬂuids consumed. Such variations would
have inﬂuenced the ﬁndings in this study due to variations in FM.
However, some limitations in the present analysis must be acknowledged besides those inherent
in dietary surveys. While both surveys are considered representative of the respective country’s
populations, the sampling methods were slightly different. The data from the UK is a summary
of four years of a rolling program as opposed to France’s one year survey, which is repeated on
a three-year basis. This resulted in signiﬁcantly different sample sizes, with over twice as many
subjects being surveyed in the UK compared with France. Additionally, in France, a seven-day diary
was used while a four-day diary was used in the UK. However the four-day diary used by NDNS was
validated against the previously used seven-day diary, and, therefore, is considered as representative
and comparable [41]. Any dietary survey is subject to potential errors inherent in the methodology,
for example underreporting. In this analysis, energy intake was lower than in the UK than in France,
despite UK children and adults being heavier. Interestingly, TWI and its sources were lower in France,
clearly demonstrating the need for methodologies validated for speciﬁc nutrients.
5. Conclusions
The ﬁndings, together with the current literature, indicated that TWI and the contribution of
water from FM and ﬂuids were variable between countries. Also within one country, TWI as well as
the contribution of water from FM varied greatly. More publications of primary data analysis from
more countries on this topic are needed to develop more robust dietary recommendations on TWI and
FBDG, preferably on ﬂuid intake in addition to TWI. Water from ﬂuids was shown to be the main
driver of TWI. Encouraging the consumption of ﬂuids, especially drinks that do not contribute to total
energy intake such as water, seems therefor appropriate to increase TWI to the levels recommended
by EFSA.
Supplementary Materials: The following are available online at http://www.mdpi.com/2072-6643/8/10/630/s1,
Figure S1: Volume and contribution to total water intake of water from ﬂuid and FM in the female adult sample of
the French CCAF 2013 survey (a,b) and the UK NDNS (c,d) 2008/2009–2011/2012 surveys, Figure S2: Volume
and contribution to total water intake of water from ﬂuid and food moisture in the children’s sample of the
French CCAF 2013 survey (a,b) and the UK NDNS (c,d) 2008/2009–2011/2012 surveys, Figure S3: Water from
food moisture (in blue) or total ﬂuid intake (in red) as a function of total water intake in the children’s sample
(4–18 years) of the French CCAF 2013 survey (a) and the UK NDNS 2008/2009–2011/2012 surveys (b), Table S1:
the categorization and codes of ﬂuids used in analysis of the CCAF survey and NDNS survey.
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Abstract: Background: Water consumption as a vital component of the human diet is under-researched
in dietary surveys and nutrition studies. Aim: To assess total water and ﬂuid intakes and examine
demographic, anthropometric, and dietary factors associated with water consumption in the
Australian population. Methods: Dietary intake data from the 2011 to 2012 National Nutrition
and Physical Activity Survey were used. Usual water, ﬂuid and food and nutrient intakes were
estimated from two days of dietary recalls. Total water includes plain drinking water and moisture
from all food and beverage sources; total ﬂuids include plain drinking water and other beverages,
but not food moisture. Results: The mean (SD) daily total water intakes for children and adolescents
aged 2–18 years were 1.7 (0.6) L for males and 1.5 (0.4) L for females, and for adults aged 19 years and
over were 2.6 (0.9) L for males and 2.3 (0.7) L for females. The majority of the population failed to
meet the Adequate Intake (AI) values for total water intake (82%) and total ﬂuids intake (78%) with
the elderly at highest risk (90%–95%). The contributions of plain drinking water, other beverages
and food moisture to total water intake were 44%, 27%, and 29%, respectively, among children and
adolescents, and 37%, 37% and 25% among adults. The main sources of other beverages were full-fat
plain milk and regular soft drinks for children and adolescents, and tea, coffee, and alcoholic drinks
for adults. For adults, higher total water intake was associated with lower percent energy from fat,
saturated fat, and free sugars, lower sodium and energy-dense nutrient poor food intakes but higher
dietary ﬁbre, fruit, vegetable, caffeine, and alcohol intakes. No associations were found between
total water consumption and body mass index (BMI) for adults and BMI z-score for children and
adolescents. Conclusion: Reported water consumption was below recommendations. Higher water
intakes were suggestive of better diet quality.
Keywords: water intake; dietary pattern; drinking water; diet quality; adults; children

1. Introduction
Water is an essential nutrient required for most of the body’s functions. Evidence suggests
that severe dehydration is associated with various clinical conditions, including impaired mental
and physical performance, hypertension, urolithiasis, stroke, and certain cancers [1,2]. Even mild
dehydration has been shown to impair cognitive functioning, alertness, and exercise capacity [3–5].
Despite the consistent evidence linking low water consumption and adverse health outcomes, water
intake estimation in free-living populations with ad libitum access to water is lacking.
Recommended intakes for water have been set by a number of organizations although there
is no single level of water intake that would ensure adequate hydration and optimal health in
all environmental conditions. Requirements vary widely according to environmental conditions,
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physical activity, dietary intake and individual metabolism. The World Health Organization (WHO)
guidelines [6] recommend 2.9 L per day for males and 2.2 L for females to maintain hydration,
assuming average sedentary adults under average conditions. In reality, there is substantial scientiﬁc
evidence relating to differences in water intake across gender, age, anthropometric, and socio-economic
subgroups [7–10].
In Australia, the recommended Adequate Intake (AI) for total water (both ﬂuids and food
moisture) and total ﬂuids (excluding food moisture) are set by the National Health and Medical
Research Council (NHMRC) and are derived from the median intake estimates from the National
Nutrition Survey [2]. The AIs for total water intake (including food moisture) for adults is 3.4 L for
males, 2.8 L for females and 1.4–2.2 L for children/adolescents depending on age and gender [2].
The AIs for total ﬂuids are set at 2.6 L for adult males, 2.1 L for adult females, and 1.0–1.9 L for
children/adolescents.
The Australian Dietary Guidelines (ADG) encourage water as the ﬂuid of choice and as a general
guide for ﬂuids, suggest about 4–5 cups of ﬂuids a day for children up to 8 years, about 6–8 cups for
adolescents, 8 cups for women (9 cups in pregnancy and lactation) and 10 cups for men [11]. There is
currently little available data on water and ﬂuid intake, beverage sources of intake, and whether
recommendations are being met in the Australian population. Although many commonly consumed
ﬂuids provide water, they may also be acidic such as low-joule soft drink or contain added sugar,
alcohol or caffeine. Recent evidence from the U.S. suggests that plain drinking water consumption is
associated with better diet quality [12], and substituting water for sugary beverages is associated with
reduced energy consumption and improved body weight management in both children/adolescents
and adults [13,14]. However, knowledge of the role of water consumption on diet quality in the
Australian population remains limited.
The present study aimed to assess total water and ﬂuid intakes in a nationally representative
sample of the Australian population and to examine demographic, anthropometric, and dietary
correlates of total water consumption. The secondary aim was to examine the relationship between
plain drinking water consumption and dietary factors. These ﬁndings will provide fundamental
information for future guidelines and may assist further research in the area of water consumption
and diet quality, demographic features, and speciﬁc health outcomes.
2. Materials and Methods
2.1. Respondents and Water Intake Data Collection
The present study analysed data from the National Nutrition and Physical Activity Survey
(NNPAS) 2011–2012, undertaken by the Australian Bureau of Statistics (ABS). The survey was
conducted between May 2011 and June 2012, in adults and children/adolescents aged two years
and over. Ethics approval for the survey was granted by the Australian Government Department
of Health and Ageing Departmental Ethnics Committee in 2011. Further details about the scope
and the methodology of the survey are available from the NNPAS Users Guide [15]. A total
of 12,153 respondents were interviewed face-to-face for the collection of dietary intake data
using an Automated Multiple-Pass 24-h recall [15] and a second 24-h recall was collected from
7735 respondents via a telephone interview. Respondents were speciﬁcally probed regarding
water intake and other beverages. After each 24-h recall the respondents were asked additional
questions about the intake and main source of plain drinking water. This systematic process has
been validated to be effective in maximizing the respondents’ ability to recall and report foods
eaten in the previous 24 h [15]. For children under 15 years of age, parents/guardians were used
as proxies. Where permission was granted by a parent/guardian, adolescents aged 15–17 years
old were interviewed in person. If permission was not granted, questions were answered by an
adult [15]. The validity of proxy report for children’s 24-h dietary intake data collection has been
reported previously [16]. A food composition database, AUSNUT 2011–2013, developed speciﬁcally
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for NNPAS 2011–2012, was used to estimate water, ﬂuid, food moisture, foods, beverages, and nutrient
intakes [17].
2.2. Water, Moisture, and Food Sources
In this study, intake of total water was deﬁned as plain drinking water plus other beverages,
and food moisture, in line with the descriptions in the Nutrition Reference Values for Australia and
New Zealand [2]. Plain drinking water included tap water (domestic tap, tank or rain water) and
bottled water (packaged with- and without fortiﬁed water). Other beverages included moisture
obtained from tea (regular, decaffeinated and herbal tea), coffee (regular, decaffeinated and coffee
beverage), fruit/vegetable juice (freshly and commercially prepared, fortiﬁed fruit juice), fruit drinks
(ready to drink, prepared from concentrated and dry powder), regular/diet cordial, regular/diet soft
drinks, energy/sport drinks, full/reduced fat milk, ﬂavoured milk, milk substitute, alcoholic drinks,
and other ﬂavoured and non-ﬂavoured beverage drinks. Water used to dilute concentrated drinks
was categorized according to the beverage type. Milk added to tea, coffee, and breakfast cereal was
separated and categorized according to milk type.
2.3. Anthropometry, Demographic, and Other Characters
Respondents’ weight, height, and waist circumference (WC) were objectively measured.
Body Mass Index (BMI) for adults was calculated as weight (kg) divided by height squared (m2 ).
BMI z-scores for children/adolescents were calculated using World Health Organization age-and
gender-speciﬁc growth charts [18]. Age groups were categorized based on the NNPAS age categories
(2–3, 4–8, 9–13, 14–18,19–30, 31–50, 51–70, and 70+ years) and socio-economic quintiles were based on
the Socio-Economic Index of Disadvantage for Areas (SEIFA), where the ﬁrst SEIFA quintile indicates
the most disadvantaged areas [19]. Lifestyle factors including total minutes of physical activity during
the past week and total sleep duration the day prior to the interview were self-reported at the time
of interview.
2.4. Dietary Factors
The term “core food groups” as used in this study refers to grains, vegetables, fruits,
dairy products, and meat and alternatives, as described in the Australian Guide to Healthy Eating
(AGHE) [11,20]. To assess consumption of all foods within a food group, all individually recorded
food items and foods as part of a mixed dish were included. The individual food components from
a mixed dish were estimated using the AUSNUT 2011–2013 recipe ﬁle [17] and were classiﬁed under
their respective core food group. Discretionary foods (solid) such as cakes, biscuits, confectionary,
deep-fried fast foods, and processed meat, and discretionary beverages such as soft drinks, fruit drinks
and alcoholic drinks are deﬁned as “foods high in saturated fat and/or added sugars, added salt or
alcohol and low in ﬁbre” and were categorized accordingly [19].
2.5. Misreporting
Misreporting has been identiﬁed in the NNPAS 2011–2012 survey, with 16%–26% of the
respondents classiﬁed as under-reporting total energy intake [19]. To enable a more accurate
interpretation of dietary data, it has been suggested that analysis be conducted with and without
potential under- and over-reporters [21–23]. Plausible reporters were identiﬁed based on the Goldberg
cut-off (energy intake: basal metabolic rate 0.92–2.17 for usual intake from 2 days’ data) [24].
The Goldberg cut-offs have been validated for use with data from 24-h recalls [25]. In this paper, only
the results from plausible-reporters are presented.
2.6. Statistical Analysis
Statistical analyses were performed using SPSS for Windows 22.0 software (IBM Corp.
Released 2013. IBM SPSS Statistics for Windows, Version 22.0., Armonk, NY, USA). Respondent’s usual
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intakes of plain drinking water, other beverages, food moisture, core food groups, and discretionary
foods/beverages from the two 24-h recalls were analysed using the Multiple Source Method [26]
(presented in Tables 1, 2 and 4 and Figure 1). Only the ﬁrst day of recall was used to examine
proportions of contributions to total water intake (Table 3 and Figure 2). Descriptive statistics were
used to report the total water intake according to different characteristics. Children/adolescents and
adults were analysed separately and also by gender due to the different recommended intakes [2].
Data were presented as the per capita mean and standard deviation (SD), median and the 25th and
75th percentiles, or as a percentage (%). Total water intake was categorized into quartiles to assess
respondents’ characteristics and dietary intakes. Chi-square tests and ANOVA analysis were used
to assess the differences between proportions and to compare mean differences in consumption
and linear trends where appropriate. Median differences were compared using Kruskal-Wallis tests.
Multiple linear regression methods were used to examine the relationship between usual plain drinking
water intake and covariates including gender, age, socio-economic status, and dietary factors, adjusted
for total energy intake and physical activity level. For all tests, a p-value of < 0.05 was considered
statically signiﬁcant.
3. Results
3.1. Total Water Intake
Data presented in Table 1 show total water intake in children/adolescents and adults, by gender
and age groups. Per capita total water intakes for children/adolescents were 1.7 L and 1.5 L for
boys and girls, respectively, and for adults were 2.6 L and 2.3 L for males and females, respectively.
Total water intake increased with older age in children/adolescents (ANOVA trend p < 0.001) but
declined for adults (p < 0.001). Large variation was observed in the inter-quartile ranges for ﬂuids
intake particularly for adolescent boys and adult males.
Total water intake and total ﬂuids intake were compared to age and gender speciﬁc AI values
(Figure 1). Overall, about 18% of the respondents met AI for total water, and 22% met AI for total
ﬂuids. These proportions did not vary signiﬁcantly between age groups for children/adolescents,
but declined with increasing age in adults (p < 0.001) with only 5% of men and 10% of women aged
over 71 years meeting the AI.
Table 2 presents the demographic, anthropometric, lifestyle, and dietary characteristics by quartile
of total water intake. Age, gender, season of interview, country of birth and socioeconomic status were
signiﬁcantly associated with total water intake among children/adolescents and/or adults, and were
thus adjusted for in subsequent analysis.
Among children/adolescents, total water intake was positively associated with waist
circumference, but not BMI z-score. Children/adolescents reporting higher total water intake had
greater intakes of energy, protein (as percent energy, %E), dietary ﬁbre (%E), and fruit (g/Mj) and
dairy products (g/Mj) but lower total fat (%E), saturated fat (%E), free sugar (%E), sodium (mg/Mj),
and discretionary foods (g/Mj).
Among adults, being born in non-English speaking countries and categorized in the lowest
socio-economic quintile were associated with lower total water intake. No BMI gradient for total
water intake was observed. Adults reporting higher total water intake also reported higher intakes of
energy, dietary ﬁbre (%E) and caffeine (mg/Mj) but lower intakes of total fat (%E), saturated fat (%E),
total carbohydrates (%E), free sugar (%E), sodium (mg/Mj). Higher food densities of vegetable, fruits,
dairy products, and alcoholic drinks but lower densities of grains and discretionary foods/beverages
were also reported by those with higher total water intakes.
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3.2. Sources of Water
The contributions from different sources to total water intake are presented in Table 3.
Plain drinking water, mostly obtained from tap water, was the most common source of total water
intake, but children/adolescents and adults reported different choices of other beverages.
Among children/adolescents the contributions of plain drinking water, other beverages, and food
moisture to total water intake were 44.1%, 26.9%, and 29.0%, with full-fat plain milk being the most
common other beverage followed by regular soft drinks and fruit juice. Analysis of different sources
of total water intake by age indicated that older children/adolescents reported a higher proportion of
total water from tea/coffee, soft/sports drinks, and alcoholic drinks but a lower proportion from juice,
fruit drinks/cordials and milk.
Among adults, the proportions of plain drinking water, other beverages, and food moisture
to total water intake were 37.4%, 25.2%, and 37.4%. Apart from plain drinking water, tea, coffee,
and alcoholic drinks were the largest contributors to total water intake, with older adults reporting
larger proportions of total water intake from tea, coffee, reduced fat and skim milk, and food moisture
compared with younger adults.
Figure 2 summarises the principal sources of total water intake by gender. Among children/
adolescents, girls reported higher proportions from plain drinking water and food moisture
compared to boys. Boys reported larger proportions of soft/sports drinks, fruit drinks/cordials,
and alcoholic drinks than girls. Among adults, females were more likely than males to consume plain
drinking water and tea/coffee, whereas males consumed higher proportions of soft/sports drinks,
fruit drinks/cordials, and alcoholic drinks than females. Notably, adult males reported higher intakes
of other beverages (39.4% total water intake) than plain drinking water (34.7%) (p < 0.001).
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Table 1. Total water and total ﬂuids intakes (L) by gender and age groups.
Children/Adolescents

p-Value *

Age (Years)

2–18

2–3

4–8

9–13

14–18

n

1017

159

295

294

269

Total water

AI
Mean (SD)
Median (IQR)

1.7 (0.6)
1.6 (1.3–2.0)

1.4
1.2 (0.4)
1.2 (1.0–1.4)

1.6
1.5 (0.4)
1.4 (1.2–1.7)

2.2
1.7 (0.5)
1.7 (1.4–2.0)

2.7
2.1 (0.6)
2.0 (1.6–2.5)

<0.001
<0.001

Total ﬂuids

AI
Mean (SD)
Median (IQR)

1.2 (0.5)
1.1 (0.9–1.5)

1.0
0.9 (0.3)
0.8 (0.6–1.1)

1.2
1.0 (0.4)
1.0 (0.8–1.2)

1.6
1.3 (0.4)
1.2 (1–1.5)

1.9
1.6 (0.6)
1.5 (1.1–1.9)

<0.001
<0.001

Food
moisture

Mean (SD)
Median (IQR)

0.4 (0.2)
0.4 (0.3–0.5)

0.4 (0.1)
0.3 (0.3–0.4)

0.4 (0.1)
0.4 (0.3–0.5)

0.5 (0.1)
0.4 (0.4–0.6)

0.5 (0.2)
0.5 (0.4–0.6)

<0.001
<0.001

n

953

160

276

295

222

Total water

AI
Mean (SD)
Median (IQR)

1.5 (0.4)
1.4 (1.1–1.7)

1.4
1.1 (0.3)
1.1 (0.9–1.3)

1.6
1.3 (0.3)
1.2 (1.1–1.5)

1.9
1.3 (0.3)
1.6 (1.3–1.8)

2.2
1.7 (0.5)
1.7 (1.4–2)

<0.001
<0.001

Total ﬂuids

AI
Mean (SD)
Median (IQR)

1.0 (0.4)
1.0 (0.8–1.3)

1.0
0.8 (0.3)
0.7 (0.6–0.9)

1.2
0.9 (0.3)
0.8 (0.7–1.1)

1.4
1.1 (0.4)
1.1 (0.9–1.3)

1.6
1.3 (0.4)
1.2 (1.0–1.5)

<0.001
<0.001

Food
moisture

Mean (SD)
Median (IQR)

0.4 (0.1)
0.4 (0.3–0.5)

0.4 (0.1)
0.4 (0.3–0.4)

0.4 (0.1)
0.4 (0.3–0.5)

0.5 (0.1)
0.4 (0.4–0.5)

0.5 (0.2)
0.4 (0.3–0.5)

<0.001
<0.001

Age (Years)

19+

19–30

31–50

51–70

71+

p-Value

n

2999

553

1160

925

361

Total water

AI
Mean (SD)
Median (IQR)

3.4
2.6 (0.9)
2.4 (2.0–3.0)

3.4
2.8 (1.0)
2.6 (2.1–3.3)

3.4
2.7 (0.9)
2.5 (2.1–3.1)

3.4
2.5 (0.8)
2.4 (2–2.9)

3.4
2.2 (0.6)
2.1 (1.8–2.5)

<0.001
<0.001

Total ﬂuids

AI
Mean (SD)
Median (IQR)

2.6
2.0 (0.8)
1.8 (1.4–2.4)

2.6
2.2 (0.9)
2.0 (1.6–2.7)

2.6
2.1 (0.8)
2.0 (1.6–2.5)

2.6
1.9 (0.7)
1.8 (1.4–2.3)

2.6
1.6 (0.5)
1.5 (1.2–1.8)

<0.001
<0.001

Food
moisture

Mean (SD)
Median (IQR)

0.6 (0.2)
0.6 (0.4–0.7)

0.6 (0.2)
0.5 (0.5–0.7)

0.6 (0.2)
0.5 (0.4–0.7)

0.6 (0.2)
0.6 (0.5–0.7)

0.6 (0.2)
0.6 (0.5–0.7)

ns
ns

n

3233

548

1189

1024

472

Total water

AI
Mean (SD)
Median (IQR)

2.8
2.3 (0.7)
2.2 (1.8–2.7)

2.8
2.2 (0.7)
2.1 (1.8–2.6)

2.8
2.4 (0.7)
2.3 (1.9–2.7)

2.8
2.3 (0.7)
2.2 (1.8–2.7)

2.8
2.0 (0.6)
2.0 (1.6–2.3)

<0.001
<0.001

Total ﬂuids

AI
Mean (SD)
Median (IQR)

2.1
1.8 (0.6)
1.7 (1.3–2.1)

2.1
1.7 (0.6)
1.6 (1.3–2.1)

2.1
1.9 (0.7)
1.8 (1.4–2.2)

2.1
1.8 (0.6)
1.7 (1.3–2.1)

2.1
1.5 (0.5)
1.4 (1.1–1.8)

<0.001
<0.001

Food
moisture

Mean (SD)
Median (IQR)

0.5 (0.2)
0.5 (0.4–0.6)

0.5 (0.2)
0.5 (0.4–0.6)

0.5 (0.2)
0.5 (0.4–0.6)

0.5 (0.2)
0.5 (0.4–0.6)

0.5 (0.2)
0.5 (0.4–0.6)

ns
ns

Males

Females

Adults

Males

Females

* p-value for trends analysis (ANOVA) for means; Kruskal-Wallis tests for medians; ns: not statistically
signiﬁcant; AI: Adequate Intake (L/day); IQR: 25th–75th percentile; SD: Standard Deviation.
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Figure 1. The proportion of the respondents (%) meeting the adequate intake (AI) for total water intake and total ﬂuids intake. * signiﬁcant trend with age (ANOVA)
(p < 0.001).
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213.1 (20.1)
593.2 (8.3)
0.19 (0.1)
7.8 (0.2)
15.7 (0.4)
31.5 (0.6)
14.1 (0.4)
50.2 (0.7)
11.4 (1.8)
2.0 (0.1)
285.6 (9.4)
1.9 (0.4)
21.7 (0.8)
15.3 (0.7)
24 (1.3)
31 (1.8)
11.6 (0.5)
21.7 (0.8)
26.5 (2)
-

104.2 (26.3)
581.4 (10.8)
-

0.15 (0.1)
7.2 (0.2)
15.9 (0.4)
32.4 (0.7)
14.1 (0.4)
49.1 (0.8)
11.9 (2.3)
1.9 (0.1)
298.4 (10.3)
2.2 (0.4)

22.8 (0.9)
16.4 (0.8)
21.8 (1.4)
30.4 (2.0)
12.4 (0.6)
23.2 (0.9)
26.7 (2.2)
-

22.4 (0.8)
16.2 (0.7)
24 (1.3)
32.9 (1.8)
12.1 (0.5)
19.8 (0.8)
24.1 (2)
-

0.22 (0.1)
8.3 (0.2)
16.6 (0.4)
31.1 (0.6)
13.7 (0.4)
49.5 (0.7)
10.4 (1.5)
2.1 (0.1)
279.4 (9.4)
2.0 (0.4)

260.2 (11.5)
590.4 (7.5)
-

64.8 (0.7)

0.5 (1.1)

0.4 (1.2)
64.7 (0.8)

0.5 (1.2)

63.9 (0.8)

10.3 (4.4)
51.7
26.8
6.5
16.6
28

8.4 (4.5)
50.2
24.6
5.5
17.3
25.8

5.7 (3.9)
39.1
25.4
5.3
16.6
24.1

1.7 (0.1)

1.3 (0.1)

Q3 (1.5–1.8)

Children/Adolescents
Q2 (1.2–1.5)

1.0 (0.1)

Q1 (<1.2)

22.6 (0.9)
16.4 (0.8)
24.9 (1.4)
34.7 (2.0)
12.3 (0.6)
20.4 (0.9)
25.8 (2.2)
-

0.27 (0.1)
9.2 (0.2)
16.7 (0.4)
30.3 (0.7)
13.4 (0.4)
49.8 (0.8)
10.3 (1.3)
2.2 (0.1)
292 (10.3)
2.3 (0.4)

252.3 (14.1)
583.6 (7.6)
-

67.3 (0.8)

0.7 (1.1)

12.9 (3.4)
65.4
32.7
6.3
14.8
26

2.3 (0.4)

Q4 (>1.8)

ns
ns
0.03
0.02
ns
<0.001
ns
-

<0.001
<0.001
0.001
0.002
0.03
ns
<0.001
<0.001
0.04
ns

ns
ns
-

<0.001

ns

<0.001
<0.001
<0.001
ns
ns
ns

<0.001

p-Value *

20.8 (0.5)
20.8 (0.5)
17.7 (0.7)
25.3 (0.8)
15.1 (0.3)
18.4 (0.4)
21.7 (0.9)
14.7 (1.7)

0.20 (0.1)
8.5 (0.1)
17.6 (0.3)
32.7 (0.4)
13.3 (0.2)
43.8 (0.5)
9.5 (1.0)
2.0 (0.1)
286.2 (6)
17.0 (1.0)

199.7 (18)
479.1 (4.8)
14.3

99.9 (4.2)

27.1 (0.4)

52.1 (19.4)
37.0
25.0
19.8
21.0
22.7

1.6 (0.2)

Q1 (<1.9)

20.4 (0.4)
21.2 (0.5)
19.2 (0.7)
26.4 (0.8)
14.8 (0.3)
17.3 (0.4)
20.6 (0.9)
18.7 (1.7)

0.25 (0.04)
9.2 (0.1)
17.7 (0.3)
31.8 (0.4)
12.7 (0.2)
43.4 (0.5)
9.0 (0.9)
2.2 (0.1)
279.1 (6)
19.6 (1)

231.5 (17.9)
477.2 (4.8)
14.4

100.8 (4.2)

27.7 (0.4)

49.8 (17.5)
44.0
28.7
17.1
16.6
24.6

2.1 (0.1)

Q2 (1.9–2.3)

Adults

20.4 (0.4)
21.9 (0.5)
19.4 (0.7)
26.9 (0.8)
14.9 (0.3)
16.3 (0.4)
19.4 (0.9)
22.3 (1.7)

0.29 (0.1)
9.6 (0.1)
17.9 (0.3)
31.2 (0.4)
12.2 (0.2)
42.7 (0.5)
8.5 (0.9)
2.2 (0.1)
276.7 (6)
22.0 (1)

251.3 (17.8)
473.3 (4.8)
14.1

97.9 (4.1)

27.3 (0.4)

48.3 (16.6)
50.4
28.8
16.0
16.8
25.2

2.5 (0.1)

Q3 (2.3–2.8)

19.7 (0.5)
21.9 (0.5)
20.2 (0.7)
26.7 (0.8)
15 (0.3)
16.1 (0.4)
18.1 (1.0)
34.3 (1.7)

0.36 (0.2)
10.4 (0.1)
18.0 (0.3)
29.9 (0.4)
11.7 (0.2)
41.4 (0.5)
8.2 (0.7)
2.3 (0.1)
268.4 (6.1)
23.1 (1.0)

290.1 (18.2)
465.9 (4.9)
14.3

100.3 (4.2)

27.5 (0.4)

44.9 (15.3)
61.0
29.3
13.2
16.5
24.0

3.5 (0.7)

Q4 (>2.8)

0.02
0.005
<0.001
0.048
ns
<0.001
<0.001
<0.001

0.001
<0.001
ns
<0.001
<0.001
<0.001
<0.001
<0.001
0.001
<0.001

<0.001
0.001
ns

ns

ns

<0.001
<0.001
<0.001
<0.001
0.01
ns

<0.001

p-Value *

* Trends analysis (ANOVA) for p-values for mean; Chi-square tests for p-values for proportion; + Born in non-English speaking countries; ˆ Adjusted for age, gender, whether born in
non-English speaking countries, and season of interview; ns: not statistically signiﬁcant; %E: percentage energy.

