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Abstract: Cardiovascular disease (CVD) is the leading cause of deaths globally. The main tar-
get for prevention of cardiovascular (CV) risk are lifestyle changes, including particular dietary
recommendations, involving high intake of fruits and vegetables. Flavonols are a subgroup of
flavonoids—compounds present in fruits, vegetables, and tea—known for their antioxidative prop-
erties. There are many findings about the beneficial impact of flavonols on general CV risk and its
factors, but mainly from in vitro and animal model studies. This paper summarizes data from human
studies about flavonols’ impact on general CV risk and its factors. A high dietary intake of flavonols
could decrease CVD mortality directly or through impact on selected CV factors; however, available
data are inconsistent. Nonetheless, specific groups of patients (smoking men, hypertensive and
diabetic patients) can potentially benefit from selected dietary modifications or flavonols (quercetin)
supplementation. Future investigations about kaempferol and myricetin are needed.
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1. Introduction

Cardiovascular disease (CVD) is the leading cause of deaths globally [1,2]. Proper
cardiovascular (CV) risk assessment is based on specified risk factors. According to the
American Heart Association, they include: dyslipidemia, hypertension, cigarette smoking,
male sex, elder age, or diabetes [3]. Lifestyle is the most important factor determining
health status, and as a result, CVD prevention through lifestyle modification, e.g., dietary
approach, is crucial [2]. Recommendations indicate plant-based and Mediterranean diets
as the most beneficial diets in CVD prevention [2]. They are based on increased fruit,
vegetable, lean protein, and fiber consumption [2]. Vegetables and fruit are the sources
of flavonoids, while flavonols are their subgroup distinguished by the chemical structure
including a 3-hydroxyflavone backbone. The most important flavonols are: quercetin,
kaempferol, myricetin, and isorhamnetin; however, this group also includes morin, galan-
gin, fisetin, kaempferide, azaleatin, natsudaidain, pachypodol, and rhamnazin, which are
less prevalent [4].

The free forms of flavonols are called aglycones. They share a 3-hydroxyflavone
backbone and differ by the presence and position of hydroxyl groups. The number of
hydroxyl groups contribute to the potency or bioactivity of these compounds [5]. Quercetin
and kaempferol differ by the presence of an additional hydroxyl group at the R1 position
in the quercetin molecule. That is why quercetin is less chemically stable and more reactive
than kaempferol [5]. Comparing to quercetin, myricetin has an additional hydroxyl group
in the R5 position, while isorhamnetin is O-methylated in the R3 position. The structures
of the most important flavonols: quercetin, kaempferol, myricetin, and isorhamnetin are
presented in Figure 1.
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Figure 1. The chemical structure of the selected flavonols (A) quercetin, (B) kaempferol, 
(C) myricetin, and (D) isorhamnetin. 

Aglycones are generally unstable and present low solubility due to lipophilicity. 
These properties lead to glycosylation susceptibility which improves the stability of hy-
drophobic compounds. There are numerous glycoside forms of flavonols differed by 
sugar moieties (mainly monosaccharides: glucose, rhamnose, galactose, arabinose, and 
xylose; and the disaccharide rutinose) and their positions [6,7]. Furthermore, flavonol 
aglycones and glycosylated forms can be further conjugated, which also impacts their bi-
ological and chemical activity as the position of conjugate attachment may block the active 
hydroxyl sites [8]. 

The chemical structure of flavonols modifies their activity and also impacts their bi-
oavailability. Aglycons due to their lipophilic properties passively diffuse unmetabolized 
from the intestinal lumen into the enterocytes [9]. Glycoside forms due to their lipophobic 
properties must be hydrolyzed into aglycones by the lactase-phlorizin hydrolase enzyme 
on the intestinal brush border prior to passive absorption [10]. An alternative route in-
volves the sodium-dependent glucose transporter which transports glycosides into the 
enterocytes where they are hydrolyzed into aglycones by cytosolic β-glucosidase [10]. Af-
ter, aglycones present in the enterocytes can be either directly absorbed into the blood 
stream or they can be metabolized before further absorption. The metabolism consists of 
phase I (oxidation and O-demethylation) and phase II (sulfation, glucuronidation, and 
methylation) [9]. The metabolized aglycones are then also transported into the blood 
stream. The absorbed aglycones bound to serum albumin and the metabolites are trans-
ported to the liver where they undergo the phase I and II metabolism [11]. Flavonols’ me-
tabolism in body tissues is not well understood. 

The major contributors to everyday dietary flavonols intake are: onions, tea, and ap-
ples [12]. Other flavonol-rich products are: kale, lettuce, tomatoes, broccoli, grapes, ber-
ries, and red wine [4,13]. The most abundant individual flavonol is quercetin, followed by 
kaempferol, myricetin, and isorhamnetin [13–15]. 

Flavonols are associated with a cardioprotective potential and reduced risk of vascu-
lar diseases; however, most of the studies are conducted in vitro or on animal models 

Figure 1. The chemical structure of the selected flavonols (A) quercetin, (B) kaempferol, (C) myricetin,
and (D) isorhamnetin.

Aglycones are generally unstable and present low solubility due to lipophilicity. These
properties lead to glycosylation susceptibility which improves the stability of hydrophobic
compounds. There are numerous glycoside forms of flavonols differed by sugar moieties
(mainly monosaccharides: glucose, rhamnose, galactose, arabinose, and xylose; and the
disaccharide rutinose) and their positions [6,7]. Furthermore, flavonol aglycones and
glycosylated forms can be further conjugated, which also impacts their biological and
chemical activity as the position of conjugate attachment may block the active hydroxyl
sites [8].

The chemical structure of flavonols modifies their activity and also impacts their
bioavailability. Aglycons due to their lipophilic properties passively diffuse unmetabolized
from the intestinal lumen into the enterocytes [9]. Glycoside forms due to their lipophobic
properties must be hydrolyzed into aglycones by the lactase-phlorizin hydrolase enzyme on
the intestinal brush border prior to passive absorption [10]. An alternative route involves
the sodium-dependent glucose transporter which transports glycosides into the enterocytes
where they are hydrolyzed into aglycones by cytosolic β-glucosidase [10]. After, aglycones
present in the enterocytes can be either directly absorbed into the blood stream or they can
be metabolized before further absorption. The metabolism consists of phase I (oxidation
and O-demethylation) and phase II (sulfation, glucuronidation, and methylation) [9]. The
metabolized aglycones are then also transported into the blood stream. The absorbed
aglycones bound to serum albumin and the metabolites are transported to the liver where
they undergo the phase I and II metabolism [11]. Flavonols’ metabolism in body tissues is
not well understood.

The major contributors to everyday dietary flavonols intake are: onions, tea, and
apples [12]. Other flavonol-rich products are: kale, lettuce, tomatoes, broccoli, grapes,
berries, and red wine [4,13]. The most abundant individual flavonol is quercetin, followed
by kaempferol, myricetin, and isorhamnetin [13–15].

Flavonols are associated with a cardioprotective potential and reduced risk of vascular
diseases; however, most of the studies are conducted in vitro or on animal models [4,16,17].
The most investigated link refers to flavonols’ antioxidant and anti-inflammatory activity;
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however, they can impact the CV system by other numerous pathways, e.g., angiotensin-
converting enzyme inhibition [18], antiplatelet aggregation effects [19,20], 3-hydroxy-3-
methylglutaryl-coenzyme A reductase degradation, or low density lipoprotein (LDL) recep-
tor expression in the liver [21]. Although these results are promising, data gathered from
studies in humans are not abundant [16,17]. Such information, especially from randomized
clinical trials, can be helpful and directly lead to more precise dietary or supplementation
recommendations in CVD prevention. The aim of this review was to gather available
information about flavonols’ impact on recognized CV risk factors in humans.

