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Abstract: The American Heart Association criteria for cardiovascular health include overall diet
quality (DQ). The present study evaluated the effect of a workplace health promotion program
targeting DQ and physical activity on features of cardiometabolic risk (CMR). Before and after
the 3-month intervention, 2260 employees (1462 men and 798 women) completed a health and
fitness evaluation including assessment of DQ using a validated food-based questionnaire. After the
3-month lifestyle modification program, DQ increased significantly in both sexes (p < 0.0001) as well
as physical activity level (p < 0.0001). A reduction in waist circumference (p < 0.0001) and improved
lipid levels were also observed. Significant associations were found between changes in DQ index and
changes in CMR variables in both men (standardized regression coefficients ranged from −0.19 (95%
confidence interval: −0.26 to −0.12) to −0.29 (95% confidence interval: −0.34 to −0.25)) and women
(standardized regression coefficients ranged from −0.18 (95% confidence interval: −0.25 to −0.11)
to −0.27 (95% confidence interval: −0.41 to −0.13)). Multiple linear regression analyses showed
a significant contribution of changes in the DQ index to the variation in some CMR variables,
independent from changes in physical activity level and cardiorespiratory fitness. This study provides
evidence that targeting DQ at the workplace is relevant to improve cardiometabolic health.

Keywords: abdominal obesity; cardiorespiratory fitness; hypertriglyceridemic waist phenotype;
lifestyle intervention; diet quality index

1. Introduction

According to the World Health Organization, 41 million deaths annually are attributed
to noncommunicable diseases, representing 71% of worldwide mortality [1]. Cardiovascu-
lar diseases (CVD) are the first cause of deaths accounting for 31% of global deaths [2]. This
proportion increases to 37% in people under the age of 70. Thus, the prevalence of chronic
diseases remains high despite advances in medical treatments and procedures as well as
in efforts invested in primary prevention. As a consequence, the societal and economic
burden linked to these diseases represents a major public health issue which may be not
sustainable by health systems in the future. Such a situation emphasizes the relevance
of developing upstream prevention strategies to slow the CVD tide and its associated
socioeconomic consequences.
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In order to address this issue, the American Heart Association (AHA) proposed in 2010
to move the focus from fighting CVD to promoting cardiovascular health and introduced
the concept of ideal cardiovascular health as an approach to reduce the burden of CVD [3].
The AHA recommended to target seven heart-healthy metrics (Life’s Simple 7), four of
which are lifestyle-based (not smoking, increasing physical activity, having a normal body
mass index (BMI), eating a healthy diet), while the three others are based on achieving
ideal clinical and laboratory measures (having normal blood cholesterol and glucose levels
and normal blood pressure). Maintaining these metrics as close as possible to ideal levels
has been shown to be associated with markedly low CVD incidence and mortality as well
as with a low incidence of cancer [4–6]. Among the seven metrics of cardiovascular health,
studies have reported that the least prevalent healthy behavior was a high diet quality
(DQ), a criterion which was found to be met by less than 1% of individuals, making DQ
the most deteriorated parameter among ideal cardiovascular health metrics [7,8].

Therefore, considering that only a very small proportion of the population adopts a
high DQ, modifying this factor could have a major beneficial impact on cardiovascular
health [9]. Although there is no consensus definition on how to assess DQ, several indices
have been developed for assessing a population’s adherence to dietary patterns associated
with cardiovascular health [10]. In this regard, DQ indices based on food items or food
groups consumed rather than nutrients have been shown to provide good discrimination
of CMR [11,12].

Among opportunities available, the workplace has been proposed as a relevant setting
for implementing health promotion strategies [13,14]. According to 2019 statistics, the
labor force participation rate in Canada was 65.8% [15], workers spending 6 to 9 h a day on
average at their workplace. Thus, the environment provided by public/private employers
has the potential to play a key role in the adoption of behaviors compatible with either
maintenance of health or development of chronic diseases. In 2014, the World Health
Organization proposed the workplace as a priority setting for health promotion [16]. To our
knowledge, there is a paucity of published intervention studies conducted at the workplace
that have targeted the adoption of healthy lifestyle habits including food-based overall
DQ. The present study was therefore conducted to evaluate the relevance of assessing and
targeting food-based overall DQ in the context of a workplace health promotion program
and its effects on various indices of cardiometabolic health.