Mean total water intake (L)
Demographic
Age (year)
Male (%)
Interviewed in summer (%)
Born in NE countries (%) +
Lowest SES quintile (%)
Highest SES quintile (%)
Anthropometric ˆ
BMI (z-score for children, kg/m2 for
adults)
Waist circumference (cm)
Lifestyle ˆ
Physical activity in last week (min)
Sleep duration (min)
Currently smoking (%)
Nutrients ˆ
Water density (L/Mj)
Energy (Mj)
Protein (%E)
Total fat (%E)
Saturated fat (%E)
Total carbohydrates (%E)
Free sugar (%E)
Dietary ﬁbre (%E)
Sodium (mg/Mj)
Caffeine (mg/Mj)
Food groups ˆ
Grains (g/Mj)
Vegetable (g/Mj)
Fruits (g/Mj)
Dairy products (g/Mj)
Meat and alternatives (g/Mj)
Discretionary foods (g/Mj)
Discretionary beverages (g/Mj)
Alcoholic drinks (g/Mj)

Quartiles

Table 2. Anthropometric, demographic, and lifestyle characteristics by quartile of total water intakes in children/adolescents and adults.
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2–3
39.1
38.1
1.0
0.2
0.2
<0.1
3.6
3.5
<0.1
17.4
14.1
2.3
0.4
0.5
<0.1
0.9
0.9
<0.1
<0.1
6.7
3.2
2.3
0.8
0.3
<0.1
32.1

2–18

44.1
42.0
2.1
1.4
0.9
0.5
3.1
3.1
<0.1
10.1
6.3
1.7
0.4
1.7
<0.1
6.6
5.4
0.8
0.4
5.3
2.4
2.1
0.3
0.5
0.4
29.0

Children/Adolescents

Plain drinking water
Tap water
Bottled water
Tea/coffee
Tea
Coffee
Juices
Fruit Juice
Vegetable Juice
Milk
Plain Milk (Full Fat)
Plain Milk (Reduced Milk)
Plain Milk (Skim)
Flavoured Milk
Milk substitute
Soft/sports drinks
Regular Soft Drinks
Diet Soft Drinks
Energy & Sports Drinks
Fruit drinks/cordials
Fruit Drinks
Regular Cordial
Diet Cordial
Others
Alcoholic Drinks
Food moisture
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44.4
42.3
2.1
3.3
1.6
1.6
2.9
2.9
<0.1
8.5
4.4
1.4
0.2
2.5
<0.1
10.6
8.4
1.4
0.9
3.9
2
1.5
0.1
0.4
1.2
25.1

9–13 14–18
44.2
42.0
2.2
0.7
0.6
0.1
2.9
2.9
<0.1
9.9
5.8
1.8
0.5
1.7
<0.1
6.8
5.4
1.0
0.3
5.8
2.4
2.5
0.2
0.8
<0.1
29.8

ns
ns
ns
<0.001
<0.001
<0.001
<0.001
<0.001
ns
<0.001
<0.001
ns
ns
<0.001
ns
<0.001
<0.001
<0.001
<0.001
ns
ns
ns
ns
ns
<0.001
ns

p-Value *
Adults
Plain drinking water
Tap water
Bottled water
Tea/coffee
Tea
Coffee
Juices
Fruit Juice
Vegetable Juice
Milk
Plain Milk (Full Fat)
Plain Milk (Reduced Milk)
Plain Milk (Skim)
Flavoured Milk
Milk substitute
Soft/sports drinks
Regular Soft Drinks
Diet Soft Drinks
Energy & Sports Drinks
Fruit drinks/cordials
Fruit Drinks
Regular Cordial
Diet Cordial
Others
Alcoholic Drinks
Food moisture

* Chi-square tests for proportion; ns: not statistically signiﬁcant.

45.1
42.7
2.4
0.4
0.4
<0.1
3.4
3.4
<0.1
10.0
6.7
1.8
0.4
1.2
<0.1
3.1
2.9
0.2
<0.1
5.8
2.7
2.4
0.3
0.3
<0.1
32.1

4–8
37.4
33.7
3.8
16.2
8.2
7.9
1.7
1.6
0.1
4.8
2.1
1.5
0.6
0.7
<0.1
5.5
3.2
1.8
0.4
2.3
1.0
0.9
0.2
0.2
7.0
25.2

19+
43.9
39.4
4.5
8.1
4.3
3.8
2.0
2.0
<0.1
5.0
2.5
1.1
0.4
1.0
<0.1
7.8
5.1
1.7
1.0
4.1
1.8
1.8
0.2
0.3
6.1
23.8

38.7
34.7
4.0
16.0
7.2
8.8
1.6
1.5
<0.1
4.5
1.9
1.4
0.5
0.8
<0.1
5.8
3.2
2.1
0.5
2.1
0.8
1.0
0.2
0.1
7.1
24.2

32.0
28.9
3.1
21.2
11.2
10.1
1.5
1.4
0.1
4.8
1.9
1.7
0.7
0.5
<0.1
4.0
2.1
1.9
0.1
1.6
0.6
0.6
0.2
0.1
8.3
26.6

29.5
28.1
1.3
24.2
14.7
9.5
1.6
1.4
0.2
6.4
2.4
2.5
1.0
0.4
<0.1
1.9
1.2
0.6
<0.1
1.9
1.1
0.6
<0.1
0.1
5.1
29.4

19–30 31–50 51–70 71+

Table 3. Proportion of contribution by sources of total water intake (%) by age group (year).
p-Value
<0.001
<0.001
<0.001
<0.001
<0.001
<0.001
<0.001
<0.001
ns
<0.001
ns
<0.001
<0.001
<0.001
<0.001
<0.001
<0.001
<0.001
<0.001
<0.001
<0.001
<0.001
ns
ns
<0.001
0.02
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Figure 2. Proportion of contribution by sources of total water intake (%) by gender (Star indicates a signiﬁcant difference (p < 0.05) between genders).
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3.3. Plain Drinking Water
Among children/adolescents, plain drinking water intake was associated with being female, older
age, and lower consumption of dairy products and discretionary beverages/foods (Table 4). Among
adults, plain drinking water intake was higher in females and those of higher socio-economic status,
but decreased with age. Plain drinking water was also associated with higher consumption of fruit,
but lower consumption of grains, dairy products and discretionary foods/beverages. Analyses were
adjusted for energy intake, physical activity, country of birth, season of interview, BMI z-score for
children/adolescents, and BMI for adults (Table 4).
Table 4. Association of plain drinking water intake with dietary covariates.
Plain Drinking Water Intake (mL)
Gender (Ref. Male)
Age (year)
BMI *
SEIFA (Ref. 1st quintile)

Grain (100 g)
Vegetables (100 g)
Fruit (100 g)
Dairy products (100 g)
Meat and alternatives (100 g)
Discretionary beverages (100 g)
Discretionary foods (100 g)
Alcoholic drinks (100 g)

2nd quintile
3rd quintile
4th quintile
5th quintile

Children/Adolescents

Adults

β

SE

p-Value

β

SE

p-Value

−63.3
37.3
2.6
−0.7
62.7
38.9
32.1
−11.0
−10.0
−6.1
−30.8
19.1
−74.8
−46.4

19.1
3.7
0.7
30.0
29.4
30.0
28.1
3.8
20.0
3.9
9.8
5.4
9.0
14.2

<0.001
<0.001
ns
ns
ns
ns
ns
ns
ns
ns
0.002
ns
<0.001
0.001

−10.2
−8.9
3.3
44.3
49.5
92.9
69.2
−34.3
−11.7
27.1
−31.2
13.6
−34.7
−64.3
−4.0

16.5
0.4
0.9
22.5
22.5
23.4
21.8
9.1
9.4
6.3
4.9
13.7
4.1
10.5
2.1

0.01
<0.001
ns
0.04
0.03
<0.001
0.002
<0.001
ns
<0.001
<0.001
ns
<0.001
<0.001
ns

Note: β indicates the change of plain drinking water in mL per unit change of the covariates, adjusted for total
energy intake, physical activity, whether born in non-English speaking countries, and season of interview; * BMI
z-score for children/adolescents, and BMI for adults; SE: Standard Error; ns: not statistically signiﬁcant.

4. Discussion
These analyses based on a representative sample of Australian population showed estimated
total water intakes to be 1.5–1.7 L for children/adolescents, and 2.3–2.6 L for adults. Plain drinking
water was the most commonly consumed beverage type for Australian children/adolescents and
adults, in line with Dietary Guideline recommendations. Full-fat plain milk and regular soft drinks
were the main contributors to other beverages for children/adolescents, and tea, coffee, and alcoholic
drinks for adults. Total water intake was higher in males than females, and in older age groups in
children/adolescents and younger age groups in adults. Plain water intake was higher in females
than males, and was inversely associated with the consumption of dairy products and discretionary
foods/beverages in adults.
Our data can be compared to similar national nutrition surveys from the US and European
countries. In the US National Health and Nutrition Examination Survey (NHANES) 2005–2012,
per capita total water intake for children/adolescents was 1.6–1.7 L, similar to our ﬁndings, and
2.2–3.5 L for adults with large gender and age variations [7,8]. Total water intake in French children aged
4–13 years was 1.3 L [27], and adults reported 2.1–2.5 L in the Irish national survey in 2008–2010 [10].
These surveys used 24-h recalls or food records to estimate water intake.
The amounts of total water intake and total ﬂuids intake were compared to AI values by gender
and age group and showed that the majority of the respondents failed to meet the recommended
total water intake (82%) and total ﬂuids intake (78%). The Australian Nutrition Reference Values
acknowledge that there is no single level of water intake that would ensure adequate hydration and
optimal health for the whole population. Thus, the total water and total ﬂuids AI values were based
on the median intake from the National Nutrition Survey 1995 and were set at the level of the highest
median intake from any of the four age categories for each gender [28] and therefore represent only
crude guidelines.
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The sub-group that was least likely to meet the AI values were older adults aged over 70
years (5% for males and 10% for females). The average shortfall was 1.2 L for males and 0.8 L
for females. Older adults are at risk of dehydration due to decreased perception of thirst, inadequate
ﬂuid intake, a decline in kidney function and increased use of diuretics and laxatives in this age
group. The outcomes of dehydration in the elderly are serious and include cognitive impairment,
functional decline, falls or stroke [11], and close monitoring of water consumption in this age group is
warranted [29].
We found that season of interview, physical activity level, socio-economic status, and gender were
associated with total water intake, in agreement with other research [7,8,10]. Our ﬁndings also showed
that BMI in adults or BMI z-score in children/adolescents was not associated with total water intake or
plain drinking water intake. Similar observations were reported in the US, where BMI was associated
with beverage intake but not plain drinking water in adults aged 20 years and over [9].
Higher total water consumption was associated with better diet quality, indicated by higher
intakes of dietary ﬁbre, fruit and vegetables, and lower intakes of fat, saturated fat, free sugars,
sodium and discretionary foods. In addition, higher consumption of plain drinking water, which
comprised more than one-third of total water intake, was also associated with lower consumption of
discretionary choices, conﬁrming that promoting water intake could be a useful public health strategy.
As the majority of plain drinking water was consumed as tap water (95% in children/adolescents, 90%
in adults), which is ﬂuoridated in Australia, additional beneﬁts are conferred for the development of
strong teeth and bones.
Food moisture is an important source of total water intake in the population, accounting for about
30% of total water intake in children/adolescents and 25% in adults. The water content of food is one of
the major determinants of dietary energy density. Dietary energy density has been positively associated
with obesity, diabetes and inversely associated with dietary quality [30,31]. Although Australia has not
developed a speciﬁc recommendation for the optimal dietary water-to-energy ratio, this substantial
contribution of food moisture suggests that assessing ﬂuid intake without considering food intake
would provide misleading results.
Our results highlight the high consumption of sugar-sweetened beverages consumption by
children/adolescents, especially adolescents, where soft/sports drinks contribute to over 10% of total
water intakes (approximately 14% of total ﬂuids intake). Our analysis shows that these beverages
replace milk and juice in the older age groups. Sugar-sweetened beverages have been shown to have
a detrimental impact on health [32–34]. The effects of increased consumption of certain beverages
on health outcomes have been well documented. Past studies have focused on the contribution
of beverages to energy and nutrient intakes [9,35], and examined the potential beneﬁcial outcomes
of replacing sugar-sweetened beverages with plain water or more nutrient-dense options such as
milk [13,32,36]. Our results show that there is considerable room for further improvement in ﬂuid
intakes of Australian children/adolescents. Among adults, the major sources of other beverages were
tea and coffee, followed by alcohol. Tea and coffee are suitable alternatives to plain drinking water but
the caffeine content may have unwanted stimulant effects in susceptible people [11,37,38].
The present analysis had several limitations. First, our results are derived from cross-sectional data
and causal relationships cannot be inferred. Second, recall bias is a serious limitation in the collection
of dietary intake data and under-reporting or selective reporting of discretionary foods and beverages
is common. The recall of water intake is particularly challenging using self-report methods but a
number of additional questions were asked during the interview to encourage best possible estimates.
Third, biomarkers of hydration status were not available to assess hydration status in this population
as these methods tend to be expensive and time-consuming [39]. However, ongoing research suggests
that urinary biomarkers such as 24-h urine volume and osmolality are strongly correlated with total
ﬂuid intake in normal daily living conditions and may be useful in future studies of ﬂuid intake [40].
Lastly, proxy recall for younger children may be an additional source of error. Despite these limitations,
these data have a number of advantages as they represent a large, nationally representative data source
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that forms the basis for dietary surveillance in Australia. In addition, we used “usual intake” data
based on two days of recall rather than one day only, which may result in slightly lower estimated
intakes [15,41].
5. Conclusions
This study provides valuable new data on the consumption of water and other beverages in
a sample representative of the Australian population. Reported water consumption was below
recommendations, particularly for the elderly population who may be at higher risk of inadequate
hydration. Additionally, our results showed that higher intakes of plain drinking water were associated
with positive dietary features, thus making water an optimal beverage choice. Given the interest
in understanding the association of water intake with a variety of health outcomes, these ﬁndings
provide fundamental information to develop effective health promotion policies and campaigns for
the Australian population.
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Abstract: This study aimed to examine the association between drinking water intake and diet quality,
and to analyse the adherence of French men and women to the European Food Safety Authority 2010
Adequate Intake (EFSA AI). A representative sample of French adults (≥18) from the Individual
and National Survey on Food Consumption (INCA2) was classiﬁed, by sex, into small, medium,
and large drinking water consumers. Diet quality was assessed with several nutritional indices
(mean adequacy ratio (MAR), mean excess ratio (MER), probability of adequate intakes (PANDiet),
and solid energy density (SED)). Of the total sample, 72% of men and 46% of women were below the
EFSA AI. This percentage of non-adherence decreased from the small to the large drinking water
consumers (from 95% to 34% in men and from 81% to 9% in women). For both sexes, drinking water
intake was associated with higher diet quality (greater MAR and PANDiet). This association remained
signiﬁcant independently of socio-economic status for women only. Low drinking water consumers
did not compensate with other sources (beverages and food moisture) and a high drinking water
intake was not a guarantee for reaching the EFSA AI, meaning that increasing consumption of water
should be encouraged in France.
Keywords: total water intake; drinking water intake; diet quality; nutritional index

1. Introduction
Water is not only an essential nutrient for bodily and mental functions [1–3], it is starting to be
identiﬁed as one of the key elements for chronic disease prevention [4–8]. In separate cohorts, lower
total ﬂuid intake [8], lower plain water intake [4], and lower 24 h urine volume [7] were all associated
with increased risk for chronic kidney disease, and low water intake has also been associated with
new-onset hyperglycaemia [6].
The adequate intake (AI) for total water intake (TWI) proposed by the European Food Safety
Authority (EFSA) is 2.5 L/day for adult males and 2.0 L/day for adult females [9]. This dietary
reference intake is less restrictive than the AI established by the US Institute of Medicine (IOM) at
3.7 L/day for men and 2.7 L/day for women [10].
Sources of TWI are ﬂuid intake (sum of drinking water and all other beverages), food moisture,
and metabolic water (derived from oxidation of macronutrients). Despite a general consensus on
the major role of ﬂuids [3], the quantitative contribution of the different sources to the TWI is
lacking evidence. Based on observed ﬂuid intake data from the National Health and Nutrition
Nutrients 2016, 8, 689
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Examination Survey (NHANES) III, the IOM reported that 81% of TWI came from ﬂuids and
19% from foods [10]. The assumption made by EFSA is that ﬂuids contribute 70%–80% of TWI
and food moisture 20%–30% [9]. A limited number of studies in Europe reported contributions of
ﬂuids to TWI ranging from 67% in Ireland up to 75% in the UK [11–14]. These ratios were means
established in a population sample, and possibly masked a large variability depending on ﬂuid intake.
Documenting the contributions of water from ﬂuids and from food moisture could be essential when
translating the AI for TWI into an easy-to-understand and practical dietary guideline on ﬂuid intake
for the general population.
In France, studies describing TWI using a representative sample of the population are scarce.
Drinking water was found to be the main source of ﬂuids in all age groups [15] with existing
variations between tap water and bottled water intakes [13]. A multi-country ﬂuid intake survey
conﬁrmed that France was characterised by a high contribution of drinking water to total ﬂuid
intake [16]. However, a study based on national population-based data of 2005–2007 estimated a TWI
at 2285 mL/day for French adults aged 18–79 years old [13], suggesting that a part of the French
population is at risk of inadequate intake. Considering that in 2006–2007 about 90% of children aged
four to 13 years in France failed to meet the EFSA water intake recommendations [17], it seemed
opportune to investigate adherence to EFSA guidelines among French adults.
Addressing the complex delineation of the role of ﬂuids in a healthy diet, the US-led publication
the Beverage Guidance Panel suggested that the consumption of water and other beverages with no
or few calories should take precedence over the consumption of beverages with more calories [18].
Further studies conducted on the US population found that an elevated consumption of drinking
water—tap water and bottled water—was associated with higher nutritional quality, deﬁned either by a
healthier dietary pattern (i.e., greater consumption of vegetables, low-fat dairy products, and/or whole
grains) [19], a higher food variety [20], the Healthy Eating Index (HEI) [20,21], a better micronutrient
adequacy [22], or reduced energy intakes [20,21]. An elevated consumption of drinking water was
also associated with higher levels of physical activity [22,23]. However, in France, there is a paucity of
studies describing drinking water patterns in light of socio-demographic determinants and a complete
lack of research on the association between drinking water intake and diet quality.
Based on data from a representative sample of the French adult population, the present study
examined if there was an association between drinking water intake and diet quality assessed by
several dietary indices. We hypothesised that the largest drinking water consumers had a better diet
quality. We also estimated the adherence of men and women to the AI proposed by the EFSA and
analysed the contributions of the different TWI sources.
2. Materials and Methods
2.1. Study Population
The second Individual and National Food Consumption Survey (INCA2) was carried out by
ANSES (the French Agency for Food, Environmental, and Occupational Health) between December
2005 and May 2007 among representative samples of French adults and children to collect information
on habitual food and beverage consumption. The samples were obtained using a multi-stage cluster
sampling technique, established by the National Institute for Statistics and Economic Studies (INSEE).
The sampling frame was approved by the French National Commission for Computed Data and
Individual Freedom (Commission Nationale de l’Informatique et des Libertés, CNIL). The present
analyses used data from the adult sample of the INCA2 (n = 1918) including men (n = 776) and women
(n = 1142) aged 18–79 years old. INCA2 remains the most recent version of a population-based survey
available in France providing dietary intake information. A detailed survey methodology is available
elsewhere [13,24].
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2.2. Demographic, Socio-Economic and Behavioural Variables
Individual socio-economic variables were collected using a self-reported questionnaire and an
interview. The following information was available: sex, age, socio-occupational status, family status,
education level, income per consumption unit, food insecurity, perception of household ﬁnancial
situation, educational level, residency, season of protocol completion, physical activity, and smoking
status. A detailed description of these variables is available elsewhere [25].
Socio-occupational status was classiﬁed into four categories: ‘low’, ‘intermediate’, ‘high’,
and ‘economically inactive’. ‘High’ was assigned to executive, top-management, and professional
classes; ‘intermediate’ to middle professions (ofﬁce employees, technicians, and similar); and ‘low’
to manual workers and unemployed people. The fourth class, labelled as ‘economically inactive’,
included retired people, students, and housewives/househusbands.
Family status was divided into ‘couples with children’, ‘couples without children’, ‘single parent
households’, and ‘single without children’.
Education level was divided into ‘high’, ‘intermediate’, and ‘low’. ‘High’ was assigned to
university education; ‘intermediate’ to high school; and ‘low’ to mid-secondary or below [26].
Income per consumption unit (ICU) was calculated as the self-reported household total net
income divided by the number of consumption units in the household. The number of consumption
units was calculated using the Organization for Economic Co-operation and Development (OECD)
modiﬁed equivalent scale (one consumption unit for the householder, 0.5 for other household members
aged 14 or over and 0.3 to each child aged less than 14 years old) [27]. For the analysis, the ICU was
transformed into quintiles according to sex.
Food insecurity was classiﬁed into ‘yes’ or ‘no’ based on the perception of the actual situation in
the household about having enough food or not, and the reason for a lack of food [25]. Individuals
having reported ‘getting enough, but not always the kinds of food they want to eat’, or ‘sometimes’ or
‘often not getting enough to eat’ because of ‘lack of money’ were classiﬁed as living in a household
experiencing food insecurity.
The perception of household ﬁnancial situation (‘living comfortably’, ‘getting by’, ‘ﬁnding it
difﬁcult’, ‘impossible without debt’) was assessed [28] and further aggregated into two classes: ‘high’
and ‘low’.
Residency was recorded based on eight different regions of France: Northwest; East; Ile de France;
West; Centre; Centre-East; Southwest; and Southeast.
Level of physical activity was based on the International Physical Activity Questionnaire (IPAQ)
score [29], which assesses physical activity, including exercise, leisure time, domestic and gardening
activities, work-related and transport-related activity.
2.3. Dietary Assessment
Diet was assessed using a seven-day open-ended food record. Each day of the food record
was divided into three main meals (breakfast, lunch, and dinner) and three between-meals snacks.
The individuals were asked to describe, as precisely as possible, all food and beverage intakes for
seven consecutive days: food name, origin (home-made or industrial product), and features (low fat,
low sugar, fortiﬁed, dietetic, as well as fresh, canned, or frozen). Portion sizes were expressed by
weight or household measures (spoon) or estimated using a photographic booklet (SU.VI.MAX) [30].
Average daily nutritional intakes (excluding all alcoholic beverages) were evaluated matching food
intakes with the 2013 French food composition database of the CIQUAL led by ANSES [31]. Daily TWI,
expressed in grams per day, was estimated by assessing the amount of the nutrient “water”, from ﬂuids
and from food moisture. Energy and quantity of alcoholic beverages were estimated separately.
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2.4. Foods and Fluids Categorization
All the foods and ﬂuids declared as consumed in INCA2 were categorised into nine food
groups and 27 food subgroups (Supplementary Materials Table S1). In our study, the food group
“drinking water” contained tap water, and non-carbonated and carbonated non-caloric bottled water.
The food group “beverages” included fruit juices, hot drinks, sugar-sweetened beverages, and diet
sweet beverages. “Fluids” referred to the food groups “drinking water”, “beverages”, and the
“milk” subgroup.
2.5. Nutritional Quality of Diet
Solid energy density (SED), mean adequacy ratio (MAR), mean excess ratio (MER), probability of
adequate intakes (PANDiet) scores, and food variety were used as indicators of nutritional quality for
each individual diet. The MAR, the PANDiet, and the MER are reliable indicators of the nutritional
quality of diets at the population or individual level [32–34]. SED (kcal/100 g) was deﬁned as the ratio
of the total energy consumed from solid foods and the total weight consumed from solid foods [35,36].
A low SED diet has been associated with a good overall nutritional quality [35].
The MAR (% of adequacy) was used as an indicator of good nutritional quality and was calculated
for each individual diet as the mean percentage of sex- and age-speciﬁc French Recommended Dietary
Allowances (RDA) [32] for 23 key nutrients [37]. The MER (% of excess) was calculated as the mean
daily percentage of the French maximum recommended values for saturated fatty acids (22.2 g),
free sugars (50 g), and sodium (3153 mg), as proposed by Vieux [34]. The MAR and MER values range
between 0% and 100%.
The PANDiet score was composed of adequacy probabilities for 24 nutrients grouped into two
sub-scores: the adequacy sub-score (AS) and moderation sub-score (MS) [32,38]. The AS assessed
the probability of adequacy for items for which the usual intake should be above a reference value,
whereas the MS evaluated the probability of adequacy for several items—recently adapted and
including free sugar—for which the usual intake should not exceed a reference value [38]. PANDiet
scores range between 0 and 100; where 100 represents 100% of the usual intake adequacy for the
24 nutrients.
Food variety was estimated as the number of different foods and ﬂuids (except alcohol) declared
as consumed by each individual during the seven-day food record.
2.6. Diet Cost
Diet cost was calculated by multiplying the quantity of each food in the diet by its mean national
price. A detailed methodology has been previously described [39]. Diet cost was expressed either per
day or per 2000 kcal (i.e., energy cost). Mean national prices, expressed in euros per 100 g of edible
food, were previously obtained from the 2006 Kantar-World Panel database, which gives the annual
food expenditures of a representative sample of 12,000 French households [40].
2.7. Statistical Analysis
All analyses accounted for the complex INCA2 sampling frame design [24]. Data were weighted
for unequal sampling probabilities and for differential non-responses by region, agglomeration size,
age, sex, occupation of the household head, size of the household and season [13,24]. All analyses
were conducted separately by sex due to the sex-speciﬁc EFSA AI of TWI (>2.5 L for men and >2 L for
women). Small, medium, and large consumers were identiﬁed based on the tertiles of drinking water
intake (including non-consumers). Socio-demographic characteristics were described and statistically
compared between tertiles of drinking water intake using the chi-squared test (for qualitative variables)
and general linear models (GLM, for continuous variables). Water intakes from ﬂuids and food
moisture, expressed in g/day and in percentage of TWI, were evaluated and represented graphically.
The prevalence of adherence to the AI of TWI was assessed by tertile of drinking water intake and by
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sex using binomial logistic regression. The distance between TWI and the AI (i.e., TWI shortfall) for
individuals considered in inadequacy was assessed. Distribution of TWI and the average TWI shortfall
were graphically represented by tertile of water consumption by sex, and compared two by two using
GLM, with Bonferroni correction.
Food intakes, food variety, SED, MAR (%), MER (%), PANDiet, diet cost (€/day), energy cost
(€/2000 kcal), and macro- and micronutrient intakes (those used in the MAR or PANDiet) were
statistically compared using GLM according to tertiles of drinking water intake in observed diets.
Linear trends in diet quality and food intakes were also evaluated by tertile and by sex.
A p-value of 5% was used as the threshold of signiﬁcance. Values are survey-weighted means and
adjusted for total energy intake. When speciﬁed, adjustments were made for the level of education,
socio-occupational status, season, level of physical activity, smoking status, region of residence,
and quintile of ICU. Based upon the weighting factors, all results are representative of the French
population. Analyses were conducted using SAS version 9.4 (SAS Institute, Cary, NC, USA).
3. Results
3.1. Drinking Water Intake
Figure 1 shows the cumulative distribution of drinking water intake (g/day) by tertile and
by sex. The mean intake of drinking water in the male and female sample was 768 g/day and
808 g/day, respectively. Small consumers were identiﬁed as men and women having a consumption
of drinking water ≤474 g/day (including 18.3% of non-consumers) and ≤500 g/day (including 8.0%
of non-consumers), respectively. Large consumers were deﬁned as individuals consuming drinking
water in an amount superior to 879 g/day among men and to 934 g/day among women.
Demographic, socio-economic, and behavioural variables by tertile of drinking water intake and
by sex are presented in Table 1. Among both men and women, tertiles of drinking water intake were
signiﬁcantly associated with socio-occupational status and season. For men only, consumers at the
highest level of drinking water intake had a signiﬁcantly higher education level, higher physical
activity level, higher income per consumption unit, and were more likely to be non-smokers.
3.2. Water Intakes from Fluids and Food Moisture
Figure 2 shows the average TWI (g/day, Figure 2a,b) and the average contribution of water intake
from ﬂuids and food moisture (%, Figure 2c,d) by tertile of drinking water intake for men and women.
TWI from food moisture signiﬁcantly increased from the lowest to the highest tertile
(799–859 g/day among men and 701–765 g/day among women) (Figure 2a,b), while food moisture
contribution to TWI decreased, both among men (from 47% to 31%, p for trend = 0.008) and women
(from 43% to 28%, p for trend = 0.002) (Figure 2c,d).
Both the TWI from ﬂuids (g/day) and ﬂuids’ contribution to TWI (%) increased signiﬁcantly
from the ﬁrst to the third tertile (p for trend < 0.0001), both among men (from 53% to 69%,
i.e., 893–1897 g/day) and women (from 57% to 72%, i.e., 931–1938 g/day) (Figure 2a–d).
The contribution to TWI of all sources of drinking water (tap water, still water in a bottle,
and carbonated water in a bottle) signiﬁcantly increased from the lowest to the highest tertile,
whereas the contribution of water from the other ﬂuids (except fruit juices among women) signiﬁcantly
decreased (Figure 2c,d).
The main contributor of TWI among both men and women in the ﬁrst tertile was hot drinks
(with 22% for men and 25% for women) followed by tap water (with 7% for men and 10% for women),
whereas in the third tertile, the main contributors were tap water (with 23% for both men and women)
and still water in a bottle (with 23% for men and 28% for women). In the second tertile, contributions
to TWI from hot drinks and still water in a bottle were equivalent (around 16% for men and 18%–19%
for women).
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Figure 1. Cumulative distribution* (%) of drinking water intake and average of drinking water intake (g/day) by tertile, among men (n = 776) (a) and among women
(n = 1142) (b). * The survey-weight coefﬁcients were applied to the distribution.