2. Methods

To assess the effects of selected flavonols on cardiovascular risk and its factors, the
Medline (http://www.ncbi.nlm.nih.gov/pubmed, accessed on 28 December 2021) was
searched using a combination of the following queries in titles and abstracts: (flavonols OR
kaempferol OR quercetin OR isorhamnetin OR myricetin) AND (“cardiovascular disease”
OR “cardiovascular risk” OR “blood pressure” OR hypertension OR hyperlipidemia OR
lipids OR cholesterol OR triglycerides OR “coronary heart disease” OR “myocardial infarc-
tion” OR diabetes OR glucose OR smoking). The search was limited to studies performed
in humans and included all types of studies (observational, clinical trials, randomized
controlled trials, or meta-analyses). There were no time restrictions for the publication time.
As a result, 37 papers were retrieved for full-text reading.

3. General CVD Incidence and Mortality
3.1. Observational Study Data

Dietary flavonols have been widely tested in the context of general CVD mortality;
however, the results are inconsistent. The first study that analyzed this issue was the Zut-
phen Elderly Study from 1993 [22]. Flavonoid intake was significantly inversely associated
with coronary heart disease (CHD) mortality [22]. The analyzed flavonols were quercetin,
kaempferol, myricetin, but the study was focused on total flavonoid intake without the
division into individual compounds [22]. The findings were confirmed after 10 years of
follow-up [23].

In a mixed Finnish population, an inverse gradient was observed between dietary
intake of flavonoids and total mortality, similarly between flavonoids and CHD mortality
in patients without CVD at baseline [24]. The relation was significant in women and
nonsignificant in men [24]. The study did not investigate the influence of individual
flavonoids, but analyzed the participation of different foods. The consumption of apples
and onions was inversely associated with total and CHD mortality with a stronger relation
in women [24].

In a male population, there was no strong inverse correlation between intake of total
flavonoids, quercetin, myricetin, or kaempferol and CHD incidence [25]. However, in the
subgroup with pre-diagnosed CHD, a modest but still nonsignificant inverse association
between intake of flavonoids and CHD mortality rate was found [25].

Tea as the source of flavonols was examined in the Caerphilly Study. Among Welsh
men, flavonol intake, mainly from tea, was not related to CHD incidence, but was weakly
related to CHD mortality [26]. The authors suggested that flavonols from tea to which milk
is added in this region are probably not absorbed [26].

A 34,492 female population study showed that total flavonoid intake was associated
with a decreased risk of CHD deaths in postmenopausal women [27]. Moreover, broccoli
intake was also strongly associated with reduced risk of death from CHD [27].

In the Rotterdam study, dietary intake of flavonols (quercetin, kaempferol, and
myricetin) was significantly inversely associated with fatal myocardial infarction (MI)
incidents, but not with all events of MI [28]. Intake also involved drink consumption.
The relative risk of any MI incident was lower in patients drinking daily >375 mL of tea
compared to non-tea drinkers [28].

http://www.ncbi.nlm.nih.gov/pubmed
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Another Finnish study showed that patients with higher quercetin intake had lower
mortality from CHD [29]. This relation was not significant for kaempferol and myricetin [29].
It is worth noting that the dietary history did not include consumption of tea, which is also
a rich source of flavonols, and therefore it could have possibly interfered with the results.
However, the authors stated that tea consumption in Finland is relatively low, and as a
result, the expected tea contribution to flavonol dietary intake would be small [29]. The
study showed that intake of dietary sources rich in flavonoids such as apples and onions
was significantly associated with a decrease in CHD mortality [29].

In the study by Sesso et al., for general incidence of CVD and important vascular
events, there was no significant trend observed between flavonoid intake in women [30].
The relation with CVD was not found for any individual flavonol (quercetin, kaempferol,
or myricetin) [30]. Among dietary sources, broccoli and apple consumption was associated
with reductions in CVD risk, but the relation was not significant [30]. Similarly, daily
consumption of ≥4 cups (946 mL) of tea was associated with a reduction in important
vascular event risk, but with a nonsignificant trend [30].

A population-based health survey among a mixed elderly population showed that
high dietary intake of kaempferol was associated with lower risk of acute MI; however,
there was no clear dose–response gradient observed [31]. What is more, there was no
significant impact of quercetin or myricetin intake on acute MI incidence observed in
this study.

Similar observations were made in Health Nurses’ Study where there was no associ-
ation between flavonol intake and risk of nonfatal MI or fatal CHD [32]. Higher intakes
of individual quercetin, kaempferol, or myricetin were not significantly associated with a
lower risk of nonfatal MI. Among them, only higher intake of kaempferol was associated
with a lower risk of CHD death, while intake of tea, onions, apples, and raisins or grapes
was not significantly associated with the risk of coronary events [32]. Lower risk of coronary
events was observed in patients with higher intake of broccoli [32]. It is worth noting that
this long-term study consisted of a large (66,360) but only female population.

3.2. Conclusions

Data from observational studies in mixed populations suggest that flavonol dietary
intake is inversely associated with CVD death risk; however, it does not confirm such
relation with general CVD incidence [22,23,28]. The advantages of this data are large
study groups and a long-time observation. On the other hand, these studies were based
on questionnaire-collected data and the relation was analyzed mainly for total flavonols
without division into single compounds. The intake was also assessed in tertiles, quartiles,
or quintiles, not in absolute values, and it may be not accurate enough. Another flaw of an-
alyzed studies is that in some of them, as already mentioned, only general flavonoid intake
was analyzed and sometimes, important dietary sources of flavonols were missed [29].

Observational studies focused only on groups consisting of one sex did not confirm
the trend. In a female population, dietary flavonol intake (analyzed altogether and for
individual compounds) was not significantly associated with any CV event (nonfatal or
fatal) [24,27,30,32]. In a male population, only patients with previously established CHD
presented a modest but still nonsignificant inverse association between dietary flavonol
intake and CHD mortality rate [25]. For other combinations of intakes and CV events in a
male population, no significant relation was found [24].

For individual subgroups, quercetin and kaempferol dietary intakes were associated
with lower mortality from CHD [29,32]. What is more, high kaempferol intake was associ-
ated with lower risk of acute MI. The relation between other flavonol subgroups and types
of events was not confirmed [31].

In terms of specific food intake, the relation between tea consumption and CV events
was not consistent. In a few studies, high intake of tea was associated with lower relative
risk of CV events [28], while this was not found in other studies [26,30]. The differences
might result from, e.g., milk addition which interferes with flavonol bioavailability or the
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exact level of tea consumption [26]. Other foods indicated as possible CVD risk reductors
are onions, apples, and broccoli; however, the significance of the results is not consistent
among different studies [24,27,30,32].

Presented conclusions from available human studies are consistent with meta-analyses
performed in 2003 and 2021 [33,34].

The simplified summary of flavonols’ impact on CVD incidence and mortality is
presented in Table 1.

Table 1. The simplified summary of flavonols’ impact on CVD incidence and mortality.