2. Materials and Methods
2.1. Participants

Our cohort is a convenience sample of employees involved in the “Grand Défi En-
treprise” (GDE) project, a workplace health and wellness program which provided com-
prehensive cardiometabolic and cardiorespiratory health evaluations using a mobile risk
assessment unit. Once the baseline evaluation is completed, the GDE also involves a
3-month lifestyle intervention where participating employees are asked to increase their
physical activity level (PAL), improve their eating habits (DQ), and stop smoking [17,18].

All participants were volunteers. The intervention program took place between
2011 and 2019 and involved 28 participating organizations of the Province of Québec.
No inclusion or exclusion criteria were used. This paper compares the CMR data at
baseline and after the 3-month lifestyle intervention program obtained on a sample of
2260 workers (1462 men and 798 women) derived from an initial cohort of 5122 workers.
Therefore, participants who did not participate to the intervention were excluded as well
as participants with missing DQ data either at baseline or at the 3-month evaluation (see
Figure 1 for Flowchart).
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Figure 1. Flowchart of participants and reasons for exclusion for the present analyses.

All measurements were performed in a single visit at baseline and at 3 months by
trained healthcare professionals. All participants completed standardized questionnaires
on medical history, current medication, and lifestyle behaviors (DQ, PAL, and smoking
status). Data included anthropometric variables, body composition, waist circumference,
lipid profile, and cardiorespiratory fitness (CRF). The local Institutional Review Board
approved the study (20636), and participants provided their informed consent.

2.2. Assessment of Overall Diet Quality

The dietary screening tool (DST) [19] was selected to assess DQ. This questionnaire
has been found helpful to provide personalized food-based nutritional recommendations
to workers. Further details on this tool have already been published [20]. Compared to
other DQ indices, this tool does not evaluate adherence to nutrition guidelines or dietary
patterns [21,22]. The DST is based on the frequency of consumption of several food items or
food groups (vegetables and fruits, grain products, dairy products, meat, and substitutes)
as well as on the assessment of certain dietary habits such as the addition of sugar and
fat, the consumption of alcohol, or the use of nutritional supplements. This questionnaire
consists of 25 food- and behavior-specific questions associated with dietary habits and
generates a DQ score, which varies from 0 (low DQ) to 100 (high DQ) [19]. The DST is
therefore useful to identify, in 10 min, individuals at high nutritional risk which is one of
its strengths.

2.3. Physical Activity Level

Reported PAL was measured at baseline using a self-administered, validated ques-
tionnaire that assesses leisure-time aerobic physical activity (cycling, walking, running,
swimming, etc.) for each season during the year preceding the intervention [23]. During the
3-month intervention, using an electronic journal, workers compiled each aerobic period
of 15 min of physical activity in their leisure time for the assessment of the cumulative
physical activity time during a week. An average number of total minutes per week was
subsequently calculated.

2.4. Anthropometric Measurements and Body Composition

Height and weight were obtained both at baseline and post-intervention according
to standardized procedures, and BMI was calculated [24]. Waist circumference was as-
sessed using standardized procedures [25]. Body composition (fat mass and body fat)
was estimated with the Tanita body composition analyzer TBF-300A (Tanita Corporation,
Arlington Heights, IL, USA) for the employees from organizations evaluated between 2011
and 2017. From 2018, the InBody 570 body composition analyzer was used (InBody Co.,
Seoul, Korea).
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2.5. Lipid Profile

Nonfasting blood samples obtained from the forearm vein were collected into lithium
heparin tubes and analyzed with an Abaxis Piccolo Xpress Chemistry Analyzer (Union City,
CA, USA) to assess cholesterol fractions and triglyceride (TG) concentrations.

