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intake was 0.90 (95% CI, 0.85–0.95) for all-cause mortality, 
0.88 (95% CI, 0.79–0.98) for all stroke, and 0.84 (95% CI, 
0.74–0.96) for ischemic stroke. There was no association 
with hemorrhagic stroke.

In accordance with our a priori analysis plan, we present 
results for all outcomes of interest stratified by hypertension sta-
tus (Table 4). Among women with nonhypertension, there was a 
lower risk of all-cause mortality, all stroke, and ischemic stroke 
across increasing quartiles for potassium. In particular, there was 
a 27% lower risk of ischemic stroke when comparing Q4 to Q1 
in model 3 (HR, 0.73; 95% CI, 0.60–0.88) and no association for 
hemorrhagic stroke. Among women with hypertension, higher 
potassium intake was associated with lower all-cause mortality, 
but there was no association with any stroke outcome.

Interactions were observed for ischemic stroke between 
dietary potassium and hypertension (P<0.10), diabetes mel-
litus (P<0.05), high cholesterol requiring pills (P<0.01), and 
body mass index (P<0.05). The Figure shows stratified analy-
ses by these variables. For example, among the 35 227 women 
who had normal body mass index, there were 727 ischemic 
stroke events. The HR comparing the highest quartile with the 
lowest quartile of potassium intake indicates that among those 
of normal weight, higher potassium intake was associated with 
a 30% lower risk of stroke (HR, 0.70; 95% CI, 0.56–0.87).

Subtypes of Ischemic Stroke According to TOAST 
Classification
Cox proportional hazards models were run for the predominant 
TOAST classes: large artery atherosclerosis, cardioembolism, 
and small-vessel occlusion (lacunae). We compared each sub-
type with a reference group of no stroke. Power to detect effects 
was small for these subgroups. Nevertheless, higher potassium 
intake was associated with a lower risk of small-vessel disease 
among those not hypertensive. When compared with the low-
est quartile, Q2, Q3, and Q4 had HRs (95% CI) of 0.43 (0.26–
0.71), 0.60 (0.38–0.95), and 0.67 (0.43–1.04), respectively.

Discussion
In the largest US cohort study of ≥90 000 postmenopausal 
women, we found an inverse association between self-
reported dietary potassium intake and incidence of ischemic 
stroke. The lower risk of stroke associated with higher intake 
of potassium persisted after adjusting for multiple covari-
ates. In particular, women consuming the highest quantity 
of potassium in our cohort (>3193.6 mg) had a 12% lower 
risk of all-type stroke (HR, 0.88; 95% CI, 0.79–0.98) and a 
16% lower risk of ischemic stroke (HR, 0.84; 95% CI, 0.74–
0.96) when compared with women consuming <1925.5 mg 
of potassium.

Table 4. HRs for All-Cause Mortality and Stroke in Quartiles of Potassium by 
Hypertension Status

Quartiles of Potassium, mg

Q1: <1925.5
Q2: ≥1925.5–2519.4;  

HR, 95% CI
Q3: >2519.4–3193.6;  

HR, 95% CI
Q4: >3193.6;  
HR, 95% CI

All-cause mortality

    Hypertension 1 0.92 (0.85–0.99) 0.85 (0.79–0.92) 0.89 (0.82–0.96)

    No hypertension 1 0.91 (0.84–0.98) 0.84 (0.77–0.91) 0.92 (0.85–1.00)

Stroke (all)

    Hypertension 1 0.99 (0.86–1.13) 0.93 (0.81–1.07) 0.97 (0.84–1.12)

    No hypertension 1 0.75 (0.64–0.89) 0.75 (0.64–0.89) 0.79 (0.67–0.93)

Ischemic stroke

    Hypertension 1 0.96 (0.82–1.14) 0.96 (0.81- 1.13) 0.93 (0.79–1.10)

    No hypertension 1 0.71 (0.58–0.86) 0.73 (0.60–0.88) 0.73 (0.60–0.88)

Hemorrhagic stroke

    Hypertension 1 0.81 (0.56–1.18) 0.85 (0.59–1.24) 0.85 (0.58–1.24)

    No hypertension 1 1.02 (0.70–1.49) 0.72 (0.48–1.09) 1.01 (0.69–1.48)

TOAST subtype

    Large artery atherosclerosis

     Hypertension 1 1.13 (0.65–1.96) 0.92 (0.51–1.65) 0.66 (0.35–1.25)

     No hypertension 1 0.67 (0.30–1.49) 0.74 (0.34–1.59) 0.72 (0.33–1.57)

    Cardioembolism

     Hypertension 1 0.99 (0.71–1.38) 1.06 (0.76–1.48) 1.17 (0.85–1.61)

     No hypertension 1 0.80 (0.54–1.19) 0.95 (0.65–1.38) 0.87 (0.60–1.28)

    Small-vessel occlusion (lacune)

     Hypertension 1 1.11 (0.80–1.56) 0.90 (0.63–1.28) 0.95 (0.67–1.36)

     No hypertension 1 0.43 (0.26–0.71) 0.60 (0.38–0.95) 0.67 (0.43–1.04)

Adjusted for age, race, hypertension status, smoking status, physical activity, history of diabetes mellitus, history 
of atrial fibrillation, history of myocardial infarction, hormone use, alcohol intake, aspirin use, high cholesterol, and 
body mass index. CI indicates confidence interval; HR, hazard ratio; and TOAST, Trial of ORG 10172 Acute Stroke Trial.
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