Study Group Compound or Group Outcome Significant
Association

men aged 65–84 years [22,23];

flavonoids CHD mortality yespostmenopausal women aged 55–69 years [27];

healthy women aged 30–69 years [24]

men aged 40–75 years with CHD [25];
flavonoids CHD mortality no

healthy men aged 30–69 years [24]

healthy men aged 45–59 years [26] flavonols CHD mortality no

healthy women aged 30–55 years [32] kaempferol CHD mortality yes

healthy mixed population [29] kaempferol and myricetin CHD mortality no

healthy mixed population [29] quercetin CHD mortality yes

healthy women aged 30–55 years [32] flavonols nonfatal MI, CHD mortality no

healthy subjects aged ≥ 55 years [28] flavonols fatal MI yes

healthy subjects aged ≥ 55 years [28] flavonols all events of MI no

healthy women aged 30–55 years [32] quercetin, kaempferol,
myricetin nonfatal MI no

healthy men aged 45–59 years [26] flavonols CHD incidence no

men aged 40–75 years [25]; flavonoids, quercetin,
kaempferol, myricetin CHD incidence no

healthy women [30]

healthy mixed population aged 65–99 years [31] kaempferol acute MI yes

healthy mixed population aged 65–99 years [31] quercetin, myricetin acute MI no

CVD—cardiovascular disease; CHD—coronary heart disease, and MI—myocardial infarction.

4. Hypertension
4.1. Observational Studies Data

In the course of a large study by Cassidy et al. the aspect on hypertension and flavonoid
habitual dietary intake was examined [12]. There was no evidence for the correlation
between general flavonoid intake and a reduction in incidents of hypertension. A similar
observation was also made for specific flavonols (quercetin, kaempferol, isorhamnetin, and
myricetin) [12]. The study was conducted on a large population (156,957 participants);
however, it was limited by an observational study design, based on patients’ self-assessment
and self-reporting.

4.2. Interventional Study Data

In a double-blind study performed by Conquer et al., 28-day quercetin supplemen-
tation did not modify blood pressure (BP) levels [35]. In this study, quercetin plasma
concentration was elevated after application of a quercetin-containing supplement; there-
fore, satisfactory bioavailability was confirmed [35].

Another double-blind placebo-controlled study showed that BP was not altered in
prehypertensive patients after quercetin supplementation [36]. However, in patients with
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first stage of hypertension, it was significantly reduced after quercetin treatment [36]. The
small population of this study (41 patients) encourages examination of these findings
further on larger group of patients.

On the other hand, in double-blinded placebo-controlled study by Egert et al., it was
reported that daily administration of 150 mg quercetin decreased BP in both the whole
study group (metabolic syndrome patients) as well as in the hypertensive subgroup [37].
The bioavailability was confirmed by measurement of plasma quercetin concentration.

Quercetin supplementation could also be beneficial in healthy male smokers [38]. A
double blinded placebo-controlled trial showed that 100 mg quercetin supplementation
significantly decreased both systolic and diastolic BP [38].

When 1095 mg quercetin was administered to normotensive and the first stage hy-
pertensive male group, the significant reduction of mean BP was observed only in the
hypertensive group, even though quercetin plasma concentration in both groups was
elevated compared to placebo [39]. The mechanism of this phenomenon is still unknown.

A similar relation was observed in obese-to-overweight patients. Daily administration
of onion skin extract powder (equivalent of 162 mg quercetin) decreased 24 h systolic BP in
the hypertensive group when compared with placebo [40]. In the total group, including
pre-hypertensive patients, quercetin did not significantly affect 24 h BP levels and office BP
levels [40].

In a double-blinded randomized clinical trial, daily administration of 500 mg quercetin
in type 2 diabetic (T2D) patients decreased systolic BP significantly, but the changes in
diastolic BP were not significant [41]. The limitation of this study is that it was conducted
only on female participants.

A double-blind study involving healthy male patients with different apolipoprotein
E genotypes showed that daily consumption of 150 mg quercetin led to a decrease in
postprandial systolic BP [42].

An interesting approach was presented in a randomized study with 15 healthy vol-
unteers where none of the tested quercetin doses (0, 50 mg, 100 mg, 200 mg, or 400 mg)
changed BP values 60 min after administration [43].

In male patients with essential hypertension and gout, daily administration of 2000 mg
quercetin for 6 months and then 1000 mg quercetin for next six months resulted in an
antihypertensive effect (reduction of systolic and diastolic BP by 5.5% and diastolic BP by
3.6%); however, the authors did not present clear statistical analysis to prove significance
of the results [44].

In a double-blinded placebo-controlled trial reported by Burak et al., daily adminis-
tration of 190 mg quercetin with 3.6 g alpha-linolenic acid in healthy volunteers did not
change BP values after 8 weeks [45].

4.3. Conclusions

Dietary flavonol intake was analyzed only in one of the reported studies, where there
was no association between hypertension incident reduction and general flavonoid or
specific flavonol (quercetin, kaempferol, isorhamnetin, and myricetin) intakes [12].

Available studies on BP reduction were mainly interventional, focusing on quercetin
supplementation’s impact on hypertension. They generally showed that quercetin sup-
plementation decreased the BP level in hypertensive patients, while such a relation was
not observed in prehypertensive (healthy) patients in most of the studies [36,40,45]. BP
reduction was observed in patients with other known CVD risk factors (T2D, metabolic
syndrome, smoking, or hyperuricemia) [38,40,41,44]. Only one study confirmed BP reduc-
tion in non-hypertensive patients without any other CV risk factors [37]. Other studies
have shown BP reduction in healthy male smokers and female T2D patients [38,41]. The
advantage of these studies was using a controlled quercetin dose, where the observed
relation could be dependent on quercetin dose. However, it is worth noting that bioavail-
ability from artificial sources can differ that from dietary sources. Nevertheless, few studies
confirmed their conclusions by testing quercetin levels in plasma [35,37]. Furthermore, the
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study groups were small, and therefore studies on larger groups should be performed to
confirm these observations.

The presented conclusions referring to quercetin’s impact on BP levels are consistent
with the results from a meta-analysis from 2016, which showed that a significant reduction
in BP level was associated only with quercetin doses ≥500 mg/day [46] and from 2019
when quercetin had an impact only on systolic BP [47].

There are no available interventional studies focused on other flavonols and BP level.

5. Dyslipidemia
5.1. Interventional Study Data

In the interventional double-blinded study by Conquer et al., quercetin 28-day supple-
mentation (1 g/day) did not modify serum total, LDL cholesterol (LDL-C), or high-density
lipoprotein cholesterol (HDL-C) or triglyceride levels in healthy individuals [35].

In a double-blind placebo-controlled study, supplementation of flavonol extract
(54.1 mg isorhamnetin, 20.2 mg quercetin, and 3.4 mg kaempferol) did not alter TC, HDL-C,
LDL-C, or triglycerides in healthy men after 4 weeks [48].

Another double-blinded, placebo-controlled study showed that administration of
150 mg quercetin in metabolic syndrome patients decreased serum HDL concentration,
while total cholesterol (TC), triglyceride, and the LDL-C/HDL-C, TC/HDL-C, and
triglycerides/HDL-C ratio were unaltered [37]. Nonetheless, quercetin significantly de-
creased plasma concentrations of oxidized LDL-C, which is known for its atherogenic
influence [37].

On the other hand, a double-blinded placebo-controlled study in healthy male smokers
showed that 100 mg quercetin supplementation significantly reduced serum concentrations
of TC and LDL compared to placebo [38]. Furthermore, significant increases were observed
in HDL-C serum concentrations in both groups, however, HDL-C level changes were
significantly higher in quercetin supplementation group [38].

Another interesting observation was made among patients with dyslipidemia who
received a quercetin supplement. There was observed a reduction of TC, triglyceride and
LDL-C values with parallel increase in HDL-C; however, the authors did not reveal the
dose of quercetin and did not present any statistical analysis [49].

In diabetic patients 500 mg quercetin daily did not cause significant changes in TC,
LDL, triglycerides, and triglycerides/HDL-C and LDL-C/HDL-C ratios [41].