2.6. Cardiorespiratory Fitness

As already published, a submaximal treadmill exercise test was performed to assess
CRF [17,26]. Maximal oxygen consumption (VO2max) was estimated by linear extrapo-
lation [27] to age estimated maximal heart rate (220-age) [28] using ACSM’s Metabolic
Equations and the least square method [29]. Two parameters were used as CRF endpoints:
the heart rate at the standardized submaximal exercise workload (3.5 mph, 2% slope) and
the estimated VO2max.

2.7. Hypertriglyceridemic Waist Phenotype

The hypertriglyceridemic waist (hyperTG waist) phenotype was used to identify
individuals with visceral obesity and at risk for cardiometabolic abnormalities [30,31].
Criteria used were waist circumference ≥90.0 cm and TG ≥ 2.0 mmol/L for men or waist
circumference ≥85.0 cm and TG ≥ 1.5 mmol/L for women [30,31].

2.8. Lifestyle Intervention

Details on the intervention have been published elsewhere [17]. After the baseline
evaluation, workers were invited to form teams of five individuals to participate in an
in-house competition. Throughout the 3-month intervention, physical activity and nutri-
tional objectives were compiled on a web platform. Such ongoing collection of participants’
key behaviors made it possible to establish the team’s ranking in real time. The plat-
form served as a lifestyle journal as well as a means to share and communicate progress
within the team and at the workplace. Workers also received tips and recommendations.
This friendly competition favored peer support helping individual changes in lifestyle
habits. At the end of the intervention, prize incentives were offered by the management of
participating organizations.

2.9. Statistical Analyses

Sex differences in baseline characteristics were tested by an unpaired t-test. A repeated
measures analysis of variance was used to examine changes in variables between baseline
and the 3-month follow-up. The normality assumption was verified with the Shapiro–Wilk
test on residuals from the statistical model. The Brown and Forsythe’s variation of Levene’s
test statistic was used to verify the homogeneity of variances. For most of the variables,
these assumptions were not fulfilled. A repeated measures analysis of variance on ranks was
therefore performed using the approach proposed by Brunner et al. [32]. As a significant
sex*time interaction term was found for many cardiometabolic variables, analyses have been
performed by sex. The McNemar’s test for paired data was performed to analyze changes in
the proportion of hyperTG waist carriers. Pearson’s correlations were computed to measure
the association between changes in the DQ index or PAL and changes in CMR variables.
To investigate the relationship between changes in DQ or changes in PAL with changes
in CMR risk variables, multiple linear regression models were performed. All statistical
regression models were adjusted for medication use for lipids, hypertension, and diabetes as
well as menopausal status in women. A second model including waist circumference was
also performed, and the effect of potential confounding variables such as medication use
for lipids, hypertension, and diabetes as well as menopausal status (in women) was further
examined. Lastly, the potential contribution of interaction terms among studied variables was
also assessed in regression analyses. Models with the lowest Akaike information criterion
(AIC) were chosen. Finally, a one-way analysis of variance adjusted for baseline DQ index
was performed to compare changes in CMR variables between quartiles of changes in the DQ
index with Tukey–Kramer’s post hoc corrections for multiple comparisons. A p value ≤ 0.05
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was considered as statistically significant. All statistical analyses were performed using SAS
statistical package version 9.4 (SAS Institute, Cary, NC, USA).

3. Results

The mean age of the 2260 participants was 44.3 ± 10.1 years in men and 42.4 ± 10.6
years in women (range: 19 to 76 years of age), and 64.7% of participants were men. Almost
half of participants were blue-collar workers (46.8%). Additional sociodemographic char-
acteristics are presented in Table 1. At baseline, 40.5% of employees were overweight and
25.6% met the criteria for obesity (BMI ≥ 30 kg/m2). The prevalence of pre-existing treated
diabetes and hypertension was 2.7% and 11.1%, respectively, and 10.2% of participants
self-reported a history of dyslipidemia. Moreover, 13.7% of workers were active smokers
or former smokers <12 months, and 56.9% of participants had never smoked.

Table 1. Employees’ sociodemographic characteristics.