(a)

Nutrients 2016, 8, 689

Socio-occupational status
Low
Intermediate
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Economically inactive
Familial status
Couple with children
Couple without child
Single parent household
Single without children
No answer
Quintile of ICU †
1
2
3
4
5
Food insecurity
Yes
No
No answer
Perception of household ﬁnancial situation
High
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No answer
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Low
Intermediate
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No answer
Region of residence
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Ile De France
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n

19.1
25.2
8.6
47.1
25.7
52.2
4.9
17.2
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25.2
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14.9
19.2
19.4
9.3
84.2
6.4
8.7
90.5
0.7
21.0
53.4
25.7
0.0
12.8
10.0
19.7

26.5
47.9
6.3
19.3
0.0

20.2
19.3
23.1
19.6
17.8

9.9
85.9
4.3

6.4
93.0
0.5

15.4
55.5
29.0
0.1

13.8
8.9
17.7

50.5 ± 16.9

49.0 ± 17.8

20.4
26.2
10.7
42.7

275

(%)

235
13.3
11.2
14.7

17.0
53.8
29
0.2

5.3
93.9
0.8

11.9
83.7
4.3

18.2
22.3
27.3
17.8
14.3

22.7
47.2
8.8
21.3
0.0

18.1
21.2
11.1
49.6

48.7 ± 19.1

259

474–879 mL/Day

Mean ± SD

≤474 mL/Day

776

All

15.2
5.6
18.8

8.4
59.2
32.2
0.2

5.3
94.6
0.1

8.3
89.6
2.1

17.3
14.3
26.9
21.8
19.8

30.8
44.4
5.2
19.5
0.0

23.9
32.0
12.2
31.9

47.9 ± 17.2

242

>879 mL/Day

0.128

0.010

0.242

0.339

0.009

0.182

0.001

0.333

p

15
9.7
17.3

20.1
48.6
31.2
0.1

94.7
5.0
0.3

11.9
83.2
4.9

20.6
19.9
19.6
23.2
16.7

33.0
34.4
7.0
25.4
0.1

10.1
40.4
7.3
42.2

45.2 ± 15.0

All

11.2
8.5
22.5

22.1
49.1
28.8
0.0

92.8
7.0
0.2

14.0
81.7
4.4

23.5
19.1
21.5
20.7
15.1

33.3
29.6
9.1
27.9
0.0

6.9
41.7
5.7
45.7

(%)

19
8.7
15.0
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49.5
30.0
0.3

94.8
4.7
0.6
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86.0
3.8
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19.2
18.9
24.9
16.1

31.5
35.8
5.9
26.4
0.4

10.1
38.4
5.5
46.1

45.1 ± 15.4

405

500–932 mL/Day

Mean ± SD
45.4 ± 15.1

1142

≤500 mL/Day

15
11.8
14.3

18.1
47.2
34.7
0.0

96.6
3.4
0.0

11.5
81.9
6.6

17.5
21.2
18.6
24.0
18.7

34.2
37.8
6.0
22.1
0.0

13.4
41.0
10.6
34.9

45.0 ± 14.6

365

>934 mL/Day

Women
Tertile of Drinking Water Intake

Men
Tertile of Drinking Water Intake

Table 1. Demographic, socio-economic, and behavioural variables by tertile of drinking water intake (g/day) and by sex 1 .

0.008

0.599

0.174

0.303

0.154
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0.977

p
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236

27.4
22.4
21.2
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24.6
31.8
43.3
0.2
36.5
63.5

23.8
26.4
24.0
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20.7
29.6
48.6
1.1

28.1
71.9

Mean ± SD

22.3
77.7

20.6
33.9
45.3
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29.3
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13.6
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25.7
74.3
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13.0

242

>879 mL/Day
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0.004

0.017

0.004
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365

>934 mL/Day

Abbreviations: ICU, income per consumption unit; IPAQ, International Physical Activity Questionnaire. 1 Values are survey-weighted means with standard deviations; † quintiles of
ICU were ≤700; ]700;976]; ]976;1367]; ]1367;1867]; >1867 and ≤580; ]580;915]; ]915;1306]; ]1306;1867]; among men and women, respectively.
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Season of protocol completion
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<0.001
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Figure 2. Total water intake (g/day) 1 by tertile of drinking water among men (n = 776) (a) and women (n = 1142) (b) (means are adjusted for energy) and the
contribution (%) of ﬂuids and food moisture to the total water intake 2,3 by tertile of drinking water among men (n = 776) (c) and women (n = 1142) (d). 1 Among
men and women, p for trend was signiﬁcant for: sugar-sweetened beverages, hot drinks, carbonated water in a bottle, still water in a bottle, and tap water; 2 Among
men, p for trend was signiﬁcant for: milk, fruit juices, sugar-sweetened beverages, diet sweet beverages, hot drinks, carbonated water in a bottle, still water in a
bottle, and tap water; 3 Among women, p for trend was signiﬁcant for: milk, sugar-sweetened beverages, diet sweet beverages, hot drinks, carbonated water in a
bottle, still water in a bottle, and tap water.

(c)
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3.3. TWI and Adherence to EFSA AI
Total water intakes by tertile of drinking water intake and by sex are presented in Table 2. The daily
mean TWI was 2160.8 g/day (2.16 L) for men and 2122.3 g/day (2.12 L) for women (Table 2).
Figure 3 shows the proportion of individuals (non-)adhering to the AI of TWI by tertile by
drinking water intake and by sex. Seventy-two percent of men and 46% of women had a TWI below
the EFSA AI (Figure 3a,c). Among both men and women, the proportion of non-adherence to AI
decreased from the lowest to the highest tertile of drinking water intake (from 95% to 34%, respectively,
for men, and from 81% to 9%, respectively, for women) (Figure 3a,c).
Individuals in the ﬁrst and second tertile were less likely to fulﬁl the EFSA AI than those in the
third tertile among men (p < 0.0001, OR = 38.8, and OR = 13.3, respectively) and women (p < 0.0001,
OR = 49.4, and OR = 11.0 respectively) after full adjustment. No signiﬁcant interaction between season
and the probability of inadequacy was found (data not shown).
The average shortfall of TWI among individuals in inadequacy signiﬁcantly decreased from the
lowest to the highest tertile of water consumption (917 g/day to 317 g/day for men; 603 g/day to
143 g/day for women) (p for trend < 0.05) (Figure 3b,d).
Among male and female individuals adhering to the AI, total TWI increased signiﬁcantly from the
ﬁrst to the third tertile but was not different between the ﬁrst and second tertile (2726 vs. 2691, p = 0.836
and 2412 vs. 2375, p = 0.627 among men and women, respectively, after adjustment) (Figure 3b,d).
3.4. Drinking Water Intake and Nutritional Quality of Diet
Table 2 describes the nutrient intakes and diet quality indicators of observed diets by tertile of
drinking water intake and by sex. Among men and women, energy intake was signiﬁcantly different
between tertiles and increased (from 2290 to 2518 kcal/day, p for trend = 0.008 for men, and from
1779–1901 kcal/day, p for trend = 0.004 for women) with full adjustment. The total weight consumed
also increased, steered by the strong increase of the weight of ﬂuids from the ﬁrst to the third tertile
and a slight increase of the weight of solid foods (Table 2).
For men and women, the PANDiet score and adequacy subscore, MAR (%/day), food variety,
daily cost, and energy cost signiﬁcantly increased with adjustment for energy intake only, from the
lowest to the highest tertile (all p for trend < 0.05). For men only, MER (%/day) was close to a signiﬁcant
decrease (adjusted p = 0.065) and, for women only, SED decreased signiﬁcantly from the ﬁrst to the
third tertile (p for trend < 0.0001) (Table 2). After full adjustments, diet cost and energy cost remained
signiﬁcant for men and women (p for trend < 0.0001), as well as PANDiet, MAR, food variety, and SED
for women only (p for trend < 0.0001). Women with the largest consumption of drinking water intake
had higher diet quality and less energy dense diets.
For both men and women, there were no differences in macronutrient intakes, with all adjustments,
except an increase of ﬁbre from the lowest to the highest tertile (p for trend = 0.015 among men,
and p for trend < 0.001 among women) and a decrease of free sugar (% energy) only for women
(p for trend = 0.028). Only among women, intakes of sodium increased (p for trend < 0.001) (Table 2).
Both among men and women, the level of consumption of drinking water was not strongly related to
macronutrient intake.
Vitamin and mineral intakes by tertile of drinking water and by sex are presented in
Supplementary Materials Table S2. After all adjustments, signiﬁcant differences were found between
tertiles of drinking water. Among men, magnesium, calcium, and vitamin A intake signiﬁcantly
increased from the lowest to the highest tertile. Among women, linolenic fatty acid, magnesium,
calcium, copper, iron, iodin, zinc, vitamin B6, folic acid, and vitamin C intake increased from the ﬁrst
to the third tertile.
3.5. Food Intake Compared to Levels of Drinking Water Intake
The food group intakes by tertile of drinking water intake and by sex are presented in Table 3.
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≤474 mL/Day
Mean ± SD
2289.7 ± 529.3
1691.6 ± 25.2
798.9 ± 15.7
892.7 ± 24.1
2199.9 ± 25.3
1270.4 ± 17.4
929.5 ± 25.6
53.2 ± 1.0
216.2 ± 211.9
294.7 ± 20.9
183.0 ± 2.2
61.4 ± 0.4
68.1 ± 0.7
54.7 ± 0.7
82.3 ± 0.5
47.2 ± 1.2
7.0 ± 0.1
5.8 ± 0.2
17.0 ± 3.3
43.0 ± 7.2
37.8 ± 6.0
14.9 ± 3.1
9.4 ± 5.9
20.1 ± 0.3
39.9 ± 0.5
59.7 ± 2.3
3652.5 ± 45.4

All

Mean ± SD

2403.8 ± 592.0
2160.8 ± 28.8
829.1 ± 16.9
1331.7 ± 27.3
2668.3 ± 29.1
1304.6 ± 18.1
1363.8 ± 28.3
56.1 ± 1.1
180.4 ± 194.4
255.4 ± 21.2
179.9 ± 2.1
62.5 ± 0.5
69.6 ± 0.7
55.5 ± 0.7
83.3 ± 0.4
44.4 ± 1.2
7.3 ± 0.1
6.2 ± 0.2
16.9 ± 2.9
43.0 ± 6.9
37.9 ± 6.2
14.6 ± 3.3
9.0 ± 5.6
20.6 ± 0.3
39.3 ± 0.6
56.0 ± 2.2
3664.1 ± 49.9

Variables

Energy (kcal/day)
Total water (TWI 2 , g/day)
Water from foods (g/day)
Water from ﬂuids (g/day)
Total weight (g/day)
Weight of solid foods (g/day)
Weight of ﬂuids (g/day)
Food variety
Energy from alcohol
Alcoholic drinks
SED (kcal/100 g)
PANDiet
Adequacy subscore
Moderate subscore
MAR (% adequacy)
MER (% excess)
Cost (€/day)
Cost (€/2000 kcal)
Proteins (% energy)
Carbohydrates (% energy)
Total fat (% energy)
Saturated fat (% energy)
Free sugar (% energy)
Fiber (g) †
Saturated fat (g/day)
Free sugar (g/day)
Sodium (mg/day)

2400.1 ± 551.3
2034.1 ± 19.9
829.2 ± 18.0
1204.9 ± 17.9
2540.4 ± 20.4
1306.0 ± 18.8
1234.3 ± 18.6
57.6 ± 1.2
154 ± 171.4
222.8 ± 22.4
180.0 ± 2.3
62.6 ± 0.5
69.7 ± 0.7
55.4 ± 0.7
83.4 ± 0.4
43.9 ± 1.2
7.3 ± 0.1
6.1 ± 0.2
17.0 ± 2.8
42.6 ± 6.6
38.2 ± 5.9
14.7 ± 3.2
8.7 ± 5.3
20.5 ± 0.3
39.4 ± 0.5
54.6 ± 2.3
3684.0 ± 58.4

Mean ± SD

474–879 mL/Day
2518.0 ± 671.2
2756.7 ± 41.2
859.3 ± 17.2
1897.3 ± 40.0
3264.7 ± 41.7
1337.3 ± 18.3
1927.5 ± 40.6
57.5 ± 1.1
171.5 ± 191.1
248.7 ± 20.4
176.8 ± 2.0
63.7 ± 0.5
71.0 ± 0.6
56.3 ± 0.7
84.2 ± 0.4
42.1 ± 1.2
7.7 ± 0.1
6.5 ± 0.2
16.6 ± 2.7
43.4 ± 7.0
37.7 ± 6.7
14.3 ± 3.6
8.9 ± 5.5
21.1 ± 0.4
38.5 ± 0.7
53.7 ± 2.1
3655.8 ± 45.7

Mean ± SD

>879 mL/Day

Tertile of Drinking Water Intake

Men

<0.001
<0.001
0.041
<0.001
<0.001
0.036
<0.001
0.003
0.008
0.053
0.119
0.001
0.005
0.235
0.006
0.004
<0.001
<0.001
0.326
0.459
0.681
0.141
0.372
0.099
0.229
0.119
0.895

p†
0.003
<0.001
0.032
<0.001
<.0001
0.022
<0.001
0.121
0.007
0.077
0.084
0.084
0.274
0.299
0.093
0.065
<0.001
0.084
0.369
0.751
0.885
0.306
0.243
0.038
0.421
0.105
0.769

p‡
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0.015

<0.001

0.030

0.001
<0.001
0.009
<0.001
<0.001
0.006
<0.001

p for Trend §

Table 2. Observed nutrient intakes and diet quality indicators by tertile of drinking water intake (g/day) and by sex (means are adjusted for energy) 1 .
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Women
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Mean ± SD
1779.4 ± 421.9
1631.4 ±33.5
700.9 ± 14.9
930.6 ± 25.2
2021.0 ± 33.8
1063.0 ± 15.8
958.0 ± 25.9
55.5 ± 0.6
45.1 ± 65.4
57.9 ± 5.7
171.7 ± 2.5
60.6 ± 0.5
60.7 ± 0.6
60.5 ± 0.6
76.4 ± 0.5
23.3 ± 1.1
5.8 ± 0.2
6.3 ± 0.1
16.2 ± 2.8
42.8 ± 6.1
38.6 ± 5.3
14.6 ± 2.9
10.2 ± 5.7
16.3 ± 0.2
30.3 ± 0.3
49.8 ± 1.7
2577.2 ± 30.8

Mean ± SD

1866.1 ± 427.1
2122.3 ± 34.2
736.3 ± 13.7
1386.1 ± 30.2
2512.2 ± 34.7
1100.2 ± 14.6
1412.1 ± 30.7
59.8 ± 0.8
49.5 ± 70.5
63.2 ± 6.0
165.5 ± 2.0
62.3 ± 0.5
64.3 ± 0.6
60.2 ± 0.7
79.1 ± 0.4
21.7 ± 0.9
6.2 ± 0.2
6.8 ± 0.1
16.2 ± 2.7
42.5 ± 5.7
38.8 ± 5.3
14.6 ± 2.8
9.9 ± 4.8
16.9 ± 0.3
30.4 ± 0.4
47.4 ± 1.5
2687.1 ± 40.6

Variables

Energy (kcal/day)
Total water (TWI 2 , g/day)
Water from foods (g/day)
Water from ﬂuids (g/day)
Total weight (g/day)
Weight of solid foods (g/day)
Weight of ﬂuids (g/day)
Food variety
Energy from alcohol
Alcoholic drinks
SED (kcal/100 g)
PANDiet
Adequacy subscore
Moderate subscore
MAR (% adequacy)
MER (% excess)
Cost (€/day)
Cost (€/2000 kcal)
Proteins (% energy)
Carbohydrates (% energy)
Total fat (% energy)
Saturated fat (% energy)
Free sugar (% energy)
Fibre (g) †
Saturated fat (g/day)
Free sugar (g/day)
Sodium (mg/day)

1910.9 ± 407.7
2033.0± 34.8
743.5 ± 13.0
1289.5 ± 35.5
2422.3 ± 35.6
1105.9 ± 14.0
1316.4 ± 36.3
62.9 ± 1.0
53.4± 67.1
66.2 ± 5.8
164.3 ± 1.9
62.6 ± 0.4
65.8 ± 0.5
59.3 ± 0.7
79.9 ± 0.4
21.7 ± 1.0
6.3 ± 0.2
6.9 ±0.1
16.1 ± 2.7
42.3 ± 5.9
39.2 ± 5.5
14.8 ± 2.7
10.2 ± 4.4
16.7 ± 0.3
30.6 ± 0.4
48.1 ± 1.5
2712.3 ± 54.8

Mean ± SD

500–934 mL/Day
1908.6 ± 440.5
2702.6 ± 34.4
764.5 ± 13.1
1938.1 ± 29.9
3093.4 ± 34.8
1131.7 ± 14.0
1961.8 ± 29.9
61.1 ± 0.8
50.2 ± 78.5
65.4 ± 6.5
160.5 ± 1.7
63.6 ± 0.5
66.5 ± 0.6
60.7±0.7
80.8 ± 0.4
20.2 ± 0.7
6.5 ± 0.2
7.2 ± 0.1
16.3 ± 2.7
42.4 ± 5.2
38.8 ± 5.1
14.6 ± 2.9
9.4 ± 4.0
17.5 ± 0.2
30.3 ± 0.4
44.2 ± 1.2
2771.9 ± 36.4

Mean ± SD

>934 mL/Day

0.001
<0.001
0.004
<0.001
<0.001
0.004
<0.001
<0.001
0.397
0.547
0.001
<0.001
<0.001
0.295
<0.001
0.089
<0.001
<0.001
0.608
0.507
0.552
0.592
0.066
0.003
0.769
0.015
<0.001

p†
0.003
<0.001
0.006
<0.001
<0.001
0.005
<0.001
<0.001
0.257
0.438
<0.001
0.001
<0.001
0.188
<0.001
0.199
<0.001
<0.001
0.810
0.427
0.388
0.508
0.028
<0.001
0.662
0.006
<0.001

p‡

0.003
<0.001

0.028
<0.001

<0.001
<0.001

<0.001

<0.001
<0.001
<0.001

0.004
<0.001
0.002
<0.001
<0.001
0.001
<0.001
<0.001

p for Trend §

Abbreviations: TWI, total water intake; SED, solid energy density; PANDiet, probability of adequate intakes; MAR, mean adequacy ratio; MER, mean excess ratio. 1 Values are
survey-weighted means with standard deviations; 2 TWI, total water intake; † adjustment for energy intake (except for energy and variables expressed in %energy); ‡ adjustment
for energy intake (except for energy and variables expressed in %energy), level of education, socio-occupational group, season, level of physical activity, smoker status, region,
and quintile of income per consumption unit (ICU); § calculated only for signiﬁcant differences.

≤500 mL/Day

All

Tertile of Drinking Water Intake
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(a)

Figure 3. Cont.