In healthy men with different apolipoprotein E genotypes, daily administration of
150 mg quercetin significantly decreased postprandial triacylglycerol concentrations and
increased HDL-C level compared to placebo [42].

Moreover, in a study by Burak et al., daily administration of 190 mg quercetin with
3.6 g alpha-linolenic acid for 8 weeks improved lipid profiles in healthy volunteers [45].
Nonetheless, significant decrease in TC and LDL-C was observed in both alpha-linolenic
acid + quercetin and alpha-linolenic acid + placebo groups, which suggests a lack of the
quercetin’s impact on the lipid profile in this study [45].

5.2. Conclusions

The only available quercetin supplementation human studies on cholesterol profile
were interventional. There are no studies analyzing kaempferol or myricetin application
in terms of dyslipidemia. The mentioned studies used quercetin supplements instead of
dietary sources which enabled standardization of the applied quercetin dose.

Most of the studies confirmed that quercetin supplementation could bring some
benefits for the lipid profile; however, results describing the exact impact of different lipid
fractions are not consistent [37,38,40–42,49]. In most of the studies, there was no significant
positive influence of quercetin on the lipid profile [35,41]. However, in two studies, in the
male population, LDL-C reduction (healthy male smokers) and HDL-C elevation (heathy
men with different apolipoprotein E genotypes) were observed [38,42]. It may lead to a
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conclusion that quercetin supplementation can be beneficial only in selected groups of
patients (men). It is a worth noticing that male sex is a CV risk factor.

The meta-analysis results are also inconsistent as the meta-analysis from 2017 did not
show any changes in the lipid profile (apart from a significant triglycerides reduction at
quercetin doses >50 mg/day) [50] while the meta-analysis from 2020 indicated a significant
decrease in TC and LDL-C after quercetin supplementation [51].

6. Diabetes Mellitus
6.1. Observational Study Data

A trend toward a reduction in risk of T2D was associated with higher quercetin
and myricetin intakes in the above-mentioned Finnish study by Knekt et al.; however,
it was not significant [29]. This relation between myricetin and CHD mortality was not
maintained [29].

In a large observational study on a group of 38,018 women free of CVD and diabetes,
dietary intake of quercetin, kaempferol, and myricetin was not significantly associated
with T2D risk [52]. Moreover, in 344 nondiabetic women from this study, total intake of
flavonols was not significantly related to plasma concentrations of fasting insulin or gly-
cated hemoglobin [52]. However, women consuming ≥1 apple/day showed a significantly
reduced T2D risk compared with those who did not consume apples [52]. An analogical
trend was observed for tea, as tea consumption was also inversely associated with diabetes
risk but with a borderline significant trend ≥4 cups/day vs. none [52].

In a Chinese population, a study analyzing quercetin dietary intake revealed that
quercetin intake was inversely related to the prevalence of T2D [53].

6.2. Interventional Study Data

In healthy male smokers, daily supplementation of 100 mg quercetin significantly
decreased glucose concentrations after 10 weeks [38]. Meanwhile, a 4-week double-blind
placebo-controlled study showed that consumption of flavonol extract (54.1 mg isorham-
netin, 20.2 mg quercetin, and 3.4 mg kaempferol) did not change glucose levels in healthy
male nonsmokers [48].

In another 4-week placebo-controlled clinical trial, daily administration of a supple-
ment containing 50 mg myricetin three times per day in T2D female patients significantly
reduced fasting plasma glucose [54].

Moreover, regular consumption of 250 mg of patented blend of chlorogenic acid,
myricetin, and quercetin lowered the acute glycemic impact of foods, but also chronically
decreased blood glucose levels in a T2D mixed population [55].

A meta-analysis of nine randomized controlled trials analyzed the effect of quercetin
supplementation on glycemic control among the patients with metabolic syndrome and
related disorders [56]. It showed that in a subgroup with a duration of ≥8 weeks and with
daily dose of quercetin ≥500 mg, fasting plasma glucose was significantly reduced [56].
Moreover, in a subgroup of patients aged <45 years with the same dose, a significant
reduction in insulin concentrations was observed [56].

6.3. Conclusions

Observational data regarding flavonol intake and T2D risk are not consistent. Gen-
erally, there is no significant relation between quercetin, kaempferol, or myricetin dietary
intake and T2D incidence [29,52]. The positive observation was made only for quercetin
intake in a Chinese population [53]. However, tea and apple consumption, which are good
sources of quercetin, was associated with lower diabetes risk in women [52]. This relation
might be the result of other compounds present in these products, e.g., flavanols in tea [57].

Interventional studies showed that supplementation of quercetin and myricetin could
decrease glucose levels [38,54,55]. These findings are consistent with the meta-analysis
which revealed in 2019 that supplementation ≥500 mg/day of quercetin reduced plasma
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glucose levels, although in the above-mentioned studies, the applied dose of quercetin was
lower than 500 mg [56].

As presented above, there is inconsistency between data from observational and
interventional studies. The reason might be that observational studies observe dietary
intake which is lower than supplementation doses. Moreover, the analyzed end-points
of the observation differed between types of the studies (diabetes incidence vs. glucose
level). Another reason for this disjunction might originate from the study groups which
are smaller in interventional studies compared to observational studies. To clarify these
differences, more studies are needed.

7. Cigarette Smoking
7.1. Observational Study Data

It was observed that in Finnish male smokers, intake of flavonols and flavones was
inversely associated with nonfatal MI [58]. Moreover, there was also an association with
CHD death among these patients, although attenuated [58].

7.2. Interventional Study Data

Smokers can also benefit from other quercetin supplementation-related results such
as cholesterol profile improvement, BP reduction, and glucose level decrease, which was
discussed in previous paragraphs [38].

7.3. Conclusions

The data from observational and interventional studies are consistent and show that
smokers are the group of patients that can particularly benefit from high dietary intake of
quercetin or its supplementation [38,58]. It is interesting that quercetin’s positive impact on
CV risk factors is present in this group in contrast to other groups (e.g., healthy volunteers).
It might be the result of antioxidative properties of flavonols, which can be greatly present
in smokers. However, as presented above, the data about quercetin’s influence on CV risk
in smokers are limited, and therefore more studies in this area are crucial. Moreover, there
are no reports regarding kaempferol or myricetin’s role in smokers in terms of CV risk.

The simplified summary of flavonols’ impact on selected CV risk factors is presented
in Table 2.

Table 2. The simplified summary of flavonols’ impact on selected CV risk factors.

Study Group Compound or Group Outcome Significant
Association

Hypertension

healthy mixed population [12]
flavonoids, quercetin,

kaempferol, isorhamnetin,
and myricetin

hypertension incidence no

healthy mixed population [35];

quercetin BP level no

prehypertensive patients [36];

healthy volunteers [45];

normotensive male patients [39]

pre-hypertensive obese-to-overweight
patients [40]
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Table 2. Cont.

