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Abstract

Noncommunicable diseases (NCDs) account for the largest burden of early mortality and are predicted to cost the
global community more than US $30 trillion over the next 20 years. Unhealthy dietary habits, in large part driven by
substantial changes to global food systems, are recognised as major contributors to many of the common NCDs,
including cardiovascular disease, cancer and diabetes. Recent evidence now indicates that unhealthy diets are also
risk factors for mental disorders, particularly depression and dementia. This affords substantial scope to leverage on
the established and developing approaches to the nutrition-related NCDs to address the large global burden of these
mental disorders and reinforces the imperative for governments take substantial actions in regards to improving the
food environment and consequent population health via policy initiatives.
Background
According to the latest Burden of Disease report, non-
communicable diseases (NCDs), which include cancer,
cardiovascular and circulatory diseases, chronic respiratory
diseases, cirrhosis of the liver, digestive diseases, mental
and behavioural disorders, neurological disorders, diabetes,
urogenital, blood, and endocrine diseases, musculoskeletal
disorders, and a multitude of other congenital and skin
conditions, now account for more than half of Disability-
adjusted life years (DALYs) globally [1]. DALYs are a meas-
ure of years of healthy life lost to death or non-fatal illness
or impairment and represent a summary metric of popula-
tion health [1].
Within the NCDs, mental disorders, including the ‘com-

mon mental disorders’ (CMDs) depression and anxiety,
make up 7.5% of DALYs worldwide [1]. However, the sub-
stantial methodological difficulties in estimating the burden
of mortality directly attributable to mental illnesses, as well
as the paucity of available data [2] means that these figures
are likely to under-represent the full picture of mental dis-
orders burden. If we consider only disability, mental disor-
ders account for 23% of health related disability worldwide,
with unipolar depression accounting for the second highest
number of years lost to disability. Similarly, dementias,
which are also classified as mental disorders in the
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diagnostic rubrics, (although classified as neurological dis-
orders in the Global Burden of Disease assessments) are
imposing a major burden on societies, accounting for 11.3
million DALYs globally [1]. The incidence of dementia rises
exponentially with age and there is expected to be a dra-
matic acceleration in the rates of people with Alzheimer’s
disease or other forms of dementia worldwide as a function
of the ageing population, with costs expected to escalate
proportionately with numbers affected [3].
Many of these NCDs, including diabetes, cardiovascu-

lar disorders, and some cancers, are well known to be
directly influenced by unhealthy diets; indeed, unhealthy
diets are recognised as one of the major drivers of changes
in the distribution and burden of NCDs over the second
half of the 20th Century [4,5]. However, there is now nas-
cent yet highly consistent evidence to suggest that un-
healthy diet is also a key modifiable risk factor for some
mental disorders, particularly CMDs and dementia. Im-
portantly, in parallel to the obesity epidemic, there appears
to be an increase in the prevalence of CMDs in a range of
western countries, from the USA [6], Britain [7], Taiwan
[8] and Australia [9]. We here argue that that there is an
imperative to fully integrate mental disorders into the
framework of NCD research and action and to make men-
tal health an explicit target of policy designed to improve
nutrition-related population health.

Changes to the food supply and global impact on health
Substantial global changes in efficiencies of production,
marketing, transport and sale of food (the food system)
have had a highly detrimental impact on dietary patterns,
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with a global shift toward increased intake of fast foods
and sugar sweetened beverages [10]. As a marker for the
impact of food systems, obesity data provide a clear vantage
point. The epidemic shows ongoing increases in the preva-
lence of obesity across adults in developed countries since
the late 1970s, and more recent emergence of the epidemic
in low and middle-income countries. Data from the UK
[11] and detailed analysis of US Food data show that be-
tween 1960 and 1970 the available calories (expressed as
energy available per capita per year) in the UK and US diet
moved from a state of flux in the early 20th Century to a
clear and relentless increase; importantly, these increasingly
’obesogenic’ environments explain much of the emergence
of the obesity epidemic [5]. Equally, changes in economic
conditions in low and middle-income countries, including
increased economic wealth, the opening of trade markets
to global partners and the shift from local production and
distribution of food to transnational corporations, have
led to rapid increases in diet-related NCDs. NCDs account
for 63% of global deaths and are predicted to cost the glo-
bal community more than US $30trillion over the next
20 years [12].