(b)
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(d)

Figure 3. Adherence to adequate intake (AI) of total water intake (TWI) (%) by tertile of drinking water among men (n = 776) (a) and women (n = 1142) (b);
survey-weighted daily average TWI in subjects meeting or failing to meet EFSA AI by tertile of drinking water among men (n = 776) (c) and women (n = 1142) (d).

(c)
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≤474 mL/Day
Mean ± SD
336.6 ± 16.3
201.2 ± 12.1
132.4 ± 7.6
3.0 ± 0.5
303.1 ± 8.1
206.0 ± 7.5
91.3 ±3.7
5.8 ± 1.8
181.1 ± 4.6
15.2 ± 1.1
27.6 ± 2.1
138.3 ± 4.6
175.1 ± 7.3
101.4 ± 5.1
73.7 ± 6.1
219.3 ± 20.9
114.7 ± 20.2
61.4 ± 5.1
43.2 ± 2.8
126.4 ± 4.6
20.6 ± 2.2
67.8 ± 4.2
38.0 ± 2.1
232.4 ± 11.1
120.9 ± 11.3
90.7 ± 10.9
20.8 ± 4.7
582.4 ± 21.9
389.8 ± 20.4
20.3 ± 5.8
106.8 ± 14.7
65.6 ± 8.4
42.5 ± 1.5
14.7 ± 0.8
19.7 ± 1.3
8.2 ± 0.7

All

Mean ± SD
368.1 ± 19.1
210.0 ± 11.6
155.9 ± 11.1
2.3 ± 0.4
306.3 ± 7.5
212.0 ± 6.3
89.8 ± 4.0
4.5 ± 1.3
190.9±4.7
16.2 ± 1.2
30.2 ± 2.1
144.6 ± 4.6
153.6 ± 7.6
90.9 ± 5.6
62.7 ± 5.3
214.1 ± 14.3
101.9 ± 13.1
70.9 ± 5.8
41.2 ± 2.8
123.6 ± 4.7
18.6 ± 2.2
67.5 ± 3.8
37.5 ± 2.4
761.5 ± 18.5
348.2 ± 24.2
354.1 ± 28.1
59.2 ± 14.0
500.3 ± 21.1
343.6 ± 18.5
14.4 ± 4.8
82.2 ± 12.4
60.1 ± 6.7
47.0 ± 1.9
14.7 ± 0.9
23.2 ± 1.4
9.1 ± 0.9

Food Groups and Subgroups (g/Day)

Fruits and vegetables
Vegetables, soup and crudités
Fresh and processed fruits
Nuts
Starches
Reﬁned starches
Unreﬁned starches
Cereals for breakfast
Meats/ﬁshes/eggs
Eggs
Fishes
Meat
Mixed dishes and sandwiches
Ready-made dishes and stocks
Sandwiches and savoury puff pastries
Dairy products
Milk
Fresh dairy products
Cheese
Sweet products
Dairy dessert
Cakes, tarts, sweet pastries
Biscuits and sweets
Drinking water
Tap water
Still water in a bottle
Carbonated water in a bottle
Beverages
Hot drinks (Tea. Coffee)
Diet sweet beverages
Sugar-sweetened beverages
Fruit juices
Fat products
Animal fat
Vegetable fat
Spices and sauces

370.4 ± 21.3
215.1 ± 11.8
153.3 ± 12.3
2.0 ± 0.4
304.6 ± 6.2
210.7 ± 5.9
89.6±3.4
4.4 ± 1.1
194.5 ± 4.4
17.1 ± 1.3
31.9 ± 2.1
145.5 ± 4.1
148.3 ± 8.6
90.6 ± 5.5
57.6 ± 5.0
211.1 ± 11.9
98.0 ± 10.5
71.2 ± 5.1
42.0 ± 2.7
125.9 ± 4.9
17.5 ± 2.2
70.0 ± 4.1
38.4 ± 3.1
664.8 ± 8.5
311.2 ± 22.2
322.3 ± 24.1
31.3 ± 5.5
471.5 ± 21.3
332.4 ± 17.4
14.8 ± 5.7
74.0 ± 10.9
50.3 ± 4.9
47.8 ± 2.1
14.6 ± 1.2
23.6 ± 1.6
9.6 ± 0.7

Mean ± SD

474–879 mL/Day

Tertile of Drinking Water Intake

Men

397.4 ± 19.7
213.6 ± 10.8
181.9 ± 13.4
1.9 ± 0.3
311.3 ± 8.0
219.4 ± 5.4
88.5 ± 4.9
3.4 ± 1.0
197.3 ± 5.1
16.2 ± 1.3
31.2 ± 2.1
149.9 ± 5.2
137.4 ± 6.9
80.7 ± 6.2
56.7 ± 4.8
211.7 ± 10.0
93.1 ± 8.5
80.1 ± 7.4
38.5 ± 2.8
118.5 ± 4.6
17.8 ± 2.2
64.6 ± 3.1
36.0 ± 2.0
1387.3 ± 35.8
612.6 ± 38.9
649.2±49.3
125.5±31.8
447.0 ± 20.2
308.7 ± 17.7
8.1 ± 3.0
65.9 ± 11.5
64.4 ± 6.9
50.6 ± 2.0
14.7 ± 0.8
26.3 ± 1.2
9.6 ± 1.3

Mean ± SD

>879 mL/Day

0.069
0.602
0.008 *
0.139
0.742
0.316
0.907
0.504
0.026 *
0.530
0.271
0.270
<0.001 *
0.018 *
0.018 *
0.924
0.563
0.075
0.332
0.367
0.550
0.585
0.791
<0.001 *
<0.001 *
<0.001 *
0.005 *
<0.001 *
0.011 *
0.086
0.035 *
0.092
0.003 *
0.993
0.001 *
0.183

p†
0.076
0.449
0.048 *
0.209
0.355
0.093
0.869
0.200
0.034 *
0.503
0.514
0.253
0.001 *
0.063
0.002 *
0.603
0.247
0.167
0.502
0.601
0.532
0.564
0.774
<0.001 *
<0.001 *
<0.001 *
0.025 *
<0.001 *
0.010 *
0.351
0.055
0.064
0.003 *
0.844
0.001 *
0.286

p‡

Table 3. Food intakes by food groups and subgroups by tertile of drinking water (g/day) and by sex (means are adjusted for energy) 1 .

244

<0.001

0.001

<0.001
<0.001
<0.001
0.007
<0.001
0.003

0.001

0.001

0.027

0.015

p for Trend §
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13.4
8.6
8.3
0.3
4.8
3.5
3.5
1.0
3.0
1.3
1.6
2.7
4.5
3.3
2.9
9.6
7.6
4.6
1.4
4.2
2.3
3.4
1.8
14.9
23.6
21.6
5.2
29.5
27.8
3.5
10.4
6.4
1.2
0.8
0.9
0.7

SD
345.8
203.0
141.2
1.6
207.7
130.4
73.5
3.8
134.7
15.0
27.9
91.9
107.7
61.7
46.0
185.5
82.0
78.5
25.0
114.9
16.9
62.8
35.2
284.0
148.8
121.2
14.0
592.0
447.0
16.2
82.9
45.9
43.0
13.5
22.2
7.3

Mean
16.9
10.3
8.5
0.2
5.4
3.2
3.7
0.8
2.7
1.6
1.4
2.5
5.8
2.9
4.2
8.8
6.3
4.1
1.3
3.5
1.4
3.6
2.0
8.3
8.3
8.5
3.6
27.5
23.8
4.9
17.6
8.7
0.9
0.7
0.8
0.6

SD

≤500 mL/Day
378.7
216.4
160.5
1.8
192.8
120.7
66.6
5.5
137.8
12.9
31.3
93.7
113.1
70.8
42.3
213.1
97.3
89.2
26.7
116.1
19.7
65.2
31.2
693.2
266.7
394.1
32.3
526.0
408.4
13.7
37.5
66.3
45.1
12.9
23.6
8.6

Mean
12.5
7.9
7.5
0.3
4.1
3.4
2.8
1.0
3.3
1.0
1.9
2.9
4.0
3.7
2.4
11.2
8.3
5.0
1.3
5.7
3.2
3.9
1.6
8.1
18.0
20.1
5.2
35.7
34.6
3.9
9.5
5.2
1.1
0.7
0.8
0.5

SD

500–934 mL/Day

Tertile of Drinking Water Intake

399.5
221.6
176.0
1.9
206.7
129.1
70.9
6.7
141.8
15.4
30.3
96.2
98.8
61.8
36.9
199.5
79.5
92.0
27.9
104.7
17.8
55.2
31.7
1430.3
642.9
742.4
45.1
451.9
356.8
6.8
24.8
63.5
47.1
13.6
24.5
9.0

10.7
7.7
8.8
0.3
5.1
3.9
3.9
1.1
3.0
1.4
1.5
2.6
3.8
3.2
2.1
8.7
8.2
4.6
1.6
3.5
2.4
2.6
1.9
28.2
44.6
36.3
6.7
25.4
25.1
1.6
4.2
5.2
1.4
0.8
1.1
0.9

SD

>934 mL/Day
Mean

p†
0.047
0.333
0.025
0.777
0.019
0.084
0.342
0.056
0.165
0.285
0.229
0.495
0.035
0.122
0.159
0.182
0.217
0.080
0.309
0.047
0.734
0.057
0.238
<0.001
<0.001
<0.001
<0.001
<0.001
0.011
0.016
0.006
0.069
0.033
0.786
0.117
0.198

p‡
0.008
0.105
0.037
0.712
0.005
0.084
0.223
0.299
0.579
0.194
0.345
0.793
0.003
0.043
0.008
0.353
0.240
0.603
0.114
0.004
0.711
0.013
0.419
<0.001
<0.001
<0.001
<0.001
<0.001
0.018
0.014
0.007
0.049
0.029
0.489
0.189
0.300

<0.001
<0.001
<0.001
<0.001
<0.001
0.005
0.100
0.002
0.150
0.008

0.002

0.023

0.214

0.551

0.011

0.003

p for Trend §

Values are survey-weighted means with standard deviations; † adjustment for energy intake; ‡ adjustment for energy intake, level of education, socio-occupational group, season,
level of physical activity, smoker status, region, and quintile of income per consumption unit (ICU); § calculated only for signiﬁcant differences.

374.7
213.7
159.3
1.8
202.4
126.8
70.3
5.4
138.1
14.4
29.8
93.9
106.5
64.8
41.7
199.4
86.3
86.6
26.5
111.9
18.1
61.1
32.7
802.5
352.8
419.2
30.5
523.3
404.1
12.2
48.4
58.6
45.1
13.3
23.4
8.3

Fruits and vegetables
Vegetables, soup and crudités
Fresh and processed fruits
Nuts
Starches
Reﬁned starches
Unreﬁned starches
Cereals for breakfast
Meats/ﬁshes/eggs
Eggs
Fishes
Meat
Mixed dishes and sandwiches
Ready-made dishes and stocks
Sandwiches and savoury puff pastries
Dairy products
Milk
Fresh dairy products
Cheese
Sweet products
Dairy dessert
Cakes, tarts, sweet pastries
Biscuits and sweets
Drinking water
Tap water
Still water in a bottle
Carbonated water in a bottle
Beverages
Hot drinks (Tea. Coffee)
Diet sweet beverages
Sugar-sweetened beverages
Fruit juices
Fat products
Animal fat
Vegetable fat
Spices and sauces

1

Mean

Food Groups and Subgroups (g/Day)

All

Women

Table 3. Cont.
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For both men and women, and with full adjustment, consumption of ﬂuids was characterised
by a signiﬁcant increase from the lowest to the highest tertile of all types of drinking water
(drinking water, tap water, still water in a bottle) (p for trend < 0.0001) and a decrease in other
beverages (p for trend < 0.0001). In particular, the consumption of hot drinks signiﬁcantly decreased
(p for trend = 0.003 among men and p for trend = 0.005 among women) (Table 3).
For both sexes, the fruits and vegetables food group was characterised by an increase from
the lowest to the highest tertile, being signiﬁcant only among women (p for trend = 0.003 after full
adjustment). This result was steered by the fresh and processed fruits subgroup (p for trend < 0.05 for
men and p for trend = 0.011 for women). For men and women, after full adjustment, the consumption
of fat products signiﬁcantly increased from the ﬁrst to the third tertile (p for trend = 0.001 for men
and p for trend = 0.08 for women), steered among men by a signiﬁcant increase in the vegetable
fat subgroup (p for trend = 0.001). Among men, after full adjustment, a signiﬁcant increase
from the lowest to the highest tertile was found for consumption of the meat/ﬁshes/eggs group
(p for trend = 0.027) and a signiﬁcant decrease was found for the mixed dishes and sandwiches group
(p for trend = 0.001). Among women, sweet products consumption decreased from the ﬁrst to the
third tertile (p for trend = 0.002) and the consumption of starches and mixed dishes was signiﬁcantly
different between tertiles but with no linear trend (Table 3).
4. Discussion
This study was the ﬁrst representative study of French adults investigating the associations by
sex between drinking water patterns and diet quality in light of socio-economic determinants and
adherence to EFSA AI for TWI. Our ﬁndings conﬁrmed our hypothesis that an elevated drinking water
intake was positively associated with diet quality, as large drinking water consumers were more likely
to adhere to the EFSA AI, had diets of higher nutritional quality and, mostly among women, seemed to
make healthier food choices (e.g., more fruits and vegetables and fewer sweets). Seventy-two percent
of men and 46% of women in the French adult population were below the EFSA AI for TWI. In our
sample, large drinking water consumers were more likely to have a high socio-occupational status and,
among men only, to have a higher education level, a higher physical activity level, a higher income per
consumption unit, and were more likely to be non-smokers.
It stems from our results that a higher drinking water intake was associated with higher nutritional
quality of the diet, assessed by several dietary indices. In our study, the MAR and the PANDiet were
positively associated with drinking water while differing in their methods, as the MAR is a simple
mean percentage of sex- and age-speciﬁc French RDA [37], whereas the PANDiet is a score that takes
into account different parameters, including the number of days of dietary data, the mean nutrient
intake and its day-to-day variability, the nutrient reference value, and inter-individual variability [38].
Using different indices is useful to show that our observations are consistent and do not depend on
a certain methodology of assessing diet quality. All relationships between tertiles of drinking water
and dietary indices, SED, and energy cost, even though not all were signiﬁcant, were congruent in
the same direction. Full adjustment revealed that the association between drinking water intake
and diet quality was particularly noticeable for women, for whom drinking water increased, as did
the indicators of nutritional quality (i.e., higher MAR and PANDiet scores, and lower SED values).
Results are consistent with Kim et al., who found a positive association, among both Korean men
and women, between drinking water intake and the MAR [41]. When not using dietary indices, other
relationships between drinking water intake and nutrients have been found in the literature that we
could consider as good indicators of nutritional quality. In the US, Yang and Chun found a positive
association between TWI, drinking water, and moisture in foods with dietary and serum minerals,
vitamins, and carotenoids [22]. Those nutrients positively associated with TWI can be compared to
identical components of the MAR, and are in line with our results. In a recent national study of US
adults, an increase in the proportion of daily drinking water in TWI was found to be associated with a
decreased daily intake of total energy, energy from sugar-sweetened beverages, discretionary foods,
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and total fat, saturated fat, sugar, sodium, and cholesterol [21]. Most of those nutrients, the intake
of which is negatively associated with drinking water, are similar to the components of the MER,
and are also slightly decreased in our results among men. Higher intakes of sodium found in women
could possibly explain why the MER did not signiﬁcantly decrease. In previous studies, a positive
association was found between drinking water and sodium intakes [4,41], similar to our results among
women, although the cause-consequence relationship is unknown.
In terms of ﬂuid patterns, our results indicate that large drinking water consumers seemed to
favour a higher intake of only water and not necessarily all other ﬂuids. A similar observation was
made by Illescas-Zarate et al. in her study among Mexican adults, in which a negative association was
found between drinking water intake and sugar-sweetened beverages [42].
In terms of food choices, large drinking water consumers seemed to favour diets rich in
moisture-abundant foods, especially fresh fruits. This ﬁnding is in line with the literature reporting
the opposite observation, i.e., low levels of fruit and vegetable intake among low drinking water
consumers [23,41]. Similarly, a negative association between drinking water intake and beverage
moisture, but a positive association with food moisture, was found among US adults [20,22]. Kant et al.
suggested some substitution effect of drinking water intake on other ﬂuid consumption and possibly
higher fruit and vegetable intake [20]. According to Hedrick et al., consumption of water, unsweetened
tea/coffee, low-fat milk, artiﬁcially sweetened beverages, and fruit/vegetable juice is closely aligned
with a “prudent” dietary pattern (usually including vegetables, fruits, legumes, whole grains, ﬁsh,
and poultry); conversely, the consumption of high-fat milk, alcohol, and sugar-sweetened beverages
is strongly associated with a “Western” dietary pattern (usually including red meat, processed meat,
reﬁned grains, sweets and dessert, French fries, and high-fat dairy products) [43]. This last point
is particularly illustrated in our results with the decrease of mixed dishes and sandwiches among
men and of sweet products among women from the ﬁrst to third tertile of drinking water intake.
Large drinking water consumers tended to consume more moisture-abundant foods, also rich in
nutrients and vitamins, implying that people fulﬁlling their water intake requirements have higher
quality diets and make food choices more likely to fulﬁl their nutritional requirements.
Identifying characteristics of large drinking water consumers can be useful to identify individuals
more likely to have healthier dietary behaviours. In the literature, associations have been found between
drinking water intake and some socioeconomic determinants, such as sex [42,44], age [22,23,41,45],
education level [22,23], income [23,45], level of physical activity [22,23,41], and smoking status [11,23,
41]. The novelty of our study is that drinking water patterns were explored in light of several factors
combined (socio-demographics, lifestyle determinants, and overall dietary intake). Moreover, a major
strength of our study is the investigation of socioeconomic determinants of drinking water intake by
sex in order to identify gender speciﬁcities, which has only been done before, to our knowledge, by Kim
et al. [41]. In our study, both among men and women, drinking water intake was positively associated
with socioeconomic position. However, female drinking water intake appears to be less inﬂuenced
by socioeconomic factors, considering the numerous additional associations for men, notably with
education, physical activity, income, and smoking status. Thus, among men, drinking water intake may
be considered as a reliable indicator of socioeconomic differences. This male speciﬁcity has not been
noticed by Kim et al. among Korean adults [41]. Among men, the association between drinking water
intake and diet quality was explained by their socio-economic status, as men in higher socio-economic
strata had a higher nutritional quality and higher drinking water intake. However, among women,
the association between drinking water intake and a healthy dietary pattern was independent of the
social level. Gender contrasts in food choices are inﬂuenced by views on food and health, the ethical
dimensions of food production and food selection, nutritional attitudes and choices, dietary change,
food work, and body image [46]. One hypothesis could be that, regarding beverages, women appear to
be more ‘health-conscious’ [47] than males, who consume more alcohol [14,48,49] and sweet beverages
regularly [14,49]. More research is needed to fully apprehend divergent associations found in the
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literature and to verify if women and men follow a distinct drinking water pattern elsewhere than
in France.
In the current study, daily means of TWI were consistent with results from previous European
studies [11,14,50]. However, a remarkable observation was made in that the sex difference in TWI
was less pronounced in France than in some other countries: estimated TWI was slightly lower for
men and slightly higher for women than those of Irish [11], British [14], and German [50] adults
(2.16 L vs. 2.52 L, 2.53 L, and 2.48 L for men, and 2.12 L vs. 2.09 L, 2.03 L, and 2.05 L for women,
respectively). This is, on one hand, in contrast to a tendency reported in the literature with men
systematically having a higher TWI than women [4,11,14,20,22,45,50] while, on the other hand, ﬂuid
surveys in 13 countries showed few signiﬁcant differences in ﬂuid intake between both sexes. The latter
suggests that if there is a gender difference in TWI, the difference could be due to a difference in water
from food moisture, a result that was also observed in our study, but needs to be conﬁrmed further.
Several strengths and limitations of this study should be acknowledged. The INCA2 data were
collected in 2006–2007 and the observations may already be obsolete. However, INCA2 is still the
most recent version of a population-based survey available in France and remains the standard
source of reliable information about dietary intakes. Furthermore, between the ﬁrst version of
the national survey (INCA1) and the second (INCA2), the food group ‘waters’ increased from six
items to 50 items, increasing the robustness of data from this food group, which is of particular
importance for the present study [51]. A potential additional limitation could come from numerous
low drinking water consumers interviewed during the winter. However, no interaction effect was
found between the season and drinking consumption patterns on the level of adequacy (data not
shown). Another limitation, inherent to any dietary survey, is the fact that the nutritional intake data is
self-reported. Especially collecting data to evaluate TWI is not without limitations: accurate recording
of drinking water and other beverages, as well as estimating water from food moisture, might be
prone to bias [52]. A ﬁnal point of discussion is the exclusion of alcohol. Since several publications
report a major contribution of alcoholic beverages to water intake [11,14,22,41,45], excluding these
beverages could lead to an overestimation of the proportion of French adults below the EFSA AI of
TWI. However, this could also be interpreted as a limitation in our case, since having an adequate
intake of TWI should be achieved mainly with drinking water.
5. Conclusions
This is the ﬁrst description of total water intakes among small, medium, and large drinking
water consumers considering socio-demographic determinants and diet quality among men and
women in France. It shows that large drinking water consumers have healthier ﬂuid intake and
nutritional patterns, independent of the social level among women. In the future, more research should
be performed to demonstrate the role of a high water intake, as part of a high quality diet, in the
prevention of chronic disease. In the meantime, these results could already imply that the guidelines
for disease prevention should not only mention a high quality diet, but also a high intake of water.
Nevertheless, inadequacy of TWI remains prevalent at all levels of drinking water intake for both
sexes. Advice regarding the importance of drinking water intake is still necessary to help individuals
to reach adequate water intake.
Supplementary Materials: The following are available online at http://www.mdpi.com/2072-6643/8/11/689/s1,
Table S1: Nine food groups and 27 food subgroups, Table S2: Vitamin and mineral intakes by sex and tertile.
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Abstract: Obesity is a major epidemic for developed countries in the 21st century. The main
cause of obesity is energy imbalance, of which contributing factors include a sedentary lifestyle,
epigenetic factors and excessive caloric intake through food and beverages. A high consumption of
caloric beverages, such as alcoholic or sweetened drinks, may particularly contribute to weight gain,
and lower satiety has been associated with the intake of liquid instead of solid calories. Our objective
was to evaluate the association between the substitution of a serving per day of water for another
beverage (or group of them) and the incidence of obesity and weight change in a Mediterranean
cohort, using mathematical models. We followed 15,765 adults without obesity at baseline. The intake
of 17 beverage items was assessed at baseline through a validated food-frequency questionnaire.
The outcomes were average change in body weight in a four-year period and new-onset obesity
and their association with the substitution of one serving per day of water for one of the other
beverages. During the follow-up, 873 incident cases of obesity were identiﬁed. In substitution models,
the consumption of water instead of beer or sugar-sweetened soda beverages was associated with
a lower obesity incidence (the Odds Ratio (OR) 0.80 (95% conﬁdence interval (CI) 0.68 to 0.94) and
OR 0.85 (95% CI 0.75 to 0.97); respectively) and, in the case of beer, it was also associated with a higher
average weight loss (weight change difference = −328 g; (95% CI −566 to −89)). Thus, this study
found that replacing one sugar-sweetened soda beverage or beer with one serving of water per day
at baseline was related to a lower incidence of obesity and to a higher weight loss over a four-year
period time in the case of beer, based on mathematical models.
Keywords: Mediterranean cohort; water; soft drinks; beer; obesity; body weight