Study Group Compound or Group Outcome Significant
Association

first stage of hypertension [36];

quercetin BP level yes

metabolic syndrome patients (with and
without hypertension) [37];

hypertensive obese-to-overweight
patients [40];

first stage hypertensive male patients [39];

healthy male smokers [38]

female T2D patients [41] quercetin systolic BP level yes

female T2D patients [41] quercetin diastolic BP level no

healthy male patients with different
apolipoprotein E genotypes [42] quercetin postprandial systolic BP level yes

male patients with essential hypertension
and gout [44] quercetin systolic and diastolic BP level unknown

healthy volunteers [43] quercetin BP level 60 min
after administration no

Dyslipidemia

healthy mixed population [35] quercetin LDL-C, HDL-C, TC,
and triglycerides no

metabolic syndrome patients [37] quercetin HDL-C, oxidized LDL yes

metabolic syndrome patients [37] quercetin
TC, triglyceride, and

LDL-C/HDL-C, TC/HDL-C,
triglycerides/HDL-C ratio

no

diabetic patients [41] quercetin
TC, LDL-C, triglycerides,

triglycerides/HDL-C, and
LDL-C/HDL-C ratio

no

healthy male smokers [38] quercetin TC, LDL-C, HDL-C yes

healthy men with different apolipoprotein
E genotypes [42] quercetin postprandial triglycerides

and HDL-C yes

patients with dyslipidemia [49] quercetin LDL-C, HDL-C, TC,
and triglycerides unknown

healthy volunteers [45] quercetin TC and LDL-C no

healthy male nonsmokers [48] quercetin, kaempferol,
isorhamnetin TC, LDL-C, and HDL-C no

Diabetes

healthy mixed population [29] quercetin, myricetin T2D risk no

women free of CVD and diabetes [52] flavonols, quercetin,
kaempferol and myricetin

T2D risk, fasting insulin,
glycated hemoglobin no

Chinese population [53] quercetin T2D prevalence yes

healthy male smokers [38] quercetin glucose concentration yes

patients with metabolic syndrome and
related disorders [56] quercetin fasting plasma glucose yes

T2D female patients [54] myricetin fasting plasma glucose yes
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Table 2. Cont.

Study Group Compound or Group Outcome Significant
Association

T2D mixed population [55] myricetin, quercetin,
chlorogenic acid

acute glycemic impact of
foods, chronic blood glucose yes

patients with metabolic syndrome aged
<45 years [56] quercetin insulin concentration yes

healthy male nonsmokers [48] quercetin, kaempferol,
isorhamnetin glucose concentration no

Smoking

healthy male smokers aged 50–69 years [58] flavonols nonfatal MI yes

healthy male smokers [38] quercetin glucose concentration yes

healthy male smokers [38] quercetin BP level yes

healthy male smokers [38] quercetin TC, LDL-C, HDL-C yes

BP—blood pressure; CV—cardiovascular; HDL-C—high-density lipoprotein cholesterol; LDL-C—low-density
lipoprotein cholesterol; MI—myocardial infarction; T2D—type 2 diabetes; and TC—total cholesterol.

8. Limitations

The main advantages of this study are also its limitations. This paper summarized
data from different types of studies, and therefore it cannot be treated as a meta-analysis.
Observational studies referred to everyday dietary intake, which can be easily applied
in terms of future nutritional recommendations. Observational studies are generally per-
formed on large groups with possibility of long-term follow-up. However, dietary intake of
selected products or compounds in this type of studies is usually based on questionnaires,
and any deficiency of them (e.g., omitting some products) or mistakes while filling in
by patients can interfere with the results regarding investigated intake. Moreover, self-
reported questionnaires can analyze mainly clear end-points (e.g., mortality), and they
are not useful to observe modifications of subtle risk factor backgrounds. On the other
hand, interventional studies are performed with standardized doses, but the influence of
non-dietary source intake on bioavailability cannot be excluded. Moreover, the used doses
are difficult to maintain in an everyday diet, so the results from this type of studies can
lead to supplementation recommendation instead of diet modification.

9. Summary and Conclusions

Data from studies regarding flavonols’ impact on CV risk factors in humans are incon-
sistent. One of the reasons is different approach combining advantages and disadvantages
of each type of study that was described in detail in the previous paragraph. The compro-
mise between this data could be made by conduction of an interventional study regarding
dietary modifications; however, these kinds of studies are difficult due to standardization
and compliance issues.

Nonetheless, data from available studies suggest a positive impact of flavonol intake
on CV risk factors, especially in smokers, hypertensive and T2D patients, or CVD deaths.
Regarding other CV risk factors, the correlation was not found. Moreover, most of the
studies referred to general flavonol intake or only to quercetin. The data about other
flavonols in humans are limited. This area of interest seems promising, although it needs
careful and standardized examination in the future.

Author Contributions: J.P.-K.: conceptualization, data curation, methodology, visualization, writing—
original draft, writing—review & editing; E.F.: supervision, funding acquisition, writing—original
draft. All authors have read and agreed to the published version of the manuscript.

Funding: This review was supported by Ministry of Education and Science in Poland within statutory
activity of Medical University of Lublin (DS 472/2022).



Nutrients 2022, 14, 1973 12 of 14

Institutional Review Board Statement: Not applicable.

Informed Consent Statement: Not applicable.

Data Availability Statement: Not applicable.

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

Abbreviations

BP Blood pressure
CV Cardiovascular
CVD Cardiovascular disease
CHD Coronary heart disease
HDL-C High-density lipoprotein cholesterol
LDL-C Low-density lipoprotein cholesterol
MI Myocardial infarction
T2D Type 2 diabetes
TC Total cholesterol

References
1. Pagidipati, N.J.; Gaziano, T.A. Estimating Deaths from Cardiovascular Disease: A Review of Global Methodologies of Mortality

Measurement. Circulation 2013, 127, 749–756. [CrossRef] [PubMed]
2. Lloyd-Jones, D.M.; Hong, Y.; Labarthe, D.; Mozaffarian, D.; Appel, L.J.; Van Horn, L.; Greenlund, K.; Daniels, S.; Nichol, G.;

Tomaselli, G.F.; et al. Defining and Setting National Goals for Cardiovascular Health Promotion and Disease Reduction. Circulation
2010, 121, 586–613. [CrossRef] [PubMed]

3. Arnett, D.K.; Blumenthal, R.S.; Albert, M.A.; Buroker, A.B.; Goldberger, Z.D.; Hahn, E.J.; Himmelfarb, C.D.; Khera, A.; Lloyd-
Jones, D.; McEvoy, J.W.; et al. 2019 ACC/AHA Guideline on the Primary Prevention of Cardiovascular Disease: A Report of the
American College of Cardiology/American Heart Association Task Force on Clinical Practice Guidelines. Circulation 2019, 74,
e177–e232. [CrossRef] [PubMed]

4. Panche, A.N.; Diwan, A.D.; Chandra, S.R. Flavonoids: An Overview. J. Nutr. Sci. 2016, 5, e47. [CrossRef]
5. Sharma, A.; Sharma, P.; Singh Tuli, H.; Sharma, A.K. Phytochemical and Pharmacological Properties of Flavonols. eLS 2018, 2018,

1–12.
6. Dabeek, W.M.; Marra, M.V. Dietary Quercetin and Kaempferol: Bioavailability and Potential Cardiovascular-Related Bioactivity

in Humans. Nutrients 2019, 11, 2288. [CrossRef]
7. Xiao, J.; Muzashvili, T.S.; Georgiev, M.I. Advances in the Biotechnological Glycosylation of Valuable Flavonoids. Biotechnol. Adv.

2014, 32, 1145–1156. [CrossRef]
8. Kumar, S.; Pandey, A.K. Chemistry and Biological Activities of Flavonoids: An Overview. Sci. World J. 2013, 2013, 162750.