NCDs and mental disorders
Somatic NCDs and mental disorders are highly comor-
bid and often mutually reinforcing, with many shared
pathophysiological mechanisms and risk factors, including
immune dysfunction (inflammation) and oxidative stress.
Unhealthy diets, as well as physical inactivity and smoking,
are established risk factors for systemic inflammation and
oxidative stress, as well as for CMDs [13]. There is also
emerging evidence regarding other important biological
mediators of the diet-mental health association that are par-
ticularly pertinent to development and early life, including
neurotrophic plasticity [14], disturbances in neurotransmit-
ter systems [15], and epigenetic programming [16]. The
most recent evidence supports an important role for gut
microbiota, which are highly dependent on dietary intakes,
in neurodevelopmental outcomes in animal models [17]
and in depression in humans [18].
A parallel consequence of poor diet is obesity, which is

a pro-inflammatory state. Obesity and depression share
a well-established bidirectional relationship; obesity itself
increases the risk for CMDs [19] and depression predis-
poses to the accumulation of excess adipose tissue [20].
Depression is associated with increased insulin resistance
[21], as well as being an established risk factor for and
consequence of cardiovascular disease [22,23]. Similarly,
type 2 diabetes [24], hyperinsulinemia [25], high BMI [26],
and hypercholesterolemia [27] are all risk factors for de-
mentia and cognitive decline and clearly influenced by
dietary habits. Even raised blood glucose at the high end
of the normal range is now established as a risk factor for
dementia [28]. Thus, many of the same pathways whereby
poor dietary practices contribute to the high prevalence of
NCDs influence the risk for and progression of mental
disorders [29].

Diet and mental health
Since the end of 2009, there has been an exponential rise
in the number of published studies examining the possible
influence of habitual diet on the risk for CMDs. Both cross-
sectional and prospective studies documenting associations
between higher diet quality and a reduced likelihood or risk
for CMDs, as well as an increased likelihood or risk for
CMDs with higher intakes of unhealthy food products, have
been published from countries across the globe in children,
adolescents and adults [30]. A recent meta-analysis has
confirmed that adherence to a ‘healthy’ diet pattern is asso-
ciated with a reduced likelihood of depression in adults.
Although studies were too few for confirmation, there
was a strong trend also observed for a positive relation-
ship between ‘western’ style (unhealthy) dietary pattern
and depression [31]. Similarly, another recent meta-analysis
reported that high adherence to a Mediterranean diet, also
a very healthful dietary pattern, is associated with a 30%
reduced risk for depression [32].
Poor diet quality is also clearly associated with mental

health problems in young people, independently of im-
portant familial factors and other health behaviours (eg.
[33,34]). Of particular note are the most recent data from a
very large Norwegian cohort study, indicating that mater-
nal diet during pregnancy, as well as dietary patterns dur-
ing the first years of life, are associated with an increased
risk for mental health problems in very young children
[35]. In this study, there was evidence suggesting consist-
ently great effects of unhealthy diets on children’s mental
health outcomes compared to the effects of insufficient
healthy food intake. A recent systematic review has now
confirmed a relationship between ‘unhealthy’ dietary pat-
terns and poorer mental health in children and adolescents
[36]. Given that CMDs tend to first manifest in childhood
and early adolescence [37], these data suggest that un-
healthy diets in pregnant mothers, children and adoles-
cents, may be an important modifiable exposure increasing
the risk for mental health problems across the lifespan.
Similar findings are also seen in studies examining the