1. Introduction
Obesity is a major epidemic in the 21st century for developed countries. In fact, 20%–30% of
the Western adult population is obese [1], and the United States or some European countries have
unacceptably high mean values of body mass index (BMI) [2]. In the last decade, its prevalence has
risen seriously [3], and, although it is predicted to plateau by 2033, if the actual trend continues,
around 30% of USA population would be overweight and obese [4]. These huge ﬁgures require new
preventive measures and policy actions [4,5], as obesity is a risk factor for many chronic diseases
such as cardiovascular disease, diabetes, some types of cancer and all-cause mortality [6]. Obesity is
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a multifactorial disorder [7,8]. Although sedentary lifestyle and epigenetics contribute to obesity,
excessive caloric intake is a key determinant that needs to be addressed [9].
Beverages are major components of the daily diet. As for food, there are guidelines for beverage
consumption in order to contribute to healthy diet [10,11]. Beverages can account for a substantial
share of daily calories, even having low nutritional value, as it is the case of regular soft drinks and
alcoholic beverages [12,13]. Solid and liquid preloads have been described as incomplete energy
compensations [14], but beverages have a weaker satiety capacity than solids. Thus, a subsequent
decompensated adjustment of calories intake takes place, causing an increase in total energy intake.
Some beverages, like sugar-sweetened soda, are associated with weight gain and obesity [15,16].
Assessing alcoholic drinks, the relationship with these outcomes seems to depend on the type of
alcohol analyzed because wine, beer and spirits may have different effects [17]. Water consumption
has various health beneﬁts, and a promising target for health promotion for obesity prevention could
be to increase water intake at the expense of decreasing the consumption of other beverages [18,19].
Our objective was to evaluate the effect of substituting a serving per day of water for one of
another beverage, or group of beverages according to the Spanish Society of Community Nutrition
(Sociedad Española de Nutrición Comunitaria; SENC) recommendations, on obesity incidence and
weight change in a Mediterranean cohort, using mathematical models.
2. Materials and Methods
2.1. Study Population
The Spanish project Seguimiento Universidad de Navarra (University of Navarra Follow-Up)
(SUN) is a multipurpose, dynamic and prospective cohort, designed to establish relationships
between diet and chronic conditions, such as obesity. All the participants are university graduates.
Recruitment started in December 1999, and is permanently open. When participants are invited to
enter the study, they receive, with the baseline questionnaire, a letter explaining the methodology,
aims, data management and all information about the SUN cohort, including how to withdraw from
the study. Informed consent was implied by the voluntary completion of the baseline questionnaire.
Every two years, information from participants is collected by mailed or e-mailed questionnaires.
When participants do not return a questionnaire, we send them a short exit questionnaire. The Research
Ethics Committee of the University of Navarra approved the study. Further details of the study design
and methods have been published elsewhere [20].
Up to March 2013, 21,686 participants were recruited. Among them, we excluded 2046 participants
with total energy intake beyond predeﬁned limits (<800 Kcal/day and <500 Kcal/day or
>4000 Kcal/day and >3500 Kcal/day in men and women, respectively [21])—260 women who were
pregnant at baseline or declared it in the second questionnaire, 1096 participants with a prevalent
chronic disease such as cancer, diabetes and cardiovascular disease, and 513 participants with missing
values in variables of interest in the analyses. Furthermore, 1706 people failed to answer the follow-up
questionnaires (retention in the cohort: 90.7%), leaving a total of 16,065 participants. Finally, as this
study was investigating the effect of beverage substitution on the incidence of obesity over time,
we furthermore excluded people with prevalent obesity at baseline (n = 300). Therefore, the ﬁnal
number of participants for this analysis was 15,765.
2.2. Beverage Exposure Assessment
A semi-quantitative food frequency questionnaire (FFQ) was included in the baseline
questionnaire. It was previously validated in Spain and recently re-evaluated [22,23]. The FFQ
contained 17 beverage items (whole milk, reduced-fat milk, skim milk, milk shake, red wine, other kind
of wine, beer, spirits, sugar-sweetened soda beverages (SSSBs), diet soda beverages, regular coffee,
decaffeinated coffee, fresh orange juice, fresh non-orange fruit juice, bottled juice (any kind of fruit),
tap water and bottled water). For each of them, frequencies of consumption were measured in nine
categories, ranking from never/almost never to >6 servings/day. Serving size differed between
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beverages: coffee = 50 mL, wine = 100 mL, beer = 330 mL, spirits = 50 mL and, for the remaining
beverages, a serving was equivalent to 200 mL.
All beverages reported were grouped according to SENC recommendations [11] and other
publications [24] into six groups: two items on water (tap and bottled water), three items on
low/non-caloric beverages (LNCBs) (non-sugared coffee (decaffeinated and regular) and diet soda
beverages), nine items on milk, juice and sugared coffee (whole, reduced-fat and skim milk, milk shake,
fresh orange and non-orange fruit juice, and any kind of fruit bottled juice, and sugared coffee
(decaffeinated and regular), two items on occasional consumption (SSSBs and spirits), two items on
wine (red and other kind of wine) and one item on beer (beer). The SENC has put together beverages
into groups according to the evidence of quantity of energy and nutrients, beneﬁts and harmful effects,
and hydration capacity of each beverage. Liquids consumed as part of a food item are not taken into
account. Our questionnaire did not distinguish between coffee with or without sugar. To make this
distinction, we assumed that if the sugar intake was equal to or bigger than servings of coffee (both the
decaffeinated and the regular one), coffee was drunk with sugar. Conversely, if sugar consumption
was smaller than servings of coffee, coffee was assumed to be taken without sugar.
2.3. Outcome Assessment
Weight information was self-reported at baseline and in the follow-up questionnaires every
two years. BMI was calculated as weight in kilograms divided by the square of height in meters.
The validity of these measures has been assessed in a subsample of this cohort [25]. The mean
relative error in self-reported weight was 1.45%, and the correlation coefﬁcient between measured
and self-reported weight was 0.99 (95% conﬁdence intervals (95% CI) 0.98 to 0.99). For BMI, the mean
relative error was 2.64% with a correlation coefﬁcient of 0.94 (95% CI 0.91 to 0.97) [25]. The outcomes
were incidence of obesity and weight change. A participant was classiﬁed as an incident case of
obesity if his/her BMI was lower than 30 kg/m2 at baseline and equal to or higher than 30 during the
follow-up. Average change in body weight was assessed between baseline and the four-year follow-up
questionnaire, subtracting the ﬁrst from the second.
2.4. Assessment of Other Variables
The baseline questionnaire also inquired about socio-demographic factors, medical history, and
health-related habits. To quantify physical activity during free time, we assessed time spent in
17 activities at baseline, in order to compute an activity metabolic equivalent index (MET). Each activity
was assigned a multiple of resting metabolic rate (MET score) [26] and time spent in each activity
was multiplied by its speciﬁc MET score. Self-reported weekly MET-h correlated with energy
expenditure objectively measured in a subsample of the cohort (Spearman r = 0.51; 95% CI 0.232
to 0.707) [27]. Adherence to Mediterranean diet was evaluated using the nine-item Mediterranean diet
score developed by Trichopoulou and colleagues [28]. When the beverage that we were analyzing
was included in this score, we recalculated it after excluding the item that we were studying, to avoid
overlapping with the main exposure.
2.5. Statistical Analyses
We evaluated the association between substituting one serving per day of water for each beverage
or beverage group (increasing one serving of water and decreasing one serving of the beverage/group
in question) and incident obesity using mathematical models [29]. These replacements referred
only to reported consumption at baseline; changes in beverage intake over time were not assessed.
We ﬁtted generalized estimating equations (GEE) models to evaluate the association of the described
substitutions with obesity incidence. We assumed a binomial distribution, a logit link function,
and an exchangeable correlation matrix. All completed observations from each participant were
included, from the baseline to either the questionnaire in which the participant was classiﬁed as
an incident case of obesity or the last follow-up questionnaire. Data received from participants after
their classiﬁcation as an incident case of obesity were excluded. As mentioned before, exposure
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was assumed constant for this model. If women reported a pregnancy during follow-up were
censored at the questionnaire previous to their pregnancy. The Odds Ratio (OR) and 95% CI were
estimated as the difference between β coefﬁcients of exchanged beverages and then exponentiated [29].
Linear regression models were used to assess the association between the beverage replacements
and four-year weight change. We estimated the adjusted absolute mean weight change (and 95% CI)
of the beverage substitutions as the difference between β of exchanged beverages [29]. We ﬁtted a
crude univariate model, an age- and sex-adjusted model, and a multiple-adjusted model adjusted for
the following potential confounders: sex, age, age squared, baseline BMI (kg/m2 ), physical activity
(MET-h/week), smoking habit (never smoker, current smoker, former smoker), personal and family
history of obesity, following a special diet, adherence to the Mediterranean dietary pattern, snacking
between meals, weight change during the ﬁve years prior to baseline, and total energy intake from other
sources than the exchanged beverages. When the analyses were carried out for group of beverages,
we additionally adjusted for servings per day of other groups. Interactions were assessed using the
Wald test for the two product terms between each beverage involved in the substitution and the
characteristic evaluated.
In order to calculate the contribution of each beverage (or group of them) to the between-person
variability in ﬂuid intake, we conducted nested regression analyses after a stepwise selection algorithm.
The contribution of each beverage is shown in the cumulative R2 change. Furthermore, we estimated
their contribution related to total ﬂuid intake as the mL consumed from each beverage divided by total
ﬂuid intake (%).
To ensure that the method of dealing with missing values did not inﬂuence the results,
we performed a sensitivity analysis using multiple imputation technique to impute missing values
in weight during follow-up. We imputed weight change over four years according to sex, age, BMI,
physical activity, smoking status, if a special diet was followed, adherence to Mediterranean diet
and snacking between meals, generating 20 complete datasets. Furthermore, we reﬁtted the models
in different sensitivity analyses to assess the robustness of our results: excluding participants who
answered less than 10% of beverage items; excluding participants with weight change in previous
ﬁve years due to pregnancy; excluding participants with personal history of obesity; excluding
participants with family history of obesity; excluding participants with baseline BMI ≥ 27.5 kg/m2 ;
excluding participants with a total energy intake under or over limits of daily calorie requirements,
which is the basal metabolic rate (BMR) value multiplied by a factor depending on the activity level.
We excluded people under BMR*1.2 and/or over BMR*1.9. BMR was estimated with the Mifﬂin–St
Jeor equation [30]. Analyses were repeated after stratifying by sex, age (under or over the median)
or physical activity (under or over the median of MET-h/week). Finally, we reﬁtted the analysis
using Cox regression. Hazard ratios (HRs) and 95% CI were estimated as the difference between β
coefﬁcients of exchanged group of beverage and then exponentiated [29]. All p-values presented are
two-tailed; p < 0.05 was considered statistically signiﬁcant. Analyses were performed using STATA/SE
V.12.1 (StataCorp, College Station, TX, USA).
3. Results
Our analysis included a total of 16,065 participants (6455 men and 9610 women). The principal
baseline characteristics of participants across quintiles of water consumption are presented in Table 1.
The median water intake was ﬁve servings per day, and the interquartile range was 2.5–7; these are
equivalent to 1000 mL, 500–1400 mL, respectively. The mean age of the sample was 37.9 years (standard
deviation (SD): 11.7) and the mean BMI was 23.49 kg/m2 (SD: 3.5). Participants in the ﬁfth quintile of
water consumption compared to those in the ﬁrst quintile were more likely to be women, younger
and with a personal and/or family history of obesity; more participants in the top quintile of water
intake had lost weight in the previous ﬁve years and their total energy intake was higher; on average,
they consumed snacks between main meals more frequently, they were more likely to have followed
a special diet and had better adherence to Mediterranean diet; they had higher ﬁbre intake and their
intake of almost every nutrient analyzed was higher, except for alcohol, which was slightly smaller;
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they were more active, spent less time having a sleeping siesta and were less prone to be a former
smokers than those in the ﬁrst quintile. According to other beverage consumption, they drank more
servings of beverages included in LNCBs, spirits, and milk, juice and sugared coffee groups, and less
SSSBs and wine, although the differences were small.
Table 1. Distribution of baseline characteristics of participants across quintiles of water consumption 1 .
Quintiles of Water Consumption
p-Value *

Q1

Q2

Q3

Q4

Q5

5227

1457

3250

4000

2131

357
(0, 500)

529
(513, 700)

1000
(1000, 1000)

1400
(1013, 1400)

1500
(1413, 2800)

<0.001

Sex (men %)

44.4

44.0

39.0

37.2

34.6

<0.001

Age (years)

40.8
(12.0)

38.3
(11.4)

38.2
(11.8)

35.8
(11.1)

34.1
(10.3)

<0.001

Baseline body mass index (kg/m2 )

23.7
(3.42)

23.4
(3.33)

23.4
(3.50)

23.4
(3.49)

23.3
(3.53)

0.052

N
Water intake 1 (mL)

Current smoker (%)

21.8

20.9

20.4

21.8

22.9

<0.001

Former smoker (%)

31.1

26.1

29.4

26.6

25.2

<0.001

Personal history of obesity (%)

7.21

6.18

7.51

7.23

8.40

0.149

Family history of obesity (%)

21.6

22.9

23.0

24.3

23.0

0.047

Weight loss in the previous 5 years (%)

20.4

20.5

22.6

26.2

28.3

<0.001

Weight gain in the previous 5 years (%)

52.2

54.4

50.2

48.9

48.4

<0.001

Physical activity (MET-h/week)

19.1
(21.2)

20.6
(20.9)

21.1
(19.9)

23.8
(24.1)

25.8
(27.0)

<0.001

Total energy intake (kcal/day)

2233
(620)

2397
(602)

2369
(600)

2394
(596)

2430
(620)

0.047

Snacking between meals (%)

31.6

34.0

33.1

32.7

35.5

0.023

Following special diet (%)

6.62

5.97

7.23

8.18

10.09

<0.001

Adherence to Mediterranean diet (0–9)

3.98
(1.74)

4.10
(1.79)

4.14
(1.77)

4.30
(1.76)

4.40
(1.78)

0.690

Fat intake (g/day)

90.9
(30.7)

98.8
(30.9)

97.6
(30.4)

98.0
(30.5)

99.5
(31.5)

0.397

Saturated fatty acids intake (g/day)

31.5
(12.3)

33.9
(12.0)

33.1
(11.7)

33.0
(12.1)

33.6
(12.4)

0.025

Monounsaturated fatty acids intake (g/day)

38.7
(14.2)

42.3
(14.4)

42.0
(14.3)

42.2
(14.3)

42.8
(14.8)

0.383

Polyunsaturated fatty acids intake (g/day)

13.1
(5.72)

14.3
(5.94)

13.9
(5.91)

13.9
(5.80)

14.0
(5.69)

0.115

Carbohydrates intake (g/day)

244
(83.9)

262
(81.8)

259
(82.5)

263
(83.7)

265
(85.3)

0.362

Protein intake (g/day)

101
(28.0)

106
(26.4)

105
(26.5)

107
(27.3)

110
(28.9)

<0.001

Alcohol intake (g/day)

4.84
(9.03)

4.99
(7.59)

4.59
(7.80)

4.43
(7.62)

4.64
(6.94)

0.0734

Dietary ﬁbre intake (g/day)

26.4
(12.2)

27.1
(11.2)

27.9
(11.8)

28.9
(12.5)

29.3
(12.4)

<0.001

Sleeping hours (h/day)

7.24
(0.91)

7.32
(0.78)

7.31
(0.80)

7.32
(0.84)

7.31
(0.82)

<0.001

Sleeping siesta (h/day)

0.34
(0.86)

0.29
(0.76)

0.28
(0.73)

0.30
(0.74)

0.27
(0.71)

<0.001

1. Water #

11.0
(6.69)

20.2
(2.72)

35.0
(0.00)

43.9
(6.03)

58.3
(13.86)

<0.001

2. Low/non-caloric beverages

7.01
(10.3)

7.49
(10.0)

7.21
(9.9)

7.39
(10.2)

7.77
(10.3)

0.105

Diet soda beverages #

0.81
(3.22)

0.78
(2.79)

0.70
(2.58)

0.85
(2.70)

1.11
(3.54)

<0.001

Coffee without sugar †

6.20
(9.52)

6.71
(9.47)

6.52
(9.34)

6.54
(9.63)

6.66
(9.50)

0.474

Groups of beverages (servings/week)
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Table 1. Cont.
Quintiles of Water Consumption
Q1

Q2

Q3

Q4

Q5

p-Value *

3. Milk, juice and sugared coffee

15.8
(11.4)

16.8
(10.9)

16.8
(10.6)

16.7
(11.4)

16.8
(11.7)

<0.001

Dairyproducts #

9.33
(8.09)

9.79
(7.63)

9.58
(7.14)

9.72
(7.67)

9.71
(7.77)

<0.001

Juices #

2.91
(4.29)

3.24
(4.13)

3.01
(3.86)

3.34
(4.83)

3.33
(4.60)

<0.001

Coffee with sugar †

3.57
(6.37)

3.79
(6.44)

4.17
(6.66)

3.62
(6.42)

3.81
(7.06)

<0.001

4. Occasional consumption

2.04
(3.85)

2.09
(3.09)

1.83
(3.00)

1.83
(2.78)

2.02
(3.25)

<0.001

SSSBs #

1.55
(3.41)

1.55
(2.65)

1.30
(2.29)

1.26
(2.11)

1.42
(2.87)

<0.001

Spirits †

0.49
(1.35)

0.54
(1.21)

0.53
(1.34)

0.57
(1.46)

0.60
(1.17)

<0.001

5.Wine ‡

3.64
(6.45)

3.30
(5.75)

2.74
(5.31)

2.30
(5.01)

2.11
(4.55)

<0.001

6. Beer •

1.34
(2.92)

1.37
(2.50)

1.25
(2.42)

1.14
(2.02)

1.23
(2.41)

<0.001

Mean and standard deviation (SD), or %. The SUN project 1999–2015. 1 Median and minimum and maximum;
* Categorical variables were analyzed using X2 test and expressed as percentages. Continuous variables
were analyzed using analysis of variance (ANOVA) test and expressed as means and SD otherwise indicated;
# A serving of water, diet soda beverages, dairy products (whole, reduced-fat and skim milk, and milk shake),
juices (fresh orange and non-orange fruit juice, and any kind of fruit bottled juice) and sugar-sweetened soda
beverages (SSSBs) is deﬁned as 200 mL; † A serving of any kind of coffee and spirits is deﬁned as 50 mL;
‡ A serving of wine is deﬁned as 100 mL. A serving of beer is deﬁned as 330 mL.

There were 873 incident cases of obesity during the follow-up. The incidence of obesity was
estimated according to the substitution of one of the beverages gathered in the questionnaire by one
glass of water per day, in crude and multivariable-adjusted models (Table 2). The substitution of
beer with water was associated with a lower incidence of obesity (OR 0.81 (95% CI 0.69 to 0.94)).
The association was also signiﬁcant in the case of SSSBs (OR 0.85 (95% CI 0.75 to 0.97)).
Table 2. The Odds Ratio (OR) (95% conﬁdence interval (CI)) for incident obesity associated with the
substitution of one serving/day of water for several beverages (increasing 1 serving/day of water and
decreasing 1 serving/day of the beverage in question) at baseline, using mathematical models.
Substitution

Crude Model

Age- & Sex-Adjusted
Model

Multiple-Adjusted
Model 1

Water for beer
Water for SSSBs 2
Water for bottled juice
Water for diet soda beverages
Water for red wine
Water for other wines (non-red)
Water for skim milk
Water for whole milk
Water for regular coffee
Water for spirits
Water for decaffeinated coffee
Water for reduced-fat milk
Water for fresh non-orange fruit juice
Water for fresh orange juice
Water for milk shake

0.63 (0.55 to 0.71)
0.80 (0.71 to 0.90)
0.96 (0.78 to 1.19)
0.77 (0.71 to 0.85)
0.78 (0.72 to 0.84)
0.75 (0.64 to 0.87)
0.93 (0.86 to 1.00)
1.07 (0.97 to 1.18)
0.89 (0.85 to 0.94)
0.69 (0.55 to 0.85)
0.87 (0.79 to 0.97)
1.10 (1.01 to 1.21)
1.09 (0.75 to 1.58)
1.10 (0.93 to 1.31)
1.94 (0.89 to 4.25)

0.78 (0.67 to 0.91)
0.82 (0.73 to 0.91)
0.94 (0.79 to 1.13)
0.75 (0.69 to 0.82)
0.95 (0.87 to 1.04)
0.91 (0.76 to 1.10)
0.92 (0.86 to 0.99)
1.12 (1.00 to 1.24)
0.94 (0.89 to 0.99)
0.84 (0.67 to 1.04)
0.93 (0.84 to 1.03)
1.08 (0.99 to 1.19)
1.13 (0.80 to 1.59)
1.14 (0.97 to 1.33)
1.56 (0.83 to 2.97)

0.81 (0.69 to 0.94)
0.85 (0.75 to 0.97)
0.86 (0.73 to 1.02)
0.91 (0.80 to 1.04)
0.92 (0.84 to 1.00)
0.93 (0.76 to 1.13)
0.94 (0.87 to 1.03)
0.96 (0.87 to 1.06)
0.97 (0.91 to 1.02)
1.02 (0.77 to 1.34)
1.05 (0.94 to 1.18)
1.06 (0.96 to 1.16)
1.06 (0.73 to 1.52)
1.06 (0.90 to 1.24)
1.32 (0.79 to 2.22)

873 incident cases of obesity. 1 Additionally adjusted for baseline body mass index, physical activity,
smoking habit, personal history of obesity, family history of obesity, following a special diet, adherence
to the Mediterranean dietary pattern, snacking between meals, weight change in the past ﬁve years, and total
energy intake from other sources than the exchanged beverages; 2 SSSBs: sugar-sweetened soda beverages.
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Figure 1a shows the assessment of the incidence of obesity depending on the substitution of water
for beverage groups made according to SENC recommendations. In the multiple-adjusted model,
we observed an 11% lower incidence of obesity for the group of occasional consumption (SSSBs and
spirits) (OR 0.89 (95% CI 0.80 to 0.99)), 8% lower for the group of wine (OR 0.92 (95% CI 0.86 to 0.99))
and 19% lower for beer (OR 0.81 (95% CI 0.69 to 0.94)).

(a)

(b)

Figure 1. Substitution for group of beverages of one serving/day of water at baseline, using
mathematical models. Low/non-caloric beverages contains: non-sugared coffee (decaffeinated and
regular) and diet soda beverages; Milk, juice and sugared coffee contains whole, reduced-fat and
skim milk, milk shake, fresh orange and non-orange fruit juice, and any kind of fruit bottled juice,
and sugared coffee (decaffeinated and regular); Occasional consumption contains sugar-sweetened
soda beverages and spirits; (a) the Odds Ratio (OR) (95% conﬁdence interval (CI)) for incident obesity;
and (b) four-year mean absolute weight change (g) (95% CI). Multiple-adjusted model.

When we estimated the odds ratio additionally adjusted for the consumption of other beverage
groups, the statistical signiﬁcance was maintained for the beer group (OR 0.84 (95% CI 0.71 to 0.98))
but it was no longer signiﬁcant for the group of SSSBs and spirits (OR 0.92 (95% CI 0.82 to 1.03)) or
wine (OR 0.94 (95% CI 0.87 to 1.02)). We did not observe any signiﬁcant association with obesity for
people in the ﬁfth quintile of water consumption versus those in the ﬁrst quintile (OR 1.03 (95% CI
0.82 to 1.30)).
SENC recommends the use of water or, if not, low/non-caloric beverages instead of caloric options.
For that reason, we performed the same analysis but replacing by LNCBs. When low/non-caloric
options were assumed to be used to replace a serving of beer, this change was associated with
a lower incidence of obesity (OR 0.84 (95% CI 0.71 to 1.00) p = 0.05), but this was not observed for
the substitution of LNCBs neither for SSSBs and spirits (OR 0.94 (95% CI 0.83 to 1.06)) nor for wine
(OR 0.96 (95% CI 0.88 to 1.05)).
Table 3 shows the absolute four-year mean weight change (g) associated with substituting each
beverage by a serving/day of water. The replacement of water for beer assumed a reduction of 328 g
(95% CI −566 to −89). Reﬁtting the models after using multiple imputations to impute missing values
of weight change over four years, we obtained similar results, with the only statistically signiﬁcant
substitution being water for beer (−319 (−555 to −83)).

258

Nutrients 2016, 8, 688

Table 3. Mean four-year absolute weight change (95% CI) associated with the substitution of one
serving/day of water for several beverages (increasing 1 serving/day of water and decreasing
1 serving/day of the beverage in question) at baseline, using mathematical models.
Substitution

Crude Model

Age- & Sex-Adjusted
Model

Multiple-Adjusted
Model 1

Water for milk shake
Water for fresh non-orange fruit juice
Water for beer
Water for spirits
Water for SSSBs 2
Water for bottled juice
Water for diet soda beverages
Water for other wines (non-red)
Water for red wine
Water for regular coffee
Water for decaffeinated coffee
Water for reduced-fat milk
Water for fresh orange juice
Water for skim milk
Water for whole milk

−554 (−1205 to 98)
−303 (−724 to 118)
−226 (−458 to 6)
−265 (−695 to 166)
−291 (−508 to −75)
−203 (−469 to 63)
−152 (−367 to 62)
86 (−270 to 441)
60 (−75 to 195)
−49 (−126 to 28)
48 (−104 to 199)
31 (−76 to 138)
81 (−115 to 276)
52 (−57 to 160)
4 (−107 to 115)

−482 (−1134 to 171)
−336 (−757 to 85)
−272 (−511 to −34)
−274 (−713 to 165)
−215 (−435 to 5)
−172 (−437 to 94)
−122 (−336 to 93)
−24 (−382 to 335)
−24 (−167 to 119)
−56 (−135 to 22)
−14 (−168 to 139)
31 (−76 to 138)
43 (−153 to 239)
23 (−86 to 133)
20 (−92 to 132)

−399 (−1049 to 250)
−342 (−760 to 76)
−328 (−566 to −89)
−226 (−667 to 216)
−205 (−425 to 16)
−137 (−400 to 127)
−86 (−300 to 129)
−41 (−397 to 315)
−38 (−181 to 104)
−21 (−101 to 58)
5 (−148 to 157)
6 (−100 to 113)
7 (−189 to 202)
28 (−82 to 137)
61 (−55 to 177)

1

Additionally adjusted for baseline body mass index, physical activity, smoking habit, personal history of
obesity, family history of obesity, following a special diet, adherence to the Mediterranean dietary pattern,
snacking between meals, weight change in the past ﬁve years, and total energy intake from other sources than
the exchanged beverages; 2 SSSBs: sugar-sweetened soda beverages.