[CrossRef]
9. Aherne, S.A.; O’Brien, N.M. Dietary Flavonols: Chemistry, Food Content, and Metabolism. Nutrition 2002, 18, 75–81. [CrossRef]
10. Day, A.J.; Dupont, M.S.; Ridley, S.; Rhodes, M.; Rhodes, M.J.C.; Morgan, M.R.A.; Williamson, G. Deglycosylation of Flavonoid

and Isoflavonoid Glycosides by Human Small Intestine and Liver β-Glucosidase Activity. FEBS Lett. 1998, 436, 71–75. [CrossRef]
11. Manach, C.; Regerat, F.; Texier, O.; Agullo, G.; Demigne, C.; Remesy, C. Bioavailability, Metabolism and Physiological Impact of

4-Oxo-Flavonoids. Nutr. Res. 1996, 16, 517–544. [CrossRef]
12. Cassidy, A.; O’Reilly, É.J.; Kay, C.; Sampson, L.; Franz, M.; Forman, J.; Curhan, G.; Rimm, E.B. Habitual Intake of Flavonoid

Subclasses and Incident Hypertension in Adults. Am. J. Clin. Nutr. 2011, 93, 338–347. [CrossRef] [PubMed]
13. Zamora-Ros, R.; Knaze, V.; Luján-Barroso, L.; Slimani, N.; Romieu, I.; Fedirko, V.; Santucci de Magistris, M.; Ericson, U.; Amiano,

P.; Trichopoulou, A.; et al. Estimated Dietary Intakes of Flavonols, Flavanones and Flavones in the European Prospective
Investigation into Cancer and Nutrition (EPIC) 24 Hour Dietary Recall Cohort. Br. J. Nutr. 2011, 106, 1915–1925. [CrossRef]
[PubMed]

14. Zamora-Ros, R.; Andres-Lacueva, C.; Lamuela-Raventós, R.M.; Berenguer, T.; Jakszyn, P.; Barricarte, A.; Ardanaz, E.; Amiano,
P.; Dorronsoro, M.; Larrañaga, N.; et al. Estimation of Dietary Sources and Flavonoid Intake in a Spanish Adult Population
(EPIC-Spain). J. Am. Diet. Assoc. 2010, 110, 390–398. [CrossRef]

15. Sampson, L.; Rimm, E.; Hollman, P.C.H.; de Vries, J.H.M.; Katan, M.B. Flavonol and Flavone Intakes in US Health Professionals. J.
Am. Diet. Assoc. 2002, 102, 1414–1420. [CrossRef]

16. Chen, X.; Qian, J.; Wang, L.; Li, J.; Zhao, Y.; Han, J.; Khan, Z.; Chen, X.; Wang, J.; Liang, G. Kaempferol Attenuates Hyperglycemia-
Induced Cardiac Injuries by Inhibiting Inflammatory Responses and Oxidative Stress. Endocrine 2018, 60, 83–94. [CrossRef]
[PubMed]

17. Yamamoto, Y.; Oue, E. Antihypertensive Effect of Quercetin in Rats Fed with a High-Fat High-Sucrose Diet. Biosci. Biotechnol.
Biochem. 2006, 70, 933–939. [CrossRef]

http://doi.org/10.1161/CIRCULATIONAHA.112.128413
http://www.ncbi.nlm.nih.gov/pubmed/23401116
http://doi.org/10.1161/CIRCULATIONAHA.109.192703
http://www.ncbi.nlm.nih.gov/pubmed/20089546
http://doi.org/10.1161/CIR.0000000000000678
http://www.ncbi.nlm.nih.gov/pubmed/30879355
http://doi.org/10.1017/jns.2016.41
http://doi.org/10.3390/nu11102288
http://doi.org/10.1016/j.biotechadv.2014.04.006
http://doi.org/10.1155/2013/162750
http://doi.org/10.1016/S0899-9007(01)00695-5
http://doi.org/10.1016/S0014-5793(98)01101-6
http://doi.org/10.1016/0271-5317(96)00032-2
http://doi.org/10.3945/ajcn.110.006783
http://www.ncbi.nlm.nih.gov/pubmed/21106916
http://doi.org/10.1017/S000711451100239X
http://www.ncbi.nlm.nih.gov/pubmed/21679483
http://doi.org/10.1016/j.jada.2009.11.024
http://doi.org/10.1016/S0002-8223(02)90314-7
http://doi.org/10.1007/s12020-018-1525-4
http://www.ncbi.nlm.nih.gov/pubmed/29392616
http://doi.org/10.1271/bbb.70.933


Nutrients 2022, 14, 1973 13 of 14

18. Hettihewa, S.K.; Hemar, Y.; Vasantha Rupasinghe, H.P. Flavonoid-Rich Extract of Actinidia Macrosperma (a Wild Kiwifruit)
Inhibits Angiotensin-Converting Enzyme in Vitro. Foods 2018, 7, 146. [CrossRef]

19. Lescano, C.H.; de Lima, F.F.; Mendes-Silvério, C.B.; Justo, A.F.O.; da Silva Baldivia, D.; Vieira, C.P.; Sanjinez-Argandoña, E.J.;
Cardoso, C.A.L.; Mónica, F.Z.; de Oliveira, I.P. Effect of Polyphenols from Campomanesia Adamantium on Platelet Aggregation
and Inhibition of Cyclooxygenases: Molecular Docking and in Vitro Analysis. Front. Pharmacol. 2018, 9, 617. [CrossRef]

20. Stainer, A.R.; Sasikumar, P.; Bye, A.P.; Unsworth, A.J.; Holbrook, L.M.; Tindall, M.; Lovegrove, J.A.; Gibbins, J.M. The Metabolites
of the Dietary Flavonoid Quercetin Possess Potent Antithrombotic Activity, and Interact with Aspirin to Enhance Antiplatelet
Effects. TH Open 2019, 3, e244–e258. [CrossRef]

21. Li, W.; Yang, C.; Mei, X.; Huang, R.; Zhang, S.; Tang, Y.; Dong, Q.; Zhou, C. Effect of the Polyphenol-Rich Extract from Allium
Cepa on Hyperlipidemic Sprague-Dawley Rats. J. Food Biochem. 2021, 45, e13565. [CrossRef]

22. Hertog, M.G.; Feskens, E.J.; Kromhout, D.; Hertog, M.G.; Hollman, P.C.; Hertog, M.G.; Katan, M. Dietary Antioxidant Flavonoids
and Risk of Coronary Heart Disease: The Zutphen Elderly Study. Lancet 1993, 342, 1007–1011. [CrossRef]

23. Hertog, M.G.L.; Feskens, E.J.M.; Kromhout, D. Antioxidant Flavonols and Coronary Heart Disease Risk. Lancet 1997, 349, 699.
[CrossRef]

24. Knekt, P.; Jarvinen, R.; Reunanen, A.; Maatela, J. Flavonoid Intake and Coronary Mortality in Finland: A Cohort Study. BMJ 1996,
312, 478–481. [CrossRef]

25. Rimm, E.B. Relation between Intake of Flavonoids and Risk for Coronary Heart Disease in Male Health Professionals. Ann. Intern.
Med. 1996, 125, 384. [CrossRef] [PubMed]

26. Hertog, M.G.L.; Sweetnam, P.M.; Fehily, A.M.; Elwood, P.C.; Kromhout, D. Antioxidant Flavonols and Ischemic Heart Disease in
a Welsh Population of Men: The Caerphilly Study. Am. J. Clin. Nutr. 1997, 65, 1489–1494. [CrossRef]

27. Yochum, L.; Kushi, L.H.; Meyer, K.; Folsom, A.R. Dietary Flavonoid Intake and Risk of Cardiovascular Disease in Postmenopausal
Women. Am. J. Epidemiol. 1999, 149, 943–949. [CrossRef]

28. Geleijnse, J.M.; Launer, L.J.; van der Kuip, D.A.; Hofman, A.; Witteman, J.C.M. Inverse Association of Tea and Flavonoid Intakes
with Incident Myocardial Infarction: The Rotterdam Study. Am. J. Clin. Nutr. 2002, 75, 880–886. [CrossRef] [PubMed]