impact of dietary behaviours on dementia and cognitive
decline in older adults. As noted previously, nutrition-
related health conditions are risk factors for dementia and
cognitive decline. High saturated fat intake appears to in-
crease the risk for cognitive decline, while higher intakes of
monounsaturated fats seem to be protective [38]. Higher
adherence to a Mediterranean dietary pattern, as well as
other forms of healthful diet, is associated with a reduced
risk for Alzheimer’s disease and cognitive decline [39-42].
Indeed, a recent meta-analysis reported a 40% reduction in
the risk for incident cognitive impairment for those with
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high adherence to a Mediterranean diet [32]. While the
most recent review of the topic, commissioned by Alzhei-
mer’s Disease International, concluded that there is little
empirical evidence to support nutritional supplementation
to prevent or treat cognitive problems, they noted a strong
theoretical basis for implicating micronutrient deficiencies
in the known mechanisms of neurodegeneration [3].
Although the evidence base for the relationship between

dietary intake and mental disorders is very new, and thus
largely limited to animal studies and observational studies
in humans to date, a recent large-scale dietary interven-
tion provides important support for the findings of the
meta-analyses. In the PREDIMED study [43], individuals
at increased risk for cardiovascular events were rando-
mised to a Mediterranean diet supplemented with either
extra-virgin olive oil (EVOO) or mixed nuts, with a low-
fat control diet. Although not statistically powered to as-
sess prevention of depression, the results demonstrated a
strong trend to a reduced risk for incident depression for
those randomised to a Mediterranean diet with nuts, and
this protective effect was particularly evident in those with
type 2 diabetes [44]. Those in the Mediterranean diet
groups also demonstrated improved cognition compared
to controls [45]. This is the first study to provide support
for dietary intervention as a strategy to prevent mental
disorders. Randomised controlled trials to test causal rela-
tionships between dietary improvement and improvements
in mental health are required and currently underway [46].
Taken together, these data indicate that the changes in

dietary habits globally are likely to be influencing the
prevalence of CMDs and dementia. Moreover, the im-
pact of these dietary patterns on the global burden of
CMDS and dementia may not yet be fully manifest, given
that the detrimental changes to food intakes are particu-
larly obvious in younger generations [10,47]. The implica-
tions of detrimental changes in the food landscape may
thus be formidable.

Food policy for physical health
In recognition of the substantial burden of lifestyle-related
NCDs, the World Health Organization (WHO) developed
the Global Strategy on Diet, Physical Activity and Health
(DPAS) [48] in 2004. DPAS identified the need for inte-
grated multi-sectoral policy action to improve food envi-
ronments and population diets, and highlighted the need
for government policy intervention at regional, national,
and local levels. The need for policy action to address the
growing NCD burden gained further prominence in 2011
when the United Nations (UN) General Assembly adopted
the Political Declaration of the High-level Meeting of
the General Assembly on the Prevention and Control of
Non-communicable Diseases (UN Political Declaration
on NCDs) [49]. The UN Political Declaration on NCDs
acknowledges the direct impact of NCDs on social and
economic development and provides a strong impetus
for governments take preventative actions and demonstrate
sound leadership. As with DPAS, the UN Political Declar-
ation on NCDs recognises that effective NCD prevention
requires the involvement of many different stakeholder
groups, and multi-sectoral approaches involving, amongst
others, health, education, agriculture, industry and trade,
and finance [49]. WHO has subsequently developed a set of
nine voluntary global NCD targets, including a target of a
25% reduction in premature mortality from NCDs by 2025
[50]. However, none of the other eight targets and 25 in-
dicators set by WHO explicitly include mental health.
Moreover, mental disorders are not included as measured
outcomes when assessing the impact of policy changes on
population health parameters.
Specific food policy recommendations to address NCDs

typically include two components: (1) embedded struc-
tures within government to support food policy and NCD
prevention interventions; and (2) population-wide policy
initiatives that help to create environments that support
healthy diets. The first component includes leadership,
‘health-in-all’ policies, dedicated funding for population
nutrition promotion, monitoring systems, workforce cap-
acity, and partnerships that need to be in place in order to
support and enhance the effectiveness of the more direct
policy initiatives [51]. The second component includes
laws, regulations, taxes and subsidies that affect various
aspects of food systems [52]. Policies likely to be effective
interventions include restrictions on the marketing of
unhealthy foods and beverages to children, improved and
interpretive nutrition labelling (e.g. using colours or stars
on the front-of-pack), and taxes on unhealthy foods (e.g.
sugar sweetened drinks) [53]. While it is clear that these
policy actions are not currently designed specifically to ad-
dress mental health problems, they may serve as ‘stealth
interventions’ [54] to address CMDs indirectly. However,
we would argue that more direct action is now needed to
directly address mental health via nutrition-related policy
and initiatives.