When performing the study for beverage groups, we observed the already described change in
weight for reducing beer at the expense of increasing water. In the case of beverages recommended as
occasional consumption (SSSBs and spirits), this substitution is also statistically signiﬁcant, decreasing
187 g (95% CI −374 to 0; p = 0.05) (Figure 1b). When we additionally adjusted for the consumption of
other beverage groups, the signiﬁcance was maintained for beer (−308 (95% CI −550 to −65)), but not
for SSSBs and spirits (−164 (95% CI −352 to 24)). We did not observe any relationship when analyzing
the body weight change of participants in the ﬁfth versus the lowest quintile of water consumption
(−187 (95% CI −477 to 103)). Substitution of LNCBs for beer was associated with a reduction of 291 g
in body weight in a four-year period (95% CI −535 to −47), but this association was not observed for
the group of SSSBs and spirits (49 (95% CI −25 to 123)).
After analyzing the contribution of each beverage to the total intake of ﬂuids, we concluded that
water was the main source of ﬂuid consumption among all beverage items (56.28%) and also the main
source of variability (R2 = 0.715) in our population (Table 4).
Table 4. Sources of variability (cumulative R2 ) and main sources (%) in total liquid intake.
Beverage

Cumulative R2

% of Total Liquid Intake

Water
Reduced-fat milk
Whole milk
Regular coffee
Skim milk
Bottled juice
Fresh orange juice
Diet soda beverage
SSSBs 1
Beer
Decaffeinated coffee
Red wine
Milk shake
Fresh non-orange fruit juice
Another type of wine (non-red)
Spirits

0.715
0.740
0.765
0.786
0.847
0.861
0.891
0.914
0.933
0.978
0.981
0.992
0.994
0.998
0.999
1.000

56.28
6.90
6.78
4.56
5.77
1.71
3.93
1.57
3.07
4.26
0.96
2.10
0.54
0.84
0.43
0.30

1

SSSBs: sugar-sweetened soda beverages.
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We performed several sensitivity analyses in order to discard potential biases due to our
assumptions and to test the robustness of our results (Table 5). When we reﬁtted the analysis using
Cox regression instead of GEE, we did not detect signiﬁcant differences between the two models,
but signiﬁcance for wine group replacement was lost (HR: 0.96 (95% CI 0.89 to 1.04)). Results of the
sensitivity analyses did not substantially change in any of these scenarios, except for the analysis of
the incidence of obesity after stratifying the population according to sex and leisure-time physical
activity (dichotomous: under or equal and over the median, 16.10 MET-h/week). We observed that
the substitution of one serving of water for one of the group of SSSBs and spirits was signiﬁcantly
associated with a lower incidence of obesity in women (OR: 0.78 (95% CI 0.63 to 0.96)) but not in men
(OR: 0.96 (95% CI 0.84 to 1.10)). However, the interaction was not statistically signiﬁcant (p = 0.65).
Furthermore, this replacement was associated with a lower incidence of obesity in those who were less
active (OR: 0.83 (95% CI 0.73 to 0.95)) but not among participants who practiced more physical activity
(OR: 1.02 (95% CI (0.82 to 1.26)). Again, the interaction was not statistically signiﬁcant (p = 0.16).
Stratifying by sex, there was a difference as well for the substitution for wine group (OR: 1.23 (95% CI
0.95 to 1.59) for women, and OR: 0.92 (95% CI 0.85 to 1.00) for men), but the interaction was not
signiﬁcant (p = 0.11).
4. Discussion
The results from the present study indicate that replacing a serving of water for beer or
sugar-sweetened soda beverages at baseline (using mathematical models) was associated with a lower
incidence of obesity, and, in the case of beer, this potential intervention would reduce average weight in
a four-year period. Furthermore, water was the main source of ﬂuid consumption among all beverage
items as well as the main source of variability in our population.
It is assumed that excessive alcohol consumption increases the risk of obesity because it is a source
of energy per se and because energy from alcohol is not substitutive for the calories coming from
food; instead, they are extra added calories [24]. Our results showed that the replacement of water for
each group that contains alcoholic beverages (occasional consumption (SSSBs and spirits), wine and
beer groups) was associated with a lower incidence of obesity. However, when we analyzed them
separately, we only observed a statistically signiﬁcant association for beer, but not for any kind of
wine or spirits. Once again, the only one with a signiﬁcant association with weight change was
beer. In the literature, the evidence about the relationship between alcohol intake and body weight is
contradictory [17]. In several investigations, a positive correlation has been described, while, in others,
alcohol consumption was not related to body weight or to reducing the risk of weight gain and obesity.
It seems that the positive association is more evident in heavy drinkers [31,32], whereas moderate
consumption does not have an association [33], or it is negative [34]. Apart from the quantity of
alcohol intake, it has been shown that not all types of alcoholic beverages have the same effect on body
weight [35].
The positive correlation between beer consumption and weight gain and the risk of being
overweight or obesity has been already published by our group for people whose BMI at baseline
was lower than 25 kg/m2 [24]. However, in that study, the effect of beer was not analyzed alone,
but with spirits. This time, we analyzed them separately due to their different effects on health.
The SENC recommends alcohol-free beer intake due to its hydration capacity and because it is a source
of vitamin B, ﬁbre, minerals and antioxidants. Furthermore, it has been suggested that a moderate
consumption of regular beer could be accepted in a healthy diet because moderate drinking may have
some health beneﬁts. For instance, a crossover study showed that moderate consumption of beer
facilitates the recovery of the hormonal and immunological metabolism in active individuals after
physical exercise [36].
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0.96 (0.91 to 1.01)

873
862

Overall

Excluding participants who answered ≤10% beverage
items

0.97 (0.89 to 1.05)
0.96 (0.90 to 1.03)

587
369
441
358
515
281
592
500
373

Excluding participants with family history of obesity

Excluding participants with BMI ≥ 27.5

Energy limits: under or over limits of daily calories needs,
according to BMR ‡

Assessing only women

Assessing only men

Assessing only people under 35 years old

Assessing only people 35 year olds or older

Assessing only less active people (under the median)

Assessing only more active people (in and over the median)

0.96 (0.91 to 1.02)

Excluding participants with personal history of obesity
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0.98 (0.91 to 1.05)

1.03 (0.97 to 1.10)

0.99 (0.93 to 1.05)

1.06 (0.98 to 1.16)

1.00 (0.94 to 1.07)

1.01 (0.93 to 1.09)

0.92 (0.86 to 0.98)

1.04 (0.96 to 1.12)

1.03 (0.97 to 1.10)

1.03 (0.97 to 1.09)

1.01 (0.96 to 1.06)

1.00 (0.95 to 1.05)

1.01 (0.96 to 1.06)

Milk, Juice and
Sugared Coffee 2

1.02 (0.82 to 1.26) *

0.83 (0.73 to 0.95) *

0.90 (0.78 to 1.03)

0.89 (0.80 to 0.99)

0.93 (0.84 to 1.04)

0.92 (0.85 to 1.01)

0.79 (0.63 to 0.99)

0.82 (0.67 to 1.02)

0.84 (0.70 to 1.02)

0.72 (0.56 to 0.94)

0.79 (0.68 to 0.91)
0.83 (0.67 to 1.01)

0.92 (0.85 to 1.00) ¥

0.96 (0.84 to 1.10) †
0.90 (0.75 to 1.08)

0.81 (0.67 to 0.98)
0.71 (0.42 to 1.20)

0.87 (0.78 to 0.97)
1.23 (0.95 to 1.59) ¥

0.77 (0.61 to 0.96)

0.81 (0.67 to 0.97)

0.76 (0.64 to 0.89)

0.80 (0.68 to 0.95)

0.80 (0.69 to 0.94)

0.81 (0.69 to 0.94)

Beer

0.79 (0.69 to 0.90)

0.90 (0.80 to 1.02)

0.93 (0.85 to 1.01)

0.92 (0.84 to 1.01)

0.92 (0.86 to 1.00)

0.92 (0.85 to 0.99)

0.92 (0.86 to 0.99)

Wine

0.78 (0.63 to 0.96) †

0.89 (0.77 to 1.03)

0.96 (0.84 to 1.09)

0.91 (0.81 to 1.02)

0.90 (0.80 to 1.01)

0.89 (0.80 to 1.00)

0.89 (0.80 to 0.99)

Occasional
Consumption 3

Adjusted for sex, age, age squared, baseline body mass index (BMI), physical activity, smoking habit, personal history of obesity, following a special diet, adherence to the
Mediterranean dietary pattern, snacking between meals, weight change in the past 5 years, and total energy intake from other sources than the exchanged beverages. 1 Non-sugared
decaffeinated/regular coffee and diet soda beverages; 2 Any king of juice and dairy product, and sugared decaffeinated/regular coffee; 3 Sugar-sweetened soda beverages and
spirits; † p for interaction = 0.6527; ¥ p for interaction = 0.1145; * p for interaction = 0.198; ‡ The daily calorie needs is the basal metabolic rate value multiplied by a factor with a value
between 1.2 and 1.9, depending on the activity level. The basal metabolic rate (BMR) is estimated with the Mifﬂin–St Jeor equation.

0.97 (0.90 to 1.06)

0.95 (0.89 to 1.01)

0.98 (0.92 to 1.05)

0.92 (0.85 to 1.00)

0.98 (0.91 to 1.05)

0.94 (0.87 to 1.01)

0.96 (0.90 to 1.01)

0.93 (0.87 to 0.98)

854
623

Excluding participants with weight change in the previous
5 years due to pregnancy

0.95 (0.91 to 1.00)

Low/Non-Caloric
Beverages 1

Cases

Table 5. Sensitivity analyses. OR (95% CI) for incident obesity associated with the substitution of beverages by one serving/day of water.
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Nothing is stated in the SENC recommendations about spirits. We decided to classify it in the
occasional consumption group with SSSBs, allowing a maximum of one serving per week. We did not
observe any correlation between the substitution for a serving of spirit with a serving of water neither in
incidence of obesity nor in weight change. This ﬁnding may explain that the previously reported effect
on weight gain and the risk of obesity by the group composed of beer and spirits could be attributable
only to beer [24], and in the present study, to the effect of SSSBs, as was shown by analyzing sugared
sodas separately. In fact, increasing beer consumption was associated with waist circumference in
the prospective Copenhagen City Heart Study, and although they reported an association between
moderate-to-large spirits consumption and high waist circumference in both sexes, they concluded
that their result was non-conclusive because of the large CI [35]. In another Danish prospective cohort,
consumption of spirits was statistically associated with higher waist circumference in women after
ﬁve years of follow-up, but the absolute change did not have relevance from a practical point of view
due to its small magnitude [37].
The SENC suggests that beer and wine consumption should both be moderate. However, deriving
from our previous investigations where we did not observe a correlation between wine intake and
changes on body weight or the risk of obesity [24], we decided to analyze it separately from beer. In fact,
moderate consumption of wine, especially red wine, has been negatively or not associated with body
weight. This lack of association (or its protector effect at lower levels of consumption [37]) has been
explained not only because wine drinkers usually follow a healthier diet [38] (all of our analyses were
adjusted for multiple covariates, including diet quality, decreasing the potential residual confounding)
but also because of the inherent properties of wine due to its components [39,40]. Indeed, a clinical trial
carried out in 14 healthy young men showed that the addition of two servings of wine per day over six
weeks did not affect anthropometric parameters [41]. When we analyzed the replacement of water for
red or other types of wine separately, one of them predicted the outcomes, although the substitution
for red wine was close to the statistical signiﬁcance for obesity incidence (OR 0.92 (95% CI 0.84 to 1.00);
p = 0.062). Furthermore, for the replacement of a serving from the group of both types of wine,
we found an association for obesity incidence, but not for weight change in a four-year period. In the
Danish study previously described, they found a U-shape relationship between wine consumption
and waist circumference [37], so maybe our results are due to the moderate-high consumption of
wine in our sample. If the association between wine consumption and weight gain follows a U-shape,
a substitution in lower levels would result in a different effect than a substitution for higher levels
of consumption.
Many studies have examined the association between intake of SSSBs and later weight change,
and most of them suggested that their consumption increases the risk of obesity [42]. We have
previously demonstrated that, among people with a previous history of weight gain, those in the
ﬁfth quintile of SSSB consumption (more than three servings per week) increased by 60% the odds
of weight gain during a 28.5 month follow-up when compared to those with the lowest quintile
(never/almost never intake) [43]. Previous studies have analyzed the effect of the real substitution
of water for a caloric soft drink, or the other way around. Short-term clinical trials have investigated
the consequences of the replacement of SSSBs for water before or during meals [43]. They concluded
that this change supposed an increase of 7.8% in total energy intake. With data from a 12-month
“A TO Z” intervention, consisting of increasing water intake in substitution for SSSBs, this replacement
was associated with lower energy intake in premenopausal overweight women [44], and a signiﬁcant
reduction of weight and fat [45]. However, it should be noted that this study was designed as a weight
loss intervention; therefore, it was expected that energy intake and body weight would decrease.
Our analyses did not show a correlation between water substitution for SSSBs and weight change
in a four-year period, independently of total energy intake, but in the case of the group in which
SSSBs were gathered, the association was just statistically signiﬁcant (−187 g (95% CI −374 to 0;
p for trend = 0.05)). Our results suggested that this replacement could be associated with a lower
incidence of obesity. Olsen and Heitmann [42] informed readers that the most consistent studies
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that analyzed the association between calorically sugared beverages and body weight/obesity are
those whose follow-up period is ﬁve years or more. This may be a potential reason why we could
not appreciate in full the effect of the replacement for SSSBs on average body weight given that the
follow-up analyzed was shorter than that recommended by these authors. In fact, when we studied
the incidence of obesity over a longer period, the replacement of water for SSSB was correlated with
the reduction in that risk. It was proposed that the mechanism by which the increase of this type
of beverages in decrement of water affects body weight is the subsequent increase of energy intake.
However, some studies that afﬁrm a positive correlation between SSSBs and obesity do not present
any differences in their results when data are adjusted for energy intake [42]. Thus, there must be
more biological mechanisms that relate them, along with the increment of energy intake. Other studies
proposed that the intake of SSSBs may fail to trigger physiological satiety mechanisms or that the
consumption of this type of beverages may cause a lower thermogenesis, resulting in an increase of
energy intake [42]. Furthermore, although the available data about the relationship between increasing
water consumption and body weight is not very conclusive, it has been suggested that drinking water
could control body weight by inducing thermogenesis [46]. This effect of water, combined with the
decrease of SSSB intake, could give an explanation of the effect on the body via a thermogenesis
pathway. We did not ﬁnd any correlation between increasing water consumption at baseline either
with less weight gain nor incidence of obesity. In fact, all of the studies which correlate water and
body weight, although interesting, are based on short-term studies, thus they may not be applicable to
long-term effects [43,45].
The SENC suggests always drinking water, or, if not, low/non-caloric beverages to control body
weight. When we analyzed the effect of substituting one serving of low/non-caloric beverages for
one serving of beer, we could observe a correlation with a decrease in body weight and in obesity
incidence. However, in replacement of one serving of LNCBs for one of the group in which SSSBs are
gathered, we have not seen any association nor with reduction of weight neither in the risk of obesity.
It was also not observed for obesity incidence when the replacement was made for a wine group.
Available evidence is not very clear about the topic of diet soda beverages and weight loss [19,47].
Studies about the effects of diet drink consumption could be affected by an unmeasured confounding
factor (for example, people who prefer dieting instead of regular soft drinks may be healthier or
perform other strategies that could inﬂuence in body weight). It is possible that the correlation between
diet soda beverage intake and weight loss are only evident in overweight and obese people, as was
reported in three American prospective cohorts [19], or even in clinical trials [48]. In randomized
controlled trials in adults whose BMI exceeded the healthy value, the replacement of water or diet soft
drinks for SSSBs achieved a 5% weight loss compared to the control group [49] and a reduction on
total energy intake [50], as expected as part of a weight loss program. A longer follow-up trial with
overweight and obese adolescents showed a reduction in BMI from replacing sugar-sweetened soda
beverages with the diet version after one year, but not at the two-year follow-up [48]. This effect was
also reported for healthy weight children in a double-blind, 18-month clinical trial, which showed that
the intake of non-caloric soft drinks instead of the regular version was associated with lower weight
gain, conﬁrming that the replacements may have effects on body weight not only in overweight people
but also in those with healthy weight at baseline [51]. On the other hand, water was not superior
to non-nutritive sweetened beverages in a weight loss intervention trial [52]. Our cohort included
people independently of their baseline BMI and the analysis was adjusted for total energy intake.
More studies are needed before recommendations can be made to the general population regarding
the consumption of diet soda drinks as a substitute of regular soft drinks instead of water.
We did not ﬁnd any correlation between the replacement of water for any type of juice analyzed
with weight change in a four-year period, nor with the incident of obesity. In a previous study,
we found a 16% (OR 1.16 (95% CI 0.99 to 1.36)) increase in body weight when we compared people
in the ﬁfth quintile of sugared fruit juice consumption (six or more servings per week) with those
in the ﬁrst quintile (less than one serving per week) [53]. Three American cohorts concluded that
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the consumption of fruit juice increased weight, whereas its substitution by water caused a weight
reduction [19]. However, these investigations did not take into account different types of juices. Only a
few studies have analyzed the effect of fruit juice consumption on weight in adults, thus more are
needed, in particular distinguishing between different types of juice [15].
Our analysis did not ﬁnd any relationship between the substitution of water for any dairy
product and weight gain or obesity. These ﬁndings are consistent with the results obtained from other
cohorts [19,54,55] and a meta-analysis of randomized clinical trials [56], in which no correlation was
found between dairy products consumption and weight change or obesity incidence.
The strengths of our study include its prospective design, which avoids the possibility of reverse
causation bias potentially present in other types of studies, the previous validation of the questionnaires
used, the use of a wide range score for beverage consumption, and a relatively large sample size.
Additionally, we were able to control for multiple possible confounding variables and conducted
various sensitivity analyses. The generalizability of the ﬁndings may be considered to be weak because
the SUN cohort participants are all university graduates, and therefore the sample is not representative
of the Spanish population. However, this enhanced the internal validity of our study because of the
homogeneity of the population and the high education level and socioeconomic status, which reduces
potential confounding.
Some potential limitations should be noted, as we used self-reported information. Although there
is a tendency for participants to overestimate their height and underestimate their weight, self-reported
weight and height was found to be valid in our cohort [25]. Beverage consumption was self-reported,
and so it is susceptible to information bias. However, this method is arguably the best way to ascertain
food habits in large cohorts that are followed over long periods [21]. Another limitation that should
be taken into account is that the FFQ does not distinguish between coffee with or without sugar.
We resolved this by considering that if the servings of sugar consumed per day are equal to or bigger
than those of coffee (both the regular and decaffeinated kind), then that participant takes sugar-added
coffee, and if the sugar servings are less than the coffee ones, then sugar-free coffee is taken. The
item “bottle juice” does not specify between 100% fruit juice or juice from concentrates, or with or
without added-sugar. Apart from that, our analysis was done using mathematical substitution models,
thus real replacements may not show the same results. However, this technique has been widely used
in nutritional epidemiology [29,57,58]. Furthermore, we have just measured baseline consumption,
and not variations over time, thus changes in body weight could be a consequence of these disparities.
5. Conclusions
This study found that replacing one sugar-sweetened soda beverage (but not other sugared drinks,
like fruit juices) or beer with one serving of water per day at baseline was related to a lower incidence
of obesity and to a higher weight loss over a four-year period time in the case of beer, based on
mathematical models. Nevertheless, longitudinal investigations based on real interventions are needed
to conﬁrm these potential effects. As obesity carries a high risk for the development of other diseases
like diabetes or cardiovascular disease, the possible effects of the substitution for these beverages with
water is an important target to consider in future public health research.
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Abstract: During pregnancy and lactation, the adequate intake (AI) for total water intake is increased.
This cross-sectional survey aimed to assess Total Fluid Intake (TFI; sum of drinking water and all other
ﬂuids) of 300 pregnant and 300 breastfeeding women in Indonesia. A seven-day ﬂuid speciﬁc record
was used to assess TFI. Mean TFI of pregnant and breastfeeding women were 2332 ± 746 mL/day
and 2525 ± 843 mL/day, respectively. No signiﬁcant difference in TFI between pregnancy trimesters
was observed, while TFI of women breastfeeding for 12–24 months postpartum (2427 ± 955 mL/day)
was lower than that of the two other groups (0–5 months: 2607 ± 754 mL/day; 6–11 months:
2538 ± 807 mL/day, respectively). Forty-two and 54% of the pregnant and breastfeeding subjects,
respectively, did not reach the AI of water from ﬂuids. These AI were actually known by only 14%
and 23% of the pregnant and breastfeeding subjects. However, having the knowledge about the AI
did not increase the odds of reaching the AI. Concluding that a high proportion of the pregnant and
breastfeeding subjects did not reach the AI of water from ﬂuid, it seems pertinent to further assess
the ﬂuid intake, as well as their hydration status, in other countries.
Keywords: ﬂuid intake; pregnant; breastfeeding; hydration; Indonesia; seven-day ﬂuid record

1. Introduction
During pregnancy, the water balance is altered due to an accretion in total body water. This total
body water accretion measured by deuterium or antipyrine tracers is on average 7–8 L. For a gestational
weight gain of about 12.5 kg, this total water gain is at term distributed in the fetus (2414 g), placenta
(540 g), amniotic ﬂuid (792 g), blood-free uterus (800 g), mammary gland (304 g), blood (1.267 g),
and extracellular ﬂuid (1.496 g) with no edema or leg edema [1]. Investigators found that the total
body water accretion was positively correlated with birth weight [2,3] and the amount of amniotic
ﬂuid is a predictor of fetal well-being [4]. However, a direct association between total fluid intake,
water intake or intake of any other fluid type and pregnancy outcome is rarely investigated. In an animal
study vasopressin, a key player in water homeostasis was associated with a risk to develop preeclampsia;
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however, this remains a preliminary finding [5]. Pregnant women with bacteriuria have an increased
susceptibility to pyelonephritis [6]. Since an increased water intake seems to prevent recurrent urinary tract
infections in non-pregnant women [7], it seems relevant to evaluate this, in the future, in pregnant women.
The same applies for constipation, which is frequent during pregnancy (>30%) because of hormones and
dietary factors [8]. A diet rich in fiber and an increased fluid intake is recommended; however, this is
rather a practice-based than evidence-based recommendation [8]. While the physiological changes in
body water content during pregnancy are known, the scientiﬁc literature on the consequences of
inadequate hydration and the beneﬁts of increased water intake remains scarce and superﬁcial.
During lactation, the water balance is also altered. Through breast milk, composed of 87%
water, breastfeeding women have an additional water loss of on average 700 mL/day at eight weeks
postpartum [9,10]. To ensure the accretion in total body water during pregnancy and the compensation
of the additional water loss via breast milk during lactation, the requirements for total water intake (TWI,
water originates from ﬂuids and food moisture) are increased during pregnancy and lactation [11].
The reference values of TWI for children, adolescents and adults are adequate intakes (AI) based
on observed intakes. However, to the best of our knowledge, only one survey that aimed to assess total
ﬂuid intake (sum of drinking water and all other beverages) of pregnant and breastfeeding women
was published. This survey was performed in Mexico and showed that a sample of 153 pregnant and
155 breastfeeding women drank on average 2.62 L/day and 2.75 L/day, respectively [12]. The Institute
of Medicine (IOM) based the reference values of TWI for pregnant and breastfeeding women on the
median TWI observed in National Health And Nutrition Examination Survey III (NHANES III). The AI
was set at 3.0 L/day for pregnant women and 3.8 L/day for breastfeeding women, which is an increase
of 0.3 L/day and 1.1 L/day, respectively, compared to non-pregnant/non-breastfeeding women [13].
In 2010, the European Food Safety Authorities (EFSA) had no European data available on observed
water intakes of pregnant women. Since energy intake during pregnancy increases by 300 kcal/day,
they recommend pregnant women to increase TWI by 300 mL/day compared to non-pregnant women.
This resulted in an AI of TWI established at 2.3 L/day. For breastfeeding women, the EFSA established
the AI of TWI also based on theoretical reasoning: In order to compensate for the water loss through
breast milk, water requirement needs to increase by 700 mL/day compared to non-breastfeeding
women [14]. In Indonesia, observed intakes of water among pregnant and breastfeeding women were
also lacking. Like the EFSA, the Indonesian Ministry of Health consequently built recommendations
based on the theoretical relationship between water intake and energy intake, meaning that for each
kcal of energy intake, 1 to 1.5 mL of water needs to be consumed [15]. Pregnant women are therefore
advised to add 300 mL/day of water to the AI of 2.3 L/day recommended to non-pregnant women.
Breastfeeding women are recommended to increase TWI by 800 mL/day during the ﬁrst six months
postpartum and by 650 mL/day after six months postpartum.
To address the lack of available intake data, the primary aim of this cross-sectional survey was to
assess the intake of drinking water and all other beverages of a sample of pregnant and breastfeeding
women representative of three large cities in Indonesia. The secondary aim was to assess the knowledge
about the requirement of ﬂuid intake during pregnancy and lactation.
2. Materials and Methods
2.1. Survey Sampling and Protocol
This cross-sectional survey was conducted in Jakarta, Yogyakarta and Surabaya, representing
Java Island in Indonesia. Data collection was performed from January to April 2014. All households
with pregnant and breastfeeding women under the selected maternity clinic in each of the study areas
were eligible for recruitment. A stratiﬁed sampling technique was applied: pregnant women were
stratiﬁed into three strata, i.e., ﬁrst, second and third trimester; the breastfeeding women into three
strata, i.e., 0–5, 6–11 and 12–24 months post-partum. The study aimed to recruit 600 subjects in total,
with 200 subjects per study location (i.e., 100 pregnant and 100 breastfeeding women).
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All eligible subjects were given oral and written information about the study objectives and
protocol. If willing to participate, a written informed consent was obtained. The study was approved
on 23 December 2013 by the Ethics Committee of the Faculty of Medicine Universitas Indonesia
(number 783/H2.F1/ETIK/2012).
Thereafter, eligible women were screened for the inclusion and exclusion criteria. Study inclusion
criteria were: having signed the informed consent, being pregnant or (exclusively and non-exclusively)
breastfeeding, having an age above 18 years, living in the study area for at last one year, having
a middle-level of socio-economic status (level B and C based on household expenditure according
to AC Nielsen criteria). There were 3 additional inclusion criteria for pregnant women: meeting the
stratiﬁcation of the pregnancy trimester, having a singleton pregnancy and having no pregnancy
complication such as hyperemesis gravidarum, hypertension or (gestational) diabetes based on
interview and physical examination. Breastfeeding women also had to be apparently healthy, i.e., no
acute or chronic diseases based on interview and physical examination. The exclusion criteria were
being illiterate and having difﬁculty with oral communication.
This screening visit was performed by trained physicians and nutritionists in the selected
maternity clinic. During the same visit, the seven-day ﬂuid diary was delivered and explained
to the subjects during a face-to-face interview. Each day, the same nutritionist visited the subject at
home to collect the ﬂuid record of the previous day and to provide a new record for the next day.
During the ﬁrst visit, pregnant women reported their pre-pregnancy weight and height, and lactating
women their current weight and height. On day 8, the nutritionist completed the questionnaire on
ﬂuid intake knowledge with the subjects. The aim of these daily home visits was to maintain a high
participation rate and to avoid subjects copying the previous day’s data into the next-day record.
In total, 30 trained nutritionists were involved in the data collection. Each nutritionist was responsible
for visiting a maximum of 10 subjects during the same period. This survey followed the same sampling
method, protocol and ﬂuid assessment as those taking part in the Liq.In7 surveys [16,17].
2.2. Assessment of Fluid Intake with a Seven-Day Fluid Speciﬁc Record
The ﬂuid record was structured to collect the following detailed information on each drinking act
in open spaces on the record: the hour of consumption, the type of ﬂuid, the brand of ﬂuid, the volume
of the recipient from which the volume was consumed and the volume actually consumed. To assist
the subjects in estimating the consumed volumes, the records were supported by a photographic
booklet of standard containers of ﬂuids.
All ﬂuids recorded were classiﬁed accordingly: water (bottled water and tap water. The latter
one is because of safety reasons boiled before consumption), hot beverages (coffee and tea),
milk and derivatives, soft drinks (carbonated and non-carbonated sweetened drinks, carbonated
and non-carbonated non-calorically sweetened drinks, ice-based. coconut-based, chocolate-based,
and energy drinks), juices (fruit and vegetable-based drinks) and other beverages (traditional drinks,
cereal drinks, herbal drink, soy bean milk, and others). Total fluid intake (TFI) was defined as the sum of
volumes of all these categories. Any addition (e.g., sugar) to a fluid was not taken into account during the
fluid classification. The water content of food was not assessed, and consequently not taken into account.
An adequate ﬂuid intake was deﬁned as a TFI above or equal to 80% of AI or TWI since 70% to
80% of TWI is assumed to come from ﬂuids and 20%–30% from food moisture [14]. Consequently the
cut-offs used in this analysis to identify an adequate intake were 2080 mL/day for pregnant women,
2480 mL/day for breastfeeding women 0–6 months postpartum and 2360 mL/day for women
7–24 months postpartum [15].
2.3. Knowlegde on Fluid Intake Recommendation
The knowledge of the participants about the AI was assessed with 2 multiple-choice questions.
The two questions were “In your opinion, how much water should a pregnant woman drink to have
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an adequate ﬂuid intake?” and “In your opinion, how much water should a breastfeeding woman
drink to have an adequate ﬂuid intake?” The possible answers to the ﬁrst question were the following:







Minimally 600 cc less than recommended for non-pregnant woman
Minimally 300 cc less than recommended for non-pregnant woman
As recommended for non-pregnant woman
Minimally 300 cc more than the non-pregnant recommendation
Minimally 600 cc more than the non-pregnant recommendation
Others: _______________________________________________

The answers to the second question had a comparable format. Participants were requested to tick
off only one answer.
2.4. Data Management and Analysis
Data were recorded daily using speciﬁc forms, and then checked, coded and entered into
spread-sheets (SPSS version 21.0. SPSS Inc., Chicago, IL, USA). Subjects reporting a mean total
daily ﬂuid intake below 0.4 L/day or higher than 6 L/day, as well as subjects not completing all
7 days of the seven-day ﬂuid record were excluded from the analysis. Data analysis was performed by
using JMP (version 10, SAS Campus Drive, Cary, NC, USA). Continuous variables were presented
as mean, standard deviation and percentiles and dichotomous variables as number and percentage.
Statistical comparisons were performed by pregnancy trimesters, postpartum periods, and areas.
The mean intakes are estimated values taking into account all consumers including non-consumers.
A Wilcoxon paired test was used for multiple comparisons of continuous variable and chi-square for
percentages. A p-value below 0.05 was considered signiﬁcant.
3. Results
The analysis was done on ﬁve hundred and ninety-ﬁve women of which 296 were breastfeeding
and 299 were pregnant. A ﬂow chart of the survey is presented in Figure 1 and the demographics of
the subjects in Table 1. Of the subjects who completed the survey, most (56%) graduated from senior
high school and 72% were housewives. In the pregnant sample, subjects were mainly overweight and
obese (51%) with the highest proportion (60%) in Jakarta. Among the breastfeeding women, there was
more normal weight than overweight or obese subjects (54% and 38%, respectively). Of the pregnant
and breastfeeding women, 4% and 8%, respectively, were underweight.

ȱ

Figure 1. Flow chart of a cross-sectional survey recruiting pregnant and breastfeeding women in Indonesia.
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Table 1. General characteristics of the pregnant and breastfeeding women categorized by study area.
Variables

Total

Jakarta

Surabaya

Yogyakarta

28.5 (4.3)
28.6 (4.0)

29.2 (4.4)
28.9 (4.2)

28.5 (4.1)
28.5 (3.9)

27.8 (4.3)
28.5 (3.8)

4 (1)
41 (7)
109 (18)
335 (56)
106 (18)

0 (0)
20 (10)
38 (19)
117 (59)
23 (12)

1 (1)
14 (7)
33 (17)
103 (52)
47 (24)

3 (2)
7 (4)
38 (19)
115 (58)
36 (18)

3 (1)
428 (72)
2 (0)
4 (1)
5 (1)
20 (2)
5 (1)
29 (5)
10 (2)
98 (16)
1 (0)

1 (1)
159 (80)
0 (0)
2 (1)
2 (1)
0 (0)
1 (1)
6 (3)
3 (2)
24 (12)
0 (0)

2 (1)
133 (67)
0 (0)
1 (1)
1 (1)
10 (5)
2 (1)
7 (4)
3 (2)
39 (20)
0 (0)

0 (0)
136 (68)
2 (1)
1 (1)
2 (1)
0 (0)
2 (1)
16 (8)
4 (2)
35 (18)
1 (1)

13 (4)
134 (45)
110 (37)
42 (14)

2 (2)
37 (37)
37 (37)
23 (23)

2 (2)
47 (47)
41 (41)
10 (10)

9 (9)
50 (50)
32 (32)
9 (9)

25 (8)
160 (54)
76 (26)
35 (12)

8 (8)
53 (54)
29 (29)
9 (9)

6 (6)
53 (54)
25 (26)
14 (14)

11 (11)
54 (55)
22 (22)
12 (12)

Age (years)
Pregnant women
Breastfeeding women
Education Level
None
Elementary school
Junior high school
Senior high school
Higher education
Working Status
Any job
Housewife
College student
Labor
Service
Para/medical profession
Education
Finance/Business
Government employment
Private sector employment
Other
BMI Categories
Pregnant women 1
Underweight
Normal weight
Overweight
Obese
Breastfeeding women
Underweight
Normal weight
Overweight
Obese

Continuous data are presented as mean (SD) and dichotomous as n (%). 1 Body Mass Index (BMI) of pregnant
women was calculated with pre-pregnancy weight.

3.1. Total Fluid Intake
Table 2 shows the mean and distribution in percentiles of TFI in both pregnant and breastfeeding
women by study area, BMI classes, occupation and educational level. The mean TFI for pregnant
and breastfeeding women was, respectively, 2332 ± 746 mL/day and 2525 ± 843 mL/day.
In Jakarta, pregnant women had a higher TFI (2666 ± 681 mL/day) compared to those in
Surabaya (2153 ± 732 mL/day; p < 0.0001) and Yogyakarta (2181 ± 717 mL/day; p < 0.0001).
Among breastfeeding women, the same signiﬁcant difference was observed between regions (Jakarta
2722 ± 897 mL/day; Surabaya 2 573 ± 899 mL/day; Yogyakarta 2280 ± 656 mL/day; p = 0.0006).
No signiﬁcant difference in TFI was found between pregnancy trimesters (p = 0.50), while the intake
was different between the postpartum periods. Women breastfeeding for 12–24 months had a lower
TFI (2427 ± 955 mL/day) than the two other groups of breastfeeding women (2607 ± 754 mL/day for
0–5 months postpartum; p = 0.005 and 2538 ± 807 mL/day for 6–11 months postpartum; p = 0.035).
There was a signiﬁcant difference in TFI between the BMI classess; however, this signiﬁcant difference
was only observed among pregnant women (p = 0.0047). There was no signiﬁcant difference in TFI
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according to occupation or educational level among pregnant woman (p = 0.0938 and p = 0.4707,
respectively). Similar observations were made among breasfeeding women (occupation p = 0.5887;
educational level p = 0.8650).
Table 2. Total Fluid Intake (mL/day) of the pregnant and breastfeeding women categorized by study
area, classes of body mass index, Occupation and Educational level.

Total Fluid Intake

n (%)

Mean (SD)

299 (100)
99 (33)
100 (33)
100 (33)
13 (4)
134 (45)
110 (37)
42 (14)
186 (62)
113 (38)
163 (55)
136 (45)
296 (100)
99 (33)
100 (33)
99 (33)
25 (8)
160 (54)
76 (26)
35 (12)
242 (82)
54 (18)
172 (58)
124 (42)

Percentiles
5

10

25

50

75

90

95

2332 (746)
2666 (681)
2153 (732)
2181 (717)
1925 (535)
2210 (706)
2477 (771)
2469 (763)
2397 (779)
2226 (678)
2305 (751)
2365 (740)

1243
1529
1179
1133
1129
1167
1315
1350
1183
1272
1226
1313

1436
1784
1343
1441
1174
1416
1441
1606
1471
1407
1401
1474

1784
2191
1666
1645
1607
1691
1876
1940
1795
1726
1750
1837

2229
2721
2000
2039
1894
2129
2476
2356
2330
2163
2161
2279

2800
3045
2609
2635
2195
2726
3053
2853
2900
2693
2833
2791

3307
3643
3298
3129
2920
3142
3493
3567
3363
3216
3326
3313

3679
3871
3444
3615
3119
3413
3857
4176
3861
3473
3580
3850

2525 (843)
2722 (897)
2573 (899)
2280 (656)
2430 (927)
2450 (778)
2655 (922)
2653 (871)
2530 (873)
2500 (697)
2522 (804)
2529 (897)

1491
1463
1599
1476
1368
1582
1395
1718
1481
1619
1550
1433

1654
1670
1675
1597
1460
1638
1647
1866
1638
1724
1661
1624

1971
2024
1952
1907
1873
1910
2046
2000
1949
2094
1963
1979

2306
2507
2276
2151
2266
2281
2438
2318
2285
2410
2306
2319

2901
3240
2979
2476
2691
2777
3128
2957
2975
2676
2956
2825

3697
3969
3800
3219
3559
3519
3840
4210
3764
3324
3709
3725

4357
4581
4404
3519
5194
3942
4687
4643
4377
3879
4257
4396

Pregnant Women
Total
Jakarta
Surabaya
Yogyakarta
Underweight
Normal Weight
Overweight
Obesity
Housewife
Other occupation
Senior high school
Other educational level
Breastfeeding Women
Total
Jakarta
Surabaya
Yogyakarta
Underweight
Normal Weight
Overweight
Obesity
Housewife
Other occupation
Senior high school
Other educational Level

3.2. Adherence to Indonesian Adequate Intake for Water from Fluids
Non-adherence to the AI was observed among 42% of the total sample of pregnant women.
The lowest non-adherence to the AI was observed in Jakarta (18%) compared to 54% in Surabaya and
53% in Yogyakarta. No signiﬁcant difference between stages of pregnancy was observed (1st trimester
46%; 2nd trimester 38%; 3rd trimester 42%; p = 0.50).
In the total sample of the breastfeeding women, 54% of women did not reach the AI for water
from ﬂuids. The highest non-adherence was observed in Yogyakarta (69%), then in Surabaya (56%) and
the lowest proportion in Jakarta (37%). Non-adherence to the AI was the highest among women who
were breastfeeding during 12–24 months (64%) compared to women breastfeeding during 0–5 months
(50%) and those breastfeeding during 6–11 months (47%) (p = 0.035).
Table 3 shows the results of the assessment of the knowledge of the subjects on the AI of water
from ﬂuids. In the total sample, 14% and 23% of all subjects knew the AI for water from ﬂuids
of pregnant and beastfeeding women, respectively. Of the 47 pregnant women (16% of pregnant
sample) who correctly identiﬁed the AI of water from ﬂuids, 62% adhered to the AI and 38% did
not. Of the 81 breastfeeding women (17% of breastfeeding sample) who knew the correct AI of water
from ﬂuids, 52% adhered to the AI of water from ﬂuids for breastfeeding women and 48% did not.
Having knowledge about the AI did not increase the odds of reaching the AI of water from ﬂuids
(pregnant women OR 1.18, 95% conﬁdence interval 0.63–2.27; breastfeeding women OR 1.40, 95%
conﬁdence interval 0.84–2.34).
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Table 3. Assessment of the knowledge of pregnant and breastfeeding women on the Indonesian
Adequate intake for water from ﬂuids.
How Much Water
Should a Pregnant
Woman Drink Daily?

How Much Water
Should a Breastfeeding
Woman Drink Daily?

514 (86)
81 (14)
252 (84)
47 (16)
262 (88)
34 (12)

455 (77)
140 (23)
240 (80)
59 (20)
215 (73)
81 (17)

Incorrect answer
Correct answer
Incorrect answer
Correct answer
Incorrect answer
Correct answer

Total women
Pregnant women
Breastfeeding women

Data expressed as n (%).

3.3. Consumption of Different Fluid Types
Table 4 shows the mean intake of the different ﬂuid types by study area and Figure 2 the
contribution of different ﬂuid types to TFI. Among the different types of beverages, the highest
intake in terms of volume and contribution to TFI was observed for water, especially boiled water
for pregnant women in Jakarta and Yogyakarta (64% and 53% of drinking water, respectively) and
bottled water for breastfeeding women in Jakarta and Surabaya (62% and 67% of drinking water,
respectively). The second ﬂuid type consumed the most were hot beverages with a daily intake ranging
from 257 mL/day in Jakarta and 427 mL/day in Yogyakarta for breastfeeding women. For pregnant
women, hot beverage intake was lower or similar to those of breastfeeding women, ranging from
181 mL/day in Surabaya and 293 mL/day in Jakarta. Soft drinks were the third most consumed
beverages. Pregnant women had a signiﬁcantly higher intake of soft drinks than brestfeeding women
(115 ± 141 mL/day vs. 74 ± 116 mL/day, p < 0.0001). No signiﬁcant differences was observed between
study areas for pregnant women (p = 0.99), while for breastfeeding women, the intake of soft drinks
ranged from 24 ± 61 mL/day in Jakarta to 123 ± 150 mL/day in Surabaya (p < 0.0001).
Table 4. Total daily consumption of different ﬂuid types (mL/day) in the pregnant and breastfeeding
women by study area.
Pregnant Women (n = 299)

Breastfeeding Women (n = 296)

Total

Jakarta

Surabaya

Yogyakarta

Total

Jakarta

Surabaya

Yogyakarta

Water
Boiled water
Bottled water

1676 (737)
877 (880)
799 (895)

1806 (681)
1156 (912)
650 (808)

1633 (755)
633 (780)
1001 (1000)

1590 (761)
844 (872)
746 (837)

1939 (885)
900 (1028)
1040 (1109)

2199 (922)
845 (1173)
1354 (1130)

2029 (904)
679 (961)
1351 (1174)

1591 (707)
1173 (875)
418 (686)

Milk

191 (181)

282 (213)

139 (142)

152 (143)

97 (142)

116 (146)

75 (124)

99 (151)

Hot bev.
Coffee
Tea

237 (199)
12 (46)
224 (188)

293 (195)
12 (44)
281 (186)

181 (186)
12 (47)
169 (171)

236 (202)
13 (47)
223 (191)

319 (275)
28 (69)
290 (256)

257 (204)
30 (68)
227 (190)

271 (243)
16 (52)
256 (237)

427 (329)
39 (83)
388 (302)

Soft drinks
CSD
SSD
Functional & ﬂavored drinks

115 (141)
3 (13)
101 (126)
11 (38)

115 (139)
6 (19)
86 (96)
23 (60)

113 (147)
2 (9)
105 (143)
6 (19)

116 (138)
2 (9)
112 (133)
2 (15)

74 (116)
6 (22)
62 (104)
6 (24)

24 (61)
7 (29)
13 (38)
4 (21)

123 (150)
6 (18)
108 (135)
9 (32)

76 (96)
5 (17)
66 (94)
5 (17)

Juices

63 (85)

80 (94)

43 (74)

68 (82)

47 (93)

64 (107)

37 (83)

41 (87)

Other bev.

51 (90)

90 (123)

43 (74)

20 (38)

48 (83)

62 (90)

37 (78)

46 (78)

Data expressed as mean (SD); Abbreviations: bev.: beverages; CSD: carbonated sweetened drinks; SSD: sugar
sweetened drinks.
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Pregnantȱwomen

0%

10%

20%

Total

Breastfeedingȱwomen

Jakarta
Surabaya
Yogyakarta
Boiledȱwater
Tea
Juices

50%

60%

70%

80%

24%

7%

18%

51%
Bottledȱwater
CSD
Othersȱbeverages

Milk
SSD

5% 3%

11%

4%

17%

2%2%

8% 2%

3% 10%

52%

26%

10%

4%

50%

31%

5% 2%

4%

41%

36%

3% 3%

8%

6%

34%

39%

100%

4% 3%

11%

11%

46%

29%

90%
10%

8%

34%

43%

Yogyakarta
Total

40%

38%

Jakarta
Surabaya

30%

4%
3%2%

Coffee
Functionalȱ&ȱflavored

Figure 2. The contribution of different ﬂuid types to total ﬂuid intake of pregnant and breastfeeding
women according to study area. Abbreviations: CSD: carbonated sweetened drinks; SSD: sugar
sweetened drinks.

4. Discussion
To our knowledge, this is the ﬁrst survey assessing the intake of water and all other beverages
of a relatively large sample of Indonesian pregnant and breastfeeding women. The ﬁrst ﬁnding of
this survey was that the mean TFI of both the pregnant and breastfeeding women was 2.3 L/day
and 2.5 L/day, respectively, which is different compared to published intake data among this target
group. To the best of our knowledge, only two publications speciﬁcally focused on water or ﬂuid
intake among pregnant and breastfeeding women, and the mean TFI of a Mexican and Greek sample of
pregnant woman was 2.6 L/day and 2.1 L/day, respectively [12,18]. The mean TFI of Mexican women
breastfeeding during the ﬁrst semester of lactation was 2.8 L/day [12]. Only hypotheses can be made
to explain these intra-country differences. The methods used to assess the intake, climate and cultural
factors could be possible explanations [19,20]. A second important observation is that compared
to a Indonesian sample of non-pregnant and non-breastfeeding women previously investigated,
the pregnant and breastfeeding women consumed on average only 0.26 L/day and 0.07 L/day
more [16]. On one hand, this is similar to additional ﬂuid intake (0.25 L/day) consumed by the
pregnant Greek sample compared to the non-pregnant sample [18]. On the other hand, the additional
TFI of the Mexican pregnant women (0.76 L/day) was much higher than that of non-pregnant Mexican
women [12,16]. The Mexican women in the ﬁrst semester of lactation increased their mean TFI with
0.96 L/day compared to the non-pregnant Mexican sample [12,16]. Even though the mean ﬂuid
increase of 0.26 L/day is relatively in line with the additional 300 mL/day of total water intake
recommended by the Indonesian Ministry of Health, 42% of pregnant women in this sample still
did not reach the AI of water from ﬂuids. In the group of breastfeeding women, about half of the
subjects (54%) did not adhere to the recommendation. Whether this increase was sufﬁcient to cover
the water requirements of the pregnant and breastfeeding women in this sample remains inconclusive
due to lack of hydration biomarkers in the survey. A recent paper reported that urine color is also
a valid marker of urine concentration among pregnancy and breastfeeding women, and consequently
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hydration status [21]. Using this hydration biomarker to have an indication of hydration status could
be a suggestion for future large-scale surveys among this target.
The ﬂuid type contributing the most to TFI among the pregnant and breastfeeding subjects was
water (72%–77%). This was as expected since in a previous Indonesian adult sample drinking water
contributed on average about 78% to TFI [17]. This is, however, an intake pattern speciﬁc to Indonesia.
About 50% (1.44 L/day) of the water intake from ﬂuids of the Greece pregnant women was drinking
water and 33% (0.9 L/day) of the Mexican sample of pregnant women [12,18]. Among the Mexican
sample of breastfeeding women, drinking water also contributed about 33% to TFI [12].
The observed difference in TFI between regions deserves a discussion. The pregnant and
breastfeeding participants in Jakarta had a higher mean TFI and were consequently more likely
to adhere to the AI than the participants in Surabaya and Yogyakarta. Since the socio-demographic
characteristics of the participants were comparable at baseline, and since the climate, the method
to assess ﬂuid intake and period of data collection were comparable between regions, these factors
could not explain the observed differences. In a national Total Diet Study, differences in nutrients
and food intake were also observed, and differences in culture or habits was one of the suggested
explanations [22]. The use of spices is, for example, different. Since capsaicin, a component of spicy
food, can induce, via TRPV1, receptor thirst [23], this could be a potential explanation. That the
regional differences were mainly related to a difference in water intake, and more speciﬁcally
bottled or boiled water, could also suggest that water availability could be a factor inﬂuencing
the intake of the participants. Intervention trials indeed showed that having water available
stimulates consumption [24–26]. Besides water availability, education and having knowledge about
the importance of water consumption was also identiﬁed as a key factor to effectively increase water
intake [24–26]. In this survey, having the knowledge of the AI of water from ﬂuids, however, did not
increase the odds of adhering to the recommendations. This seems to be in line with previous evidence
which indicated that one factor by itself (e.g., having the knowledge on AI) is not sufﬁcient to induce
a behavior, but a combination of multiple factors addressing the individual and their environment
is required to maximize the chances for a behavior change [27]. A combination of factors could be
providing nutritional education, ensuring access to water and providing them tools such as the urine
color chart [21] to assess hydration status and/or measure ﬂuid intake. Because many women are
concerned about the health of their babies during pregnancy and are in frequent contact with their
healthcare providers, pregnancy may be an especially powerful "teachable moment" for the promotion
of healthy behaviors among women [28].
This survey does have limitations that we acknowledge. Data collection was performed in
three cities, Jakarta. Surabaya and Yogyakarta, all three located on the Java Island. Since other
nutritional surveys showed differences in nutritional intake between Indonesian provinces [22] and
since ambient temperature and climate can be difference between the provinces, the ﬁndings of this
study sample can therefore only be extrapolated to the pregnant and breastfeeding population of Java
Island. Furthermore, this was a cross-sectional, and not a longitudinal survey in which subjects were
followed from pre-pregnant status throughout pregnancy into the postpartum period. The comparison
between pregnancy trimesters and between pregnant and breastfeeding should therefore be done with
caution. The data collection was performed during one period of the year meaning that seasonality was
not taken into account. However, since Java Island is situated around the equatorial line and the dry
and rainy season do not differ in temperature, changes in ﬂuid intake due to seasonality are expected
to be limited. As mentioned previously, in the absence of hydration biomarkers, no conclusions can be
drawn on the hydration status of the study sample.
Despite the limitations discussed above, this survey has several strengths and therefore
contributed valuable information to the study of ﬂuid consumption among speciﬁc target populations.
Firstly, a large sample was recruited, with an equal distribution over pregnancy trimester and
postpartum period. Moreover, the study was completed with a high compliance rate (i.e., >95%).
Secondly, ﬂuid intake was assessed used a seven-day ﬂuid speciﬁc record, which is considered
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the reference method in nutritional assessment [29]. Moreover, this record was supported by
a photographic booklet of standard containers, increasing the likelihood of having an accurate
estimation of the consumption of the subjects. A potential risk of a dietary record is that the subject
completes the record only the day after or even later, or that a subject copies the info recorded from one
day to another day. Since the investigators visited the subject each day to check the completion, and
recuperated the page of the ﬂuid record, this risk was eliminated. In national surveys, a food frequency
questionnaire, a 24 h dietary recall, or a mix of methods is more frequently used than a seven-day
dietary record [30]. Since a 24 h recall tends to underestimate TFI [31], our results should be compared
to other food surveys with caution.
5. Conclusions
To conclude, this survey indicated that a large proportion of this Indonesian pregnant and
breastfeeding sample had an inadequate intake of water from ﬂuids. Even though the evidence of
potential positive health beneﬁts of an increased water intake during pregnancy and lactation is
currently limited, this ﬁnding suggests that the actions of midwives, general practitioners and other
doctors to promote an increased water intake as part of a healthy lifestyle are pertinent.
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Abstract: Water consumption promotes a decrease in total diet energy intake, and one explanation for
this fact is the replacement of sugar-sweetened beverages (SSBs) by plain water (PW). The objective
of this study was to analyze the association between SSB and PW consumption as a part of the total
energy intake. Dietary information was obtained by one 24 h recall of 2536 school-age children who
participated in the National Nutrition Survey in Mexico. PW and SSB consumption was measured in
mL and servings (240 mL), and consumption was stratiﬁed into two levels (<2 and ≥2 servings/day).
Linear regression models were used to evaluate the association between PW and SSB consumption in
relation to total energy intake. Models were adjusted for age, sex, the proportion of energy obtained
from non-beverage food, area of residence, and socioeconomic status (based on information regarding
housing conditions and ownership of home appliances). PW consumption at the national level was
two servings/day, and was not associated with total energy intake. However, the combination
of the high consumption of PW and the low consumption of SSB was associated with less total
energy intake (p < 0.05). Promoting higher PW and lower SSB consumption provides a useful public
health strategy for reducing total energy intake and preventing overconsumption among Mexican
school-age children.
Keywords: plain water intake; energy intake; beverage consumption; children