29. Knekt, P.; Kumpulainen, J.; Järvinen, R.; Rissanen, H.; Heliövaara, M.; Reunanen, A.; Hakulinen, T.; Aromaa, A. Flavonoid Intake
and Risk of Chronic Diseases. Am. J. Clin. Nutr. 2002, 76, 560–568. [CrossRef] [PubMed]

30. Sesso, H.D.; Gaziano, J.M.; Liu, S.; Buring, J.E. Flavonoid Intake and the Risk of Cardiovascular Disease in Women. Am. J. Clin.
Nutr. 2003, 77, 1400–1408. [CrossRef] [PubMed]

31. Marniemi, J.; Alanen, E.; Impivaara, O.; Seppänen, R.; Hakala, P.; Rajala, T.; Rönnemaa, T. Dietary and Serum Vitamins and
Minerals as Predictors of Myocardial Infarction and Stroke in Elderly Subjects. Nutr. Metab. Cardiovasc. Dis. 2005, 15, 188–197.
[CrossRef] [PubMed]

32. Lin, J.; Rexrode, K.M.; Hu, F.; Albert, C.M.; Chae, C.U.; Rimm, E.B.; Stampfer, M.J.; Manson, J.E. Dietary Intakes of Flavonols and
Flavones and Coronary Heart Disease in US Women. Am. J. Epidemiol. 2007, 165, 1305–1313. [CrossRef] [PubMed]

33. Huxley, R.R.; Neil, H.A.W. The Relation between Dietary Flavonol Intake and Coronary Heart Disease Mortality: A Meta-Analysis
of Prospective Cohort Studies. Eur. J. Clin. Nutr. 2003, 57, 904–908. [CrossRef] [PubMed]

34. Micek, A.; Godos, J.; Del Rio, D.; Galvano, F.; Grosso, G. Dietary Flavonoids and Cardiovascular Disease: A Comprehensive
Dose–Response Meta-Analysis. Mol. Nutr. Food Res. 2021, 65, 2001019. [CrossRef] [PubMed]

35. Conquer, J.A.; Maiani, G.; Azzini, E.; Raguzzini, A.; Holub, B.J. Supplementation with Quercetin Markedly Increases Plasma
Quercetin Concentration without Effect on Selected Risk Factors for Heart Disease in Healthy Subjects. J. Nutr. 1998, 128, 593–597.
[CrossRef] [PubMed]

36. Edwards, R.L.; Lyon, T.; Litwin, S.E.; Rabovsky, A.; Symons, J.D.; Jalili, T. Quercetin Reduces Blood Pressure in Hypertensive
Subjects. J. Nutr. 2007, 137, 2405–2411. [CrossRef]

37. Egert, S.; Bosy-Westphal, A.; Seiberl, J.; Kürbitz, C.; Settler, U.; Plachta-Danielzik, S.; Wagner, A.E.; Frank, J.; Schrezenmeir, J.;
Rimbach, G.; et al. Quercetin Reduces Systolic Blood Pressure and Plasma Oxidised Low-Density Lipoprotein Concentrations in
Overweight Subjects with a High-Cardiovascular Disease Risk Phenotype: A Double-Blinded, Placebo-Controlled Cross-over
Study. Br. J. Nutr. 2009, 102, 1065–1074. [CrossRef] [PubMed]

38. Lee, K.-H.; Park, E.; Lee, H.-J.; Kim, M.-O.; Cha, Y.-J.; Kim, J.-M.; Lee, H.; Shin, M.-J. Effects of Daily Quercetin-Rich Supplementa-
tion on Cardiometabolic Risks in Male Smokers. Nutr. Res. Pract. 2011, 5, 28. [CrossRef]

39. Larson, A.; Witman, M.A.H.; Guo, Y.; Ives, S.; Richardson, R.S.; Bruno, R.S.; Jalili, T.; Symons, J.D. Acute, Quercetin-Induced
Reductions in Blood Pressure in Hypertensive Individuals Are Not Secondary to Lower Plasma Angiotensin-Converting Enzyme
Activity or Endothelin-1: Nitric Oxide. Nutr. Res. 2012, 32, 557–564. [CrossRef]

40. Brüll, V.; Burak, C.; Stoffel-Wagner, B.; Wolffram, S.; Nickenig, G.; Müller, C.; Langguth, P.; Alteheld, B.; Fimmers, R.; Naaf,
S.; et al. Effects of a Quercetin-Rich Onion Skin Extract on 24 h Ambulatory Blood Pressure and Endothelial Function in
Overweight-to-Obese Patients with (Pre-)Hypertension: A Randomised Double-Blinded Placebo-Controlled Cross-over Trial. Br.
J. Nutr. 2015, 114, 1263–1277. [CrossRef]

41. Zahedi, M.; Ghiasvand, R.; Feizi, A.; Asgari, G.; Darvish, L. Does Quercetin Improve Cardiovascular Risk Factors and Inflamma-
tory Biomarkers in Women with Type 2 Diabetes: A Double-Blind Randomized Controlled Clinical Trial. Int. J. Prev. Med. 2013, 4,
777–785.

http://doi.org/10.3390/foods7090146
http://doi.org/10.3389/fphar.2018.00617
http://doi.org/10.1055/s-0039-1694028
http://doi.org/10.1111/jfbc.13565
http://doi.org/10.1016/0140-6736(93)92876-U
http://doi.org/10.1016/S0140-6736(05)60135-3
http://doi.org/10.1136/bmj.312.7029.478
http://doi.org/10.7326/0003-4819-125-5-199609010-00005
http://www.ncbi.nlm.nih.gov/pubmed/8702089
http://doi.org/10.1093/ajcn/65.5.1489
http://doi.org/10.1093/oxfordjournals.aje.a009738
http://doi.org/10.1093/ajcn/75.5.880
http://www.ncbi.nlm.nih.gov/pubmed/11976162
http://doi.org/10.1093/ajcn/76.3.560
http://www.ncbi.nlm.nih.gov/pubmed/12198000
http://doi.org/10.1093/ajcn/77.6.1400
http://www.ncbi.nlm.nih.gov/pubmed/12791616
http://doi.org/10.1016/j.numecd.2005.01.001
http://www.ncbi.nlm.nih.gov/pubmed/15955467
http://doi.org/10.1093/aje/kwm016
http://www.ncbi.nlm.nih.gov/pubmed/17379619
http://doi.org/10.1038/sj.ejcn.1601624
http://www.ncbi.nlm.nih.gov/pubmed/12879084
http://doi.org/10.1002/mnfr.202001019
http://www.ncbi.nlm.nih.gov/pubmed/33559970
http://doi.org/10.1093/jn/128.3.593
http://www.ncbi.nlm.nih.gov/pubmed/9482769
http://doi.org/10.1093/jn/137.11.2405
http://doi.org/10.1017/S0007114509359127
http://www.ncbi.nlm.nih.gov/pubmed/19402938
http://doi.org/10.4162/nrp.2011.5.1.28
http://doi.org/10.1016/j.nutres.2012.06.018
http://doi.org/10.1017/S0007114515002950


Nutrients 2022, 14, 1973 14 of 14

42. Pfeuffer, M.; Auinger, A.; Bley, U.; Kraus-Stojanowic, I.; Laue, C.; Winkler, P.; Rüfer, C.E.; Frank, J.; Bösch-Saadatmandi, C.;
Rimbach, G.; et al. Effect of Quercetin on Traits of the Metabolic Syndrome, Endothelial Function and Inflammation in Men with
Different APOE Isoforms. Nutr. Metab. Cardiovasc. Dis. 2013, 23, 403–409. [CrossRef] [PubMed]