Food policy for mental health
While the informal definition of NCDs ‘usually excludes
mental illnesses’ [55], there is now clear and consistent
evidence to suggest that segregation between high preva-
lence mental disorders and nutrition-related NCDs may
be artificial and erroneous. As such, we would argue that
it is now time to explicitly integrate CMDs and dementia
into the broader category of lifestyle-related NCDs. Where
initiatives targeting cardiovascular disorders, obesity and
diabetes prevention gain traction, the possible benefits for
mental disorders need to be identified and quantified. Fur-
thermore, food policy researchers should consider incorp-
orating mental health outcomes into their evaluations. For
example, while previous cost-effectiveness evaluations of
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population-wide interventions that successfully improve
dietary behaviours have not incorporated mental health
outcomes [53], it is likely that the economic credentials of
the interventions would improve if mental health out-
comes were also taken into account. It is also critical that
CMDs and dementia are included as measured outcomes
when initiatives and policy changes designed to improve
population health are implemented and evaluated.
Preventive and public health messages and educational

programs need to be developed in partnership with a range
of public health, clinical and advocacy groups to ensure
that the general public, clinicians and policy makers are
aware of the links between dietary behaviours and mental
health. An explicit recognition by the public of the import-
ance of dietary risk factors to the CMDs and dementia
would be of substantial value in reinforcing policies at a
government level. Similarly, although not directly a policy
issue, ensuring that information, education and support for
dietary improvement is offered as part of integrated treat-
ment packages for those with mental health problems
would seem to be an important component of this equa-
tion. Although quality evidence on dietary improvement as
a treatment strategy for CMDs is not yet available, the
strength of the evidence from observational studies and
the nascent data from preventive interventions would offer
a strong basis on which to make explicit recommendations
for clinical practice via official guidelines. Such recommen-
dations are in line with those for somatic illness and will, at
the very least, address the common physical comorbidities
in mental disorders. It is also possible that messages re-
garding mental health may have more valence to and in-
fluence on the health behaviours of patients and the
general public, given that mental health symptoms are
often a more proximal than the more distal risk of fu-
ture health conditions such as heart disease, cancer and
diabetes. Finally, when mental health advocates develop
interventions and recommendations for prevention, policy
and practice, nutrition-related health promotion messages,
as well as support for appropriate taxation, labelling, moni-
toring and other nutrition-related policy initiatives, should
be included.

Conclusion
Given the limited traction gained in the fight against the
unhealthy commodities industries to date, it would be
unrealistic to expect substantial gains in the short term.
However, because of the scale of the burden of illness of
CMDs and dementia and the universality of food as a
modifiable risk factor, the benefits of even small improve-
ments in the food environment, leading to improved diet-
ary intakes, may translate to large gains in mental health at
a population level. As such, there is an imperative to inte-
grate mental health into the framework of NCD research
and action in order to leverage on the established and
developing approaches to the NCDs and explicitly evaluate
mental health outcomes that may arise as a function of
such initiatives.

Competing interests
The authors declare that they have no competing interests.

Authors’ contributions
FJ conceived of the paper and participated in its design and coordination
and helped to draft the manuscript. GS, MB and SA provided important
intellectual content and participated closely in the drafting of the
manuscript.

Author details
1IMPACT Strategic Research Centre, Deakin University, School of Medicine
and Barwon Health, PO Box 281, Geelong 3220, Australia. 2WHO
Collaborating Centre for Obesity Prevention, Deakin University, Geelong,
Australia. 3The University of Melbourne, Department of Psychiatry, Parkville
3010, Australia. 4Orygen Youth Health Research Centre, 35 Poplar Rd, Parkville
3052, Australia. 5The Florey Institute of Neuroscience and Mental Health, At
Genetics Lane, Royal Parade, The University of Melbourne, Parkville 3010,
Australia.