1. Introduction
Water intake is necessary for life, and it should be the main beverage consumed by the population.
Comprising 75% of body weight in infants to 55% in the elderly, it is essential for the maintenance of
adequate hydration [1] and cellular homeostasis [2].
In addition to being the major component of the human body, water acts as a medium for
numerous metabolic reactions, and assists in transporting nutrients, hormones, waste products and
heat throughout the body. Hydration is thus fundamental for maintaining normal physical and
cognitive performance [3].
Regarding diet, plain water (PW) consumption promotes a decrease in total energy intake [1,4,5];
it tends to replace caloric beverage intake, and creates a sensation of satiety, assuaging feelings of
hunger and the desire to eat [5].
One recommendation for reducing the risk of major chronic disease through dietary changes is to
replace sugar-sweetened beverages (SSBs) with PW and unsweetened beverages [6].
Some experimental trials have obtained a reduction in energy intake by replacing SSBs with PW [7];
however, various experimental studies of children have yielded less deﬁnitive results. One study
showed that drinking PW instead of SSB before meals reduced the total energy intake in the short
term, while another study found no such connection [4]. SSB consumption and its relationship to
Nutrients 2016, 8, 710
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energy intake is well documented [8], but there have been no corresponding studies on the role of PW
consumption [2,7].
It has been reported that in young to middle-aged adults without obesity, signiﬁcant changes in
energy intake do not correlate with the presence or absence of PW consumption [7]. On the other hand,
some studies have shown that PW consumption is associated with healthier diets and reduced risk of
chronic disease [9].
Recent studies have concluded that reducing SSB consumption can prevent weight gain in
children [10]. It has been documented that drinking PW instead of SSBs prevents weight gain and
obesity in children [4]. However, the consumption of caloric beverages (mainly SSBs) is rising rapidly,
particularly in low- and middle-income countries in Latin America [8].
In Mexico, school-age children are one of the population groups with the highest energy
intakes from beverages as a proportion of the total energy intake and with a high prevalence of
overweight/obesity (34.4%) [11,12].
The Institute of Medicine (IOM) in the USA established the adequate intake (AI) of total water,
including all beverages and moisture found in foods (the latter accounts for approximately 20%
of intake) [12]. The AI of water for children aged four to eight years was set at 1700 mL/day
(which includes approximately 1200 mL for total beverages, leaving 500 mL for moisture). The AI of
total water for children aged 9 to 13 years was set at 2100 mL/day (girls) and 2400 mL/day (boys);
this includes 1600 mL/day (girls) and 1800 mL/day (boys) of total beverages [13].
In Mexico, school-age children consumed 1254 mL of beverages per capita, in 2006, representing
20.7% of the total energy consumption, including 607 mL of PW [11].
Little evidence exists on PW consumption and energy intake among Mexican school-age children.
The aim of this study is therefore to evaluate the association between the consumption of PW and SSBs
in relation to total energy intake in Mexican school-age children.
2. Materials and Methods
2.1. Design and Study Population
Data were obtained from the National Health and Nutrition Survey 2012 (ENSANUT-2012, by its
acronym in Spanish), a survey with probabilistic stratiﬁed cluster sampling representative at national,
regional and urban/rural levels. Data collection was done between October 2011 and May 2012
(details can be consulted elsewhere) [14].
Dietary data were available for urban and rural strata in three regions. The initial sample consisted
of 2751 children between ﬁve and 11 years having the required dietary information. After running two
cleaning efforts to eliminate implausible data, the ﬁnal study population comprised 2536 children.
Ethical aspects. The survey protocol was approved by the Ethics Commission of the National
Institute of Public Health (INSP by its Spanish acronym), with ethic approval code 1108, and informed
consent was obtained from the parent or guardian of each participant.
2.2. Data Collection and Variable Construction
Dietary assessment. Dietary data were collected using a 24 h recall. Complete information on
foods and beverages consumed the day before the interview was obtained following a multi-pass
method: (1) compiling a preliminary list of foods consumed throughout the day; (2) reviewing the food
list to ensure the inclusion of foods often overlooked; (3) completing details on the list of foods such
as meal times and associated activities; (4) completing details on each food item, including portion
size and recipes; and (5) performing a ﬁnal review. The details of this method have been published
previously [15].
In children younger than 10 years, reporting was done by the mother, caregiver or person in
charge of feeding the child; in children 10 years and older, the report was completed by the child
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assisted by the person responsible for feeding him or her. This information was then supplemented by
the child to account for food consumed outside of the home.
2.3. Formation of Beverage Groups
Grouping was based on caloric contribution and sugar content, with PW taken as a group despite
its lack of energy contribution. A total of six groups was created: (1) PW: included just the water
consumed alone (without another ingredient); (2) dairy beverages without sugar: whole milk from
any animal species; (3) dairy beverages with sugar: atole and pozol (traditional Mexican beverages
made from corn), among others; (4) non-dairy beverages with sugar: aguas frescas (a mixture of fruit
or ﬂower, sugar and water), industrialized juices, coffee and tea with sugar, and soft drinks, among
others; (5) natural juices; and (6) non-dairy beverages without sugar, listed in Table 1.
Table 1. Classiﬁcation of beverage groups among Mexican school-age children (ﬁve to eleven years old),
ENSANUT 2012.
Beverage Group

Beverage

Group 1

Plain water (PW)

Plain water

Group 2

Dairy beverages
without sugar

Whole milk or soy milk without sugar
High-fat dairy drinks
Whole lactose-free milk
Reduced-fat milk
Light milk formula

Group 3

Dairy beverages
with sugar

Whole milk with sugar
Atole (base on milk, any ﬂavor)
Yogurt drinks
Milk-based smoothies

Group 4

Non-dairy beverages
with sugar

Group 5

Natural juices

Group 6

Non-dairy beverages
without sugar

Aguas frescas (a mixture of fruit or ﬂower, sugar and water)
Energy and sports drinks
Chocolate drinks made with sugar and water
Atole/pozol (traditional Mexican beverages made with corn ﬂour, water, and sugar)
Coffee or tea with sugar
Industrialized juices
Soft drinks of any ﬂavor
Natural fruit juices
Natural vegetable juices
Light soft drinks of any ﬂavor
Mineral water
Light ﬂavored water
Powdered sugar-free drinks
Coffee or tea without sugar

All groups were established according to caloric contribution and sugar content.

2.4. Identiﬁcation of Outliers
To reduce systematic errors, implausible data were excluded from analysis according to two
criteria. The ﬁrst was excessive consumption (mL): we used data distribution to determine the
largest consumption amounts in the six beverage groups, and established these values as cutoffs.
For the groups concerning PW as well as non-dairy beverages with sugar and natural juices,
excessive consumption was deﬁned as anything above 3000 mL; for dairy beverages without sugar,
anything above 1000 mL; for dairy beverages with sugar, anything above 1400 mL; and for non-dairy
beverages without sugar, anything above 900 mL. We excluded 22 children in this step of the cleaning
process. The second criterion was energy consumption (kcal): we deﬁned cutoffs as the mean energy
consumption in each group plus three times its standard deviation. Cutoffs were 301.47 kcal for
dairy beverages without sugar; 585.32 kcal for dairy beverages with sugar; 669.12 for non-dairy
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beverages with sugar; 494 mL for natural juices; and 66.51 kcal for non-dairy beverages without sugar.
We excluded 193 children in this ﬁnal step of the cleaning process.
Energy intake. We estimated consumption and the corresponding energy intake for the food items
within each group, and calculated the total energy intake for each group as well as the proportion
of intake pertaining to each participant. Energy values were based on the food-composition tables
formulated by the National Institute of Public Health (Nutrient Data Base, Compilation of the National
Institute of Public Health, unpublished material, 2012).
Socio-demographic variables. The age, sex, area of residence and socioeconomic status (SES) of
the sample children were obtained by means of a household questionnaire.
Area of residence was deﬁned as rural for localities with <2500 inhabitants and urban for localities
with ≥2500 inhabitants.
An SES index was constructed based on housing conditions (ﬂooring and rooﬁng materials);
ownership of home appliances (refrigerator, stove, washing machine, television, radio, video player,
telephone, and computer); and the number of rooms in the house. We used the Principal Component
Analysis to generate a continuous variable which we then divided into tertiles representing low,
middle, and high SES categories.
2.5. Statistical Analysis
To describe our analytic sample, we estimated percentages for each demographic variable and
divided the results into quartiles (p25, p50 and p75) representing the consumption (mL), energy
contribution and energy percentage levels of each beverage group.
In view of the biased distribution of beverage consumption and the small size of our consumer
sample, we traced the differences on box plots.
To better interpret the association between beverage consumption and total energy intake,
we expressed beverage consumption as servings of 240 mL for both PW and SSBs. SSBs were taken
from two groups: dairy and non-dairy beverages with sugar.
In addition, we divided beverage consumption quality into four categories: (1) low water
(<two servings) and high SSB consumption (≥two servings); (2) high water (≥two servings) and
high SSB consumption (≥two servings); (3) low water (<two servings) and low SSB consumption
(<two servings); and (4) high water (≥two servings) and low SSB consumption (<two servings).
We used two servings as the cutoff point because this value was the median consumption portion for
PW and SSBs.
We used two linear regression models to analyze the association between beverage consumption
and total energy intake, adjusting by age, sex, area of residence, SES and energy obtained from
non-beverage foods. The ﬁrst model included PW and SSB consumption as continuous variables.
Because the relationship between SSBs and total energy intake is not linear, we included the quadratic
term SSBs to the model. The second model included PW and SSB consumption in the four categories
mentioned below.
In order to maintain the original representativeness levels, we performed all of the analyses using
STATA 14.1 SVY module software for survey data.
3. Results
3.1. Sample Characteristics
After excluding the outliers in beverage consumption and applying the expansion factor, our ﬁnal
analytic sample reached 2536 school children aged ﬁve to eleven years, representing a universe of
18,448,445 individuals nationwide.
Characteristics of the sample subjects are described in Table 2. Their mean age was 8.18 ± 2 years
(not shown in the Table). Approximately half were male and half were female. About a third (28%)
lived in rural areas. Twenty-nine percent occupied the highest and 35% the middle and low SES tertiles.

282

Nutrients 2016, 8, 710

Table 2. Socio-demographic characteristics of Mexican school-age children (ﬁve to eleven years old).
National Survey of Health and Nutrition 2012, Mexico.
n

%

95% CI

50.1
49.8

47.4–52.9
47.0–52.5

12.2
12.4
14.5
14.2
13.9
15.3
17.2

10.5–13.9
10.5–14.4
12.7–16.3
12.4–15.9
12.0–15.9
13.1–17.4
14.9–19.5

71.4
28.5

69.4–73.4
26.5–30.5

Sex
Male
Female

1289
1247
Age (years)

5
6
7
8
9
10
11

335
354
406
386
378
332
345
Area 1

Urban
Rural

1556
980

Socioeconomic Status 2
Low
Middle
High

977
899
670

35.3
35.1
29.5

Total simple 3

2536

32.4–38.1
32.3–38.0
26.3–32.6

Rural: <2500 inhabitants; urban: ≥2500 or more; 2 Calculated using principal components analysis; includes
household characteristics, goods and services; 3 N = 18,448,445, which represents 18,448,445 school-age children.
1

3.2. Beverage Consumption
Table 3 illustrates the total energy consumption by socio-demographic variable. The national
median was 1633 kcal/day. Caloric intake among urban dwellers was 1225 kcal/day for the
25th percentile and 2187 kcal/day for the 75th percentile. Rural dwellers showed intakes of 1182
and 2090 kcal/day, respectively.
Table 3. Total energy intake according to socio-demographic variables *.
Total Energy Intake (kcal/Day)
p25

p50

p75

National

1215.3

1632.8

2173.2

Urban
Rural

1224.9
1182.2

1655.9
1582.5

2187.2
2089.7

Area

Socioeconomic status
Low
Middle
High

1189.5
1269.4
1218.2

1561.3
1701.1
1647.7

2149.1
2264.1
2145.3

All values shown in this table apply to the total sample. * n = 2536, which represents 18,448,445
school-age children.

The median energy intakes in the three SES categories listed in ascending order were 1561,
1701 and 1648 kcal/day. The highest energy intake occurred in the middle SES category with
2264 kcal/day; the lowest intake fell into the low category with 1189 kcal/day.
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Table 4 displays the percentage of consumers at the national level and consumption (mL) in
medians as well as the 25th and 75th percentiles of each beverage group. It also shows the energy
contribution and intake distributions of the groups among school-age children. More than 70% of
the children reported consumption of PW, almost 80% consume non-dairy beverages with sugar and
more than one-third consume dairy beverages with sugar. Just 2.2% of the children consumed natural
juices. The median consumption for PW was 480 mL, or two servings/day, as opposed to barely
over one serving/day for both the dairy beverages without sugar and dairy beverages with sugar
groups. Consumption reached approximately two servings/day for the non-dairy beverages with
sugar, and less than one serving/day for the non-dairy beverages without sugar group.
Dairy beverages with sugar contributed the highest percentage of energy at the national level with
a median of 12.2% of total energy intake. However, SSBs (combining dairy and non-dairy beverages
with sugar) contributed approximately 20% (data not shown in table).
School-age children in rural areas consumed the highest percentage of non-dairy beverages with
sugar (448 mL/day), while their urban counterparts consumed the highest percentage (21.0%) of SSBs
in general.
Similarly, as regards the SES of our sample children, children with middle SES had the highest
consumption of non-dairy beverages with sugar (427 mL/day), while the high SES group had the
highest consumption of dairy beverages with sugar (272 mL/day), as well as the highest percentages
of energy from dairy and non-dairy beverages with sugar (14.7% and 8.7%, respectively).
No difference was observed between areas of residence regarding consumption,
energy contribution or percentage of energy.
Table 5 presents the association between beverage consumption and total energy intake.
PW consumption was not associated with energy intake, whereas SSB consumption showed a positive
association amounting to a 69 kcal (p < 0.05) per serving increase. The association proved even
higher on analyzing the beverage consumption categories. The association of high water–low SSB
consumption was 230 kcal less than that of low water–high SSB consumption with regard to total
energy intake (p < 0.01).
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240.0

74.1

27.0

33.2

78.9

2.2

10.1

Plain water

Dairy beverages without sugar

Dairy beverages with sugar

Non-dairy beverages with sugar

Natural juices

Non-dairy beverages without sugar

285
0.0

8.7
12.2

0.0

-

5.6

8.0

5.0

4.7

0.0

Non-dairy beverages without sugar

Plain water

Dairy beverages without sugar

Dairy beverages with sugar

Non-dairy beverages with sugar

Natural juices

Non-dairy beverages without sugar

0.1

8.7

13.5

19.1

12.8

-

2.4

113.4

230.0

311.9

177.5

-

295.2

252.0

663.8

368.0

370.4

720.0

p75

0.0

4.7

5.0

8.4

5.7

-

0.0

94.5

89.7

158.7

118.3

-

156.5

210.0

240

225.2

240.0

240.0

p25

0.0

6.4

8.3

12.7

8.7

-

0.0

113.4

145.6

218.9

143.3

-

225.6

252.0

402.8

259.0

246.7

480.0

p50

Urban
p25

196.8

131.2

240.0

212.1

240.0

240.0

-

0.0

56.7

76.8

117.4

135

-

0.1

8.7

13.3

19.3

13.2

-

0.0

4.5

5.0

6.3

6.2

0.0

5. 7

8.3

10.7

9.1

-

0.0

113.4

128.8

184.4

143.3

Energy percentage †

2.4

113.4

227.1

311.8

177.3

-

225.6

252.0

448.6

256.5

246.7

480.0

Energy contribution

295.2

252.0

625.2

361.2

370.0

720.0

p50

Rural

Consumption (mL)

p75

AREA

0.2

8.7

13.4

17.4

13

-

2.5

118.1

241.0

311.9

179.2

-

285.7

262.5

705.6

369.4

411.2

720.0

p75

All values pertain only to consumers. * Percentage of consumers at national level.

0.0

6.4

8.4

113.4

74.8

Natural juices

140.7

209.1

89.0

148.8

Non-dairy beverages with sugar

Dairy beverages with sugar

143.3

-

-

118.3

Plain water

Dairy beverages without sugar

225.6

252.0

408

258.0

246.7

480.0

p50

188.0

193.0

240.0

223.0

240.0

p25

%*

NATIONAL

†

0.0

6.4

8.2

11.2

8.8

0.0

113.4

126.2

184.4

143.3

-

225.6

252.0

379.4

255.7

246.7

480.0

p50

0.2

9.2

13

16.2

13.8

3.2

118.1

240.5

267.5

179.2

-

360

262.5

703.1

342.4

400.9

720.0

p75

0.0

5.1

5.2

7.1

5.7

-

0.0

113.4

89.7

131.2

118.3

-

196.8

252.0

240.0

196.6

240.0

240.0

p25

0.0

6.7

8.1

11.4

8.9

-

0.0

113.4

145.4

196

143.3

-

225.6

252.0

426.7

250.0

246.7

480.0

p50

Middle

0.1

8.7

13.6

16.3

13.8

-

2.4

118.1

229.9

279.4

179.2

-

240.0

262.5

643.0

308.7

380.0

720.0

p75

SOCIOECONOMIC STATUS

Regarding total energy intake.

0.0

2.6

4.3

6.6

6.7

0.0

56.7

74.8

114.0

118.6

-

164.0

126.0

235.0

220.0

240.0

240.0

p25

Low

0.0

4.7

5.4

10.0

5.1

-

0.0

94.5

98.6

184.4

118.3

-

123.0

210.0

240.0

230.4

240.0

240.0

p25

0.0

5.8

8.7

14.7

8.5

-

0.0

113.4

147.6

251.3

143.3

-

225.6

252.0

416.0

272.0

246.7

480.0

p50

High

Table 4. Quartiles of consumption, energy contribution and percentage of energy of beverage groups by socioeconomic status and area of residence in Mexican
school-age children (n = 2536).

0.0

8.6

12.9

22.0

12.4

-

2.4

113.4

224.5

349.2

170.4

-

295.2

252.0

605.0

460.0

370.0

600.0

p75
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Table 5. Multivariate linear regression analyses showing the association between beverage
consumption and total energy intake in Mexican school-age children (n = 2536).

Model 1 a

Model 2 c

Variable

Coefﬁcient (SE)

p

PW consumption (servings)
SSB consumption (servings)
SSB consumption (servings) 2
Age (years)
Sex (boy = 1)
Energy from food (kcal)
SES low b
SES Medium
SES High
Area of residence (urban = 1)
Constant

−1.09 (2.21)
112.08 (5.75)
−6.66 (0.82)
−2.88 (2.00)
1.45 (7.18)
0.99 (0.01)
Reference
18.37 (9.01)
38.75 (10.49)
30.36 (7.99)
73.96 (21.69)

0.611
<0.001 *
<0.001 *
0.150
0.839
<0.001 *

Low water–high SSBs d
High water–high SSBs
Low water–low SSBs
High water–low SSBs
Age (years)
Sex (boy = 1)
Energy from food (kcal)
SES low
SES Medium
SES High
Area of residence (urban = 1)
Constant

Refererence
−1.009 (14.64)
−218.72 (11.16)
−228.71 (12.48)
−1.88 (2.15)
1.65 (7.86)
1.00 (0.05)
Reference
17.71 (9.07)
36.03 (11.17)
34.41 (8.69)
353.53 (23.75)

0.042 *
<0.001 *
<0.001 *

0.940
<0.001 *
<0.001 *
0.379
0.833
<0.001 *
0.051
<0.001 *
<0.001 *

a

Model 1. Linear regression model with consumption of PW (plain water) and SSBs (sugar-sweetened
beverages) as continuous variables, adjusted by age, sex, energy from non-beverage foods, socioeconomic status
and area of residence. The quadratic term SSBs was included; b Socioeconomic status categories calculated
using principal components analysis; includes household characteristics, goods and services; c Model 2. Linear
regression model with consumption of water and SSBs as four categories of consumption, adjusted by age,
sex, energy from non-beverage foods, socioeconomic status and area of residence; d Cutoff point for water and
SSB consumption was: (1) low water (<two servings) and high SSB consumption (≥two servings); (2) high
water (≥two servings) and high SSB consumption (≥two servings); (3) low water (<two servings) and low SSBs
(<two servings) consumption; and (4) high water (≥two servings) and low SSBs (<two servings) consumption.
* Signiﬁcant difference (p < 0.05).

4. Discussion
Based on data from a nationally representative survey, our study sheds light on the relationship of
PW and SSB consumption with energy intake among Mexican school-age children. The main ﬁnding
was that the combination of low PW and high SSB consumption was associated with higher total
energy intake. We found no association between PW consumption (independent of SSB consumption)
and total energy intake.
The median energy intake (1633 kcal/day) was within the required range for school-age children:
1200–2200 kcal/day, depending on the age and physical activity level [16] of the particular child.
Malik et al. found that, in Mexico, all age groups combined received ≈10% of their total energy
intake from SSBs. Since then, the proportion of SSB energy intake has increased considerably among
individuals older than ﬁve years of age [17].
It is important to note that the higher association between beverage consumption and total energy
intake was found when combined speciﬁcally with high water and low SSB consumption. It has been
argued that replacing SSBs with non-caloric beverages or PW may be a useful strategy for weight
reduction as a result of less energy intake [18,19].
Our ﬁndings are consistent with those of Martinez et al., whose samples of children and
adolescents in Uruguay, Brazil and Mexico demonstrated that the highest contribution to the total
ﬂuid intake came from beverages containing sugar (i.e., juices and sweet beverages) [20].
As indicated in other studies, one explanation for the observed link between SSB consumption
and higher total energy intake may lie in the fact that individuals do not sufﬁciently reduce their
energy intake from other sources to offset the calories ingested from beverages [21,22].
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A meta-analysis on the effects of soft drink consumption obtained similar evidence [23]. It also
found that replacing sweetened caloric beverages with PW was associated with a sustained caloric
deﬁcit among women in a 12-month clinical weight loss trial [19].
A study of Brazilian students from 10 to 11 years old provided no evidence of PW consumption
having a protective effect on Body Mass Index increase—children who reported high PW consumption
also reported a high intake of other beverages [24]. However, the study did conﬁrm that consumption
of juice drinks was a risk factor for increased BMI [24].
According to another study of Mexican children in the same age group as ours, the trends obtained
by several dietary intake surveys point to a sharp increase in caloric beverage consumption among
pre-school and school-age children. The surveys also found that beverages such as whole milk and
sugar-sweetened juices were important contributors to the increased energy intake among children.
Mexican school children were found to consume 20.7% of their energy from caloric beverages. The three
most commonly consumed were whole milk, fruit juice with various sugar and water combinations,
and carbonated and noncarbonated sugared beverages [11].
Findings from several clinical trials, epidemiological studies and intervention initiatives suggest
that PW plays a potentially important role in reducing energy intake and, consequently, in preventing
obesity [8]. Similarly, the results of a meta-analysis by Popkin et al. on the effects of PW intake alone
suggest that PW consumption is linked to reduced energy intake when replacing sugar-sweetened
beverages, juice, milk and diet beverages. These ﬁndings come primarily from clinical feeding studies,
a well-regarded random controlled school intervention, and several additional epidemiological and
intervention studies [2].
Our study did not yield the same results in this area, a difference that may be attributable to
differences in the methodology for assessing PW intake, as has been the case in other published studies.
Our study has the following limitations that should be addressed in future epidemiological
studies: ENSANUT 2012 did not track physical activity for all age groups. Therefore, it was impossible
to adjust the models constructed to assess the association between beverage consumption and total
energy intake for physical activity, a variable which could be attenuating the association [25,26].
Variability in the consumption of beverages and water in our study might be related to season.
The ENSANUT was conducted from October 2011 to May 2012, with varying weather (temperature)
throughout the study period potentially contributing to different liquid intakes. Subsequent studies
are therefore necessary to determine beverage intake by season.
Moreover, research on child caloric beverages suggests that caloric beverages consumed by
school-age children may be underestimated, particularly those consumed at school (e.g., fruit juices
and aguas frescas) [10].
Another limitation of our study concerns the fact that data analyzed on the consumption of SSBs
and PW were collected only from one 24 h recall. Self-reported intake may have been affected by
recall bias and/or reporting errors. Such measurement errors could be randomly distributed across
the sample or might affect certain sub-populations systematically [27].
Nevertheless, our study also has its strengths, one of which is the fact that the data come from
a survey representative at national, state, and urban/rural area levels. This provides a sample size
adequate not only to offer precise outcomes and external validity, but also to allow for extrapolating
the results to all Mexican school-age children.
Another strength lies in the fact that dietary information was collected using the multi-pass
24 h recall method, thereby increasing accuracy in estimating the usual intake distributions [28].
Additionally, the questionnaire included PW intake as part of the 24 h recall.
The past 30 years have witnessed a marked increase in SSB consumption around the world.
As indicated by our study, SSB consumption may account for the increase in energy intake among
school-age children and could also be associated with obesity.
Public health initiatives in various countries, Mexico among them [29], are actively promoting
PW consumption to help control weight. A number of American associations and organizations
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recommend drinking water either in greater volume or in place of other beverages as a part of weight
management [30].
Effective strategies are required to restrict the supply of sugar-sweetened beverages and other
high-calorie, nutrient-poor food products in places frequented by children such as schools, parks and
recreation areas. The government needs to implement measures such as taxation in its battle against
consumption of these addictive foods and beverages. At the same time, free PW must be made widely
available for public health purposes.
5. Conclusions
Slashing SSB consumption can provide an important strategy for eliminating excess caloric intake;
however, the choice of a replacement beverage is crucial. Promoting PW consumption could be a useful
public health policy in that it is clearly an appropriate SSB replacement choice that is also economical
if tap water is used. It could also be an effective strategy for balancing energy/nutrient intake and
preventing overconsumption among Mexican school-age children.
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