43. Bondonno, N.P.; Bondonno, C.P.; Rich, L.; Mas, E.; Shinde, S.; Ward, N.C.; Hodgson, J.M.; Croft, K.D. Acute Effects of Quercetin-3-
O-Glucoside on Endothelial Function and Blood Pressure: A Randomized Dose-Response Study. Am. J. Clin. Nutr. 2016, 104,
97–103. [CrossRef] [PubMed]

44. Kondratiuk, V.E.; Synytsia, Y.P. Effect of Quercetin on the Echocardiographic Parameters of Left Ventricular Diastolic Function in
Patients with Gout and Essential Hypertension. Wiad. Lek. 2018, 71, 1554–1559. [PubMed]

45. Burak, C.; Wolffram, S.; Zur, B.; Langguth, P.; Fimmers, R.; Alteheld, B.; Stehle, P.; Egert, S. Effect of Alpha-Linolenic Acid
in Combination with the Flavonol Quercetin on Markers of Cardiovascular Disease Risk in Healthy, Non-Obese Adults: A
Randomized, Double-Blinded Placebo-Controlled Crossover Trial. Nutrition 2019, 58, 47–56. [CrossRef] [PubMed]

46. Serban, M.; Sahebkar, A.; Zanchetti, A.; Mikhailidis, D.P.; Howard, G.; Antal, D.; Andrica, F.; Ahmed, A.; Aronow, W.S.; Muntner,
P.; et al. Effects of Quercetin on Blood Pressure: A Systematic Review and Meta-Analysis of Randomized Controlled Trials. J. Am.
Heart Assoc. 2016, 5, e002713. [CrossRef]

47. Tamtaji, O.R.; Milajerdi, A.; Dadgostar, E.; Kolahdooz, F.; Chamani, M.; Amirani, E.; Mirzaei, H.; Asemi, Z. The Effects of
Quercetin Supplementation on Blood Pressures and Endothelial Function among Patients with Metabolic Syndrome and Related
Disorders: A Systematic Review and Meta-Analysis of Randomized Controlled Trials. Curr. Pharm. Des. 2019, 25, 1372–1384.
[CrossRef]

48. Suomela, J.P.; Ahotupa, M.; Yang, B.; Vasankari, T.; Kallio, H. Absorption of Flavonols Derived from Sea Buckthorn (Hippophaë
Rhamnoides L.) and Their Effect on Emerging Risk Factors for Cardiovascular Disease in Humans. J. Agric. Food Chem. 2006, 54,
7364–7369. [CrossRef]

49. Talirevic, E.; Sehovic, J. Quercetin in the Treatment of Dyslipidemia. Med. Arch. 2012, 66, 87. [CrossRef]
50. Sahebkar, A. Effects of Quercetin Supplementation on Lipid Profile: A Systematic Review and Meta-Analysis of Randomized

Controlled Trials. Crit. Rev. Food Sci. Nutr. 2017, 57, 666–676. [CrossRef]
51. Tabrizi, R.; Tamtaji, O.R.; Mirhosseini, N.; Lankarani, K.B.; Akbari, M.; Heydari, S.T.; Dadgostar, E.; Asemi, Z. The Effects of

Quercetin Supplementation on Lipid Profiles and Inflammatory Markers among Patients with Metabolic Syndrome and Related
Disorders: A Systematic Review and Meta-Analysis of Randomized Controlled Trials. Crit. Rev. Food Sci. Nutr. 2020, 60,
1855–1868. [CrossRef] [PubMed]

52. Song, Y.; Manson, J.E.; Buring, J.E.; Sesso, H.D.; Liu, S. Associations of Dietary Flavonoids with Risk of Type 2 Diabetes, and
Markers of Insulin Resistance and Systemic Inflammation in Women: A Prospective Study and Cross-Sectional Analysis. J. Am.
Coll. Nutr. 2005, 24, 376–384. [CrossRef] [PubMed]

53. Yao, Z.; Gu, Y.; Zhang, Q.; Liu, L.; Meng, G.; Wu, H.; Xia, Y.; Bao, X.; Shi, H.; Sun, S.; et al. Estimated Daily Quercetin Intake and
Association with the Prevalence of Type 2 Diabetes Mellitus in Chinese Adults. Eur. J. Nutr. 2019, 58, 819–830. [CrossRef]

54. Abidov, M.; Ramazanov, A.; Jimenez Del Rio, M.; Chkhikvishvili, I. Effect of Blueberin on Fasting Glucose, C-Reactive Protein
and Plasma Aminotransferases, in Female Volunteers with Diabetes Type 2: Double-Blind, Placebo Controlled Clinical Study.
Georgian Med. News 2006, 66–72.

55. Ahrens, M.J.; Thompson, D.L. Effect of Emulin on Blood Glucose in Type 2 Diabetics. J. Med. Food 2013, 16, 211–215. [CrossRef]
56. Ostadmohammadi, V.; Milajerdi, A.; Ayati, E.; Kolahdooz, F.; Asemi, Z. Effects of Quercetin Supplementation on Glycemic Control

among Patients with Metabolic Syndrome and Related Disorders: A Systematic Review and Meta-analysis of Randomized
Controlled Trials. Phyther. Res. 2019, 33, 1330–1340. [CrossRef]

57. Martin, M.A.; Goya, L.; Ramos, S. Protective Effects of Tea, Red Wine and Cocoa in Diabetes. Evidences from Human Studies.
Food Chem. Toxicol. 2017, 109, 302–314. [CrossRef] [PubMed]

58. Hirvonen, T.; Pietinen, P.; Virtanen, M.; Ovaskainen, M.-L.; Häkkinen, S.; Albanes, D.; Virtamo, J. Intake of Flavonols and Flavones
and Risk of Coronary Heart Disease in Male Smokers. Epidemiology 2001, 12, 62–67. [CrossRef]

http://doi.org/10.1016/j.numecd.2011.08.010
http://www.ncbi.nlm.nih.gov/pubmed/22118955
http://doi.org/10.3945/ajcn.116.131268
http://www.ncbi.nlm.nih.gov/pubmed/27169837
http://www.ncbi.nlm.nih.gov/pubmed/30684340
http://doi.org/10.1016/j.nut.2018.06.012
http://www.ncbi.nlm.nih.gov/pubmed/30278429
http://doi.org/10.1161/JAHA.115.002713
http://doi.org/10.2174/1381612825666190513095352
http://doi.org/10.1021/jf061889r
http://doi.org/10.5455/medarh.2012.66.87-88
http://doi.org/10.1080/10408398.2014.948609
http://doi.org/10.1080/10408398.2019.1604491
http://www.ncbi.nlm.nih.gov/pubmed/31017459
http://doi.org/10.1080/07315724.2005.10719488
http://www.ncbi.nlm.nih.gov/pubmed/16192263
http://doi.org/10.1007/s00394-018-1713-2
http://doi.org/10.1089/jmf.2012.0069
http://doi.org/10.1002/ptr.6334
http://doi.org/10.1016/j.fct.2017.09.015
http://www.ncbi.nlm.nih.gov/pubmed/28893620
http://doi.org/10.1097/00001648-200101000-00011

	Introduction 
	Methods 
	General CVD Incidence and Mortality 
	Observational Study Data 
	Conclusions 

	Hypertension 
	Observational Studies Data 
	Interventional Study Data 
	Conclusions 

	Dyslipidemia 
	Interventional Study Data 
	Conclusions 

	Diabetes Mellitus 
	Observational Study Data 
	Interventional Study Data 
	Conclusions 

	Cigarette Smoking 
	Observational Study Data 
	Interventional Study Data 
	Conclusions 

	Limitations 
	Summary and Conclusions 
	References