Received: 30 October 2013 Accepted: 11 April 2014
Published: 9 May 2014

References
1. Murray CJ, Vos T, Lozano R, Naghavi M, Flaxman AD, Michaud C, Ezzati M,

Shibuya K, Salomon JA, Abdalla S, Aboyans V, Abraham J, Ackerman I,
Aggarwal R, Ahn SY, Ali MK, Alvarado M, Anderson HR, Anderson LM,
Andrews KG, Atkinson C, Baddour LM, Bahalim AN, Barker-Collo S, Barrero LH,
Bartels DH, Basanez MG, Baxter A, Bell ML, Benjamin EJ, et al: Disability-adjusted
life years (DALYs) for 291 diseases and injuries in 21 regions, 1990–2010: a
systematic analysis for the global burden of disease study 2010. Lancet 2013,
380(9859):2197–2223.

2. Baxter AJ, Patton G, Scott KM, Degenhardt L, Whiteford HA: Global
epidemiology of mental disorders: what are we missing? PLoS One 2013,
8(6):e65514.

3. Prince M, Albanese E, Guerchet M, Prina M: Nutrition and Dementia: A
Review of Available Research. London: Alzheimers Disease
International; 2014.

4. World Health Organisation: Global Status Report on Noncommunicable
Diseases 2010. Geneva: World Health Organisation; 2011.

5. Swinburn BA, Sacks G, Hall KD, McPherson K, Finegood DT, Moodie ML,
Gortmaker SL: The global obesity pandemic: shaped by global drivers
and local environments. Lancet 2011, 378(9793):804–814.

6. Twenge JM, Gentile B, DeWall CN, Ma D, Lacefield K, Schurtz DR: Birth
cohort increases in psychopathology among young Americans, 1938–2007:
a cross-temporal meta-analysis of the MMPI. Clin Psychol Rev 2010,
30(2):145–154.

7. Collishaw S, Maughan B, Goodman R, Pickles A: Time trends in
adolescent mental health. J Child Psychol Psychiatry 2004,
45(8):1350–1362.

8. Fu TS, Lee CS, Gunnell D, Lee WC, Cheng AT: Changing trends in the
prevalence of common mental disorders in Taiwan: a 20-year repeated
cross-sectional survey. Lancet 2013, 381(9862):235–241.

9. O'Donnell M, Anderson D, Morgan VA, Nassar N, Leonard HM, Stanley FJ:
Trends in pre-existing mental health disorders among parents of infants
born in Western Australia from 1990 to 2005. Med J Aust 2013,
198(9):485–488.

10. Adair LS, Popkin BM: Are child eating patterns being transformed
globally? Obes Res 2005, 13(7):1281–1299.

11. Scarborough P, Burg MR, Foster C, Swinburn B, Sacks G, Rayner M, Webster P,
Allender S: Increased energy intake entirely accounts for increase in body
weight in women but not in men in the UK between 1986 and 2000.
Br J Nutr 2011, 105(9):1399–1404.

12. Bloom DE, Cafiero ET, Jané-Llopis E, Abrahams-Gessel S, Bloom LR, Fathima S,
Feigl AB, Gaziano T, Mowafi M, Pandya A, Prettner K, Rosenberg L, Seligman B,
Stein AZ, Weinstein C: The Global Economic Burden of Noncommunicable
Diseases. Geneva: World Economic Forum; 2011.



Jacka et al. BMC Psychiatry 2014, 14:132 Page 5 of 6
http://www.biomedcentral.com/1471-244X/14/132
13. Berk M, Williams LJ, Jacka F, O'Neil A, Pasco JA, Moylan S, Allen NB,
Stuart AL, Hayley AC, Byrne ML, Maes M: So depression is an
inflammatory disease, but where does the inflammation come from?
BMC Med 2013, 11:200.

14. Agrawal R, Gomez-Pinilla F: Metabolic syndrome' in the brain: deficiency
in omega-3 fatty acid exacerbates dysfunctions in insulin receptor
signalling and cognition. J Physiol 2012, 590(Pt 10):2485–2499.

15. Sullivan EL, Grayson B, Takahashi D, Robertson N, Maier A, Bethea CL, Smith MS,
Coleman K, Grove KL: Chronic consumption of a high-fat diet during
pregnancy causes perturbations in the serotonergic system and increased
anxiety-like behavior in nonhuman primate offspring. J Neurosci 2010,
30(10):3826–3830.

16. Vucetic Z, Kimmel J, Totoki K, Hollenbeck E, Reyes TM: Maternal high-fat
diet alters methylation and gene expression of dopamine and
opioid-related genes. Endocrinology 2010, 151(10):4756–4764.

17. Hsiao EY, McBride SW, Hsien S, Sharon G, Hyde ER, McCue T, Codelli JA,
Chow J, Reisman SE, Petrosino JF, Patterson PH, Mazmanian SK:
Microbiota modulate behavioral and physiological abnormalities
associated with neurodevelopmental disorders. Cell 2013,
155(7):1451–1463.

18. Maes M, Kubera M, Leunis JC, Berk M: Increased IgA and IgM responses
against gut commensals in chronic depression: further evidence for
increased bacterial translocation or leaky gut. J Affect Disord 2012,
141:55–62.

19. Sanderson K, Patton GC, McKercher C, Dwyer T, Venn AJ: Overweight and
obesity in childhood and risk of mental disorder: a 20-year cohort study.
Aust N Z J Psychiatry 2011, 45(5):384–392.

20. Williams LJ, Pasco JA, Henry MJ, Jacka FN, Dodd S, Nicholson GC, Kotowicz MA,
Berk M: Lifetime psychiatric disorders and body composition: a population-
based study. J Affect Disord 2009, 118(1–3):173–179.

21. Pearson S, Schmidt M, Patton G, Dwyer T, Blizzard L, Otahal P, Venn A:
Depression and insulin resistance: cross-sectional associations in young
adults. Diabetes Care 2010, 33(5):1128–1133.

22. O'Neil A, Williams ED, Stevenson CE, Oldenburg B, Berk M, Sanderson K:
Co-morbid cardiovascular disease and depression: sequence of disease
onset is linked to mental but not physical self-rated health. Results from
a cross-sectional, population-based study. Soc Psychiatry Psychiatr
Epidemiol 2012, 47(7):1145–1151.

23. O'Neil AE: The role of depression in the primary prevention of
cardiovascular disease. Med J Aust 2012, 197(8):444–445.

24. Peila R, Rodriguez BL, Launer LJ, Honolulu-Asia Aging S: Type 2 diabetes,
APOE gene, and the risk for dementia and related pathologies: the
Honolulu-Asia aging study. Diabetes 2002, 51(4):1256–1262.

25. Luchsinger JA, Tang MX, Shea S, Mayeux R: Hyperinsulinemia and risk of
Alzheimer disease. Neurology 2004, 63(7):1187–1192.

26. Singh-Manoux A, Czernichow S, Elbaz A, Dugravot A, Sabia S, Hagger-Johnson G,
Kaffashian S, Zins M, Brunner EJ, Nabi H, Kivimaki M: Obesity phenotypes in
midlife and cognition in early old age: the Whitehall II cohort study. Neurology
2012, 79(8):755–762.

27. Anstey KJ, Lipnicki DM, Low LF: Cholesterol as a risk factor for dementia
and cognitive decline: a systematic review of prospective studies with
meta-analysis. Am J Geriatr Psychiatry 2008, 16(5):343–354.

28. Crane PK, Walker R, Hubbard RA, Li G, Nathan DM, Zheng H, Haneuse S,
Craft S, Montine TJ, Kahn SE, McCormick W, McCurry SM, Bowen JD, Larson EB:
Glucose levels and risk of dementia. N Engl J Med 2013, 369(6):540–548.

29. Berk M, Jacka F: Preventive strategies in depression: gathering evidence
for risk factors and potential interventions. Br J Psychiatry 2012,
201(5):339–341.

30. Jacka FN, Mykletun A, Berk M: Moving towards a population health approach
to the primary prevention of common mental disorders. BMC Med 2012,
10:149.

31. Lai JS, Hiles S, Bisquera A, Hure AJ, McEvoy M, Attia J: A systematic review
and meta-analysis of dietary patterns and depression in community-
dwelling adults. Am J Clin Nutr 2013, 99(1):181–197.

32. Psaltopoulou T, Sergentanis TN, Panagiotakos DB, Sergentanis IN, Kosti R,
Scarmeas N: Mediterranean diet, stroke, cognitive impairment, and
depression: a meta-analysis. Ann Neurol 2013, 74(4):580–591.

33. Jacka F, Kremer P, Leslie E, Berk M, Patton G, Toumbourou J, Williams J:
Associations between diet quality and depressed mood in adolescents:
results from the Australian healthy neighbourhoods study. Aust N Z J
Psychiatry 2010, 44(5):435–442.
34. Jacka FN, Kremer PJ, Berk M, de Silva-Sanigorski AM, Moodie M, Leslie ER,
Pasco JA, Swinburn BA: A prospective study of diet quality and mental
health in adolescents. PLoS One 2011, 6(9):e24805.

35. Jacka FN, Ystrom E, Brantsaeter AL, Karevold E, Roth C, Haugen M, Meltzer HM,
Schjolberg S, Berk M: Maternal and early postnatal nutrition and mental
health of offspring by age 5 years: a prospective cohort study. J Am Acad
Child Adolesc Psychiatry 2013, 52(10):1038–1047.

36. O'Neil A, Quirk SE, Housden S, Brennan SL LJW, Pasco JA, Berk M, Jacka FN:
The relationship between diet and mental health in children and
adolescents: a systematic review. Amerian Journal of Public Health 2014.
In press.

37. Merikangas K, He J, Burstein M, Swanson S, Avenevoli S, Cui L, Benjet C,
Georgiades K, Swendsen J: Lifetime prevalence of mental disorders in U.S.
adolescents: results from the National Comorbidity Survey Replication–
Adolescent Supplement (NCS-A). J Am Acad Child Adolesc Psychiatry 2010,
49(10):980–989.

38. Okereke OI, Rosner BA, Kim DH, Kang JH, Cook NR, Manson JE, Buring JE,
Willett WC, Grodstein F: Dietary fat types and 4-year cognitive
change in community-dwelling older women. Ann Neurol 2012,
72(1):124–134.

39. Gardener S, Gu Y, Rainey-Smith SR, Keogh JB, Clifton PM, Mathieson SL,
Taddei K, Mondal A, Ward VK, Scarmeas N, Barnes M, Ellis KA, Head R,
Masters CL, Ames D, Macaulay SL, Rowe CC, Szoeke C, Martins RN, Group AR:
Adherence to a Mediterranean diet and Alzheimer's disease risk in an
Australian population. Transl Psychiatry 2012, 2:e164.

40. Scarmeas N, Stern Y, Tang MX, Mayeux R, Luchsinger JA: Mediterranean
diet and risk for Alzheimer's disease. Ann Neurol 2006, 59(6):912–921.

41. Feart C, Samieri C, Rondeau V, Amieva H, Portet F, Dartigues JF, Scarmeas N,
Barberger-Gateau P: Adherence to a Mediterranean diet, cognitive
decline, and risk of dementia. JAMA 2009, 302(6):638–648.

42. Tangney CC, Kwasny MJ, Li H, Wilson RS, Evans DA, Morris MC: Adherence
to a Mediterranean-type dietary pattern and cognitive decline in a
community population. Am J Clin Nutr 2011, 93(3):601–607.

43. Estruch R, Ros E, Salas-Salvado J, Covas MI, Corella D, Aros F, Gomez-Gracia
E, Ruiz-Gutierrez V, Fiol M, Lapetra J, Lamuela-Raventos RM, Serra-Majem L,
Pinto X, Basora J, Munoz MA, Sorli JV, Martinez JA, Martinez-Gonzalez MA,
Investigators PS: Primary prevention of cardiovascular disease with a
Mediterranean diet. N Engl J Med 2013, 368(14):1279–1290.

44. Sanchez-Villegas A, Martinez-Gonzalez M, Estruch R, Salas-Salvado J, Corella D,
Covas M, Aros F, Romaguera D, Gomez-Gracia E, Lapetra J, Pinto X, Martinez J,
Lamuela-Raventos R, Ros E, Gea A, Warnberg J, Serra-Majem L: Mediterranean
dietary pattern and depression: the PREDIMED randomized trial. BMC Med
2013, 11(1):208.

45. Martinez-Lapiscina EH, Clavero P, Toledo E, Estruch R, Salas-Salvado J,
San Julian B, Sanchez-Tainta A, Ros E, Valls-Pedret C, Martinez-Gonzalez MA:
Mediterranean diet improves cognition: the PREDIMED-NAVARRA
randomised trial. J Neurol Neurosurg Psychiatry 2013, 84(12):1318–1325.

46. O'Neil A, Berk M, Itsiopoulos C, Castle D, Opie R, Pizzinga J, Brazionis L,
Hodge A, Mihalopoulos C, Chatterton ML, Dean O, Jacka F: A randomised,
controlled trial of a dietary intervention for adults with major depression
(the "SMILES" trial): study protocol. BMC Psychiatry 2013, 13(1):114.

47. Magarey A, Daniels LA, Smith A: Fruit and vegetable intakes of Australians
aged 2–18 years: an evaluation of the 1995 National nutrition survey
data. Aust N Z J Public Health 2001, 25(2):155–161.

48. World Health Organisation: Global strategy on Diet, Physical Activity and
Health. Geneva: World Health Organisation; 2004.

49. United Nations: Political Declaration of the High-level Meeting of the General
Assembly on the Prevention and Control of Non-communicable Diseases.
New York: United Nations, General Assembly; 2011.

50. World Health Organisation: Draft Comprehensive Global Monitoring
Framework and Targets for the Prevention and Control of Noncommunicable
Diseases. Geneva: World Health Organisation; 2013.

51. Swinburn B, Sacks G, Vandevijvere S, Kumanyika S, Lobstein T, Neal B,
Barquera S, Friel S, Hawkes C, Kelly B, L’Abbé M, Lee A, Ma J, Macmullan J,
Mohan S, Monteiro C, Rayner M, Sanders D, Snowdon D, Walker C:
INFORMAS (International Network for Food and Obesity/non-communicable
diseases Research, Monitoring and Action Support): overview and key
principles. Obes Rev 2013, 14(Suppl 1):24–37.

52. Sacks G, Swinburn B, Lawrence M: Obesity policy action framework and
analysis grids for a comprehensive policy approach to reducing obesity.
Obes Rev 2009, 10(1):76–86.



Jacka et al. BMC Psychiatry 2014, 14:132 Page 6 of 6
http://www.biomedcentral.com/1471-244X/14/132
53. Gortmaker SL, Swinburn BA, Levy D, Carter R, Mabry PL, Finegood DT,
Huang T, Marsh T, Moodie ML: Changing the future of obesity: science,
policy, and action. Lancet 2011, 378(9793):838–847.

54. Robinson TN: Save the world, prevent obesity: piggybacking on existing
social and ideological movements. Obesity 2010, 18(Suppl 1):S17–22.

55. Hunter DJ, Reddy KS: Noncommunicable diseases. N Engl J Med 2013,
369(14):1336–1343.

doi:10.1186/1471-244X-14-132
Cite this article as: Jacka et al.: Food policies for physical and mental
health. BMC Psychiatry 2014 14:132.
Submit your next manuscript to BioMed Central
and take full advantage of: 

• Convenient online submission

• Thorough peer review

• No space constraints or color figure charges

• Immediate publication on acceptance

• Inclusion in PubMed, CAS, Scopus and Google Scholar

• Research which is freely available for redistribution

Submit your manuscript at 
www.biomedcentral.com/submit


	Abstract
	Background
	Changes to the food supply and global impact on health
	NCDs and mental disorders
	Diet and mental health
	Food policy for physical health
	Food policy for mental health

	Conclusion
	Competing interests
	Authors’ contributions
	Author details
	References