Variables %
Sex

Male 64.7
Female 35.3

Ethnicity
Caucasian 94.3
Afro-Canadian 1.3
Latino-Canadian 0.9
Asian 0.4
First Nations 0.3
Others 2.9

Marital status
Married/cohabiting 74.8
Unmarried 18.1
Separated/divorced 6.6
Widow/widower 0.5

Employee categories
White collar 39.7
Blue collar 46.8
Unknown 13.5

Household income
Low (<CAN 50,000) 26.6
Medium (CAN 50,000–80,000) 14.1
High (>CAN 80,000) 54.2
Unknown 5.2

Education
<High school 3.9
High school 36.9
College 29.3
University 19.9
Post-graduate 10.0

Table 2 presents anthropometric, body composition, and lifestyle variables as well as
CRF before and after the 3-month lifestyle modification program. A significant improve-
ment of 7 units in the DQ index was observed in both sexes (p < 0.0001). At the end of
the intervention, participants became significantly more active as revealed by the increase
in PAL (p < 0.0001). Accordingly, the estimated VO2max also improved significantly in
men (p < 0.0001), whereas the increase was of borderline significance in women (p = 0.055).
As an additional CRF indicator, heart rate at a standardized exercise workload decreased
significantly in both sexes (p < 0.0001 and p < 0.05 in men and women, respectively). These
changes were accompanied by significant reductions in BMI, waist circumference, fat mass,
and percent body fat in both sexes (p < 0.0001).
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Table 2. Employees’ characteristics as well as markers of lifestyle habits before and after the 3-month
lifestyle modification program.

Baseline 3 Months ∆

Men
Anthropometric measurements
and body composition (n) 1430–1462 1459–1462 1429–1462

Body mass index (kg/m2) 27.4 (24.9, 30.4) 26.8 (24.3, 29.4) −0.5 (−1.1, 0.0) *
Waist circumference (cm) 97.0 (89.3, 104.9) 92.9 (85.9, 100.6) −3.4 (−5.8, −1.2) *
Fat mass (kg) 20.4 (15.3, 26.8) 18.6 (14.1, 24.5) −1.3 (−3.1, −0.1) *
Body fat (%) 24.4 (20.1, 28.7) 22.8 (18.9, 26.8) −1.2 (−2.8, 0.0) *

Lifestyle habits (n) 1462 1452–1462 1452–1462
Diet quality index 61 (52, 70) 69 (60, 76) 7 (1, 14) *
Physical activity level (min/week) 210 (84, 378) 222 (131, 339) 18 (−108, 121) *

Cardiorespiratory profile (n) 1384–1441 684–708 669–702
Exercise heart rate (bpm) 112 (103, 121) 108 (100, 115) −4 (−10, 2) *
Estimated VO2max (mL/min/kg) 41.5 (35.5, 48.3) 43.2 (36.7, 51.5) 1.9 (−3.0, 7.2) *

Women
Anthropometric measurements
and body composition (n) 793–798 798 793–798

Body mass index (kg/m2) 25.0 (22.1, 28.9) 24.5 (21.7, 28.4) −0.4 (−0.9, 0.1) *
Waist circumference (cm) 85.3 (77.1, 96.8) 82.8 (75.2, 93.4) −2.5 (−5.1, −0.1) *
Fat mass (kg) 21.7 (15.9, 30.0) 20.8 (14.6, 28.3) −1.1 (−2.5, 0.1) *
Body fat (%) 33.0 (27.2, 39.5) 31.7 (25.7, 38.1) −1.2 (−2.5, 0.1) *

Lifestyle habits (n) 798 798 798
Diet quality index 65 (57, 72) 72 (65, 79) 7 (1, 13) *
Physical activity level (min/week) 168 (84, 294) 211 (132, 314) 37 (−61, 126) *

Cardiorespiratory profile (n) 725–776 170–176 164–173
Exercise heart rate (bpm) 125 (114, 135) 120 (109, 131) −3 (−9, 5) ‡

Estimated VO2max (mL/min/kg) 33.0 (27.7, 39.8) 34.1 (28.9, 40.5) 1.0 (−2.7, 5.1) §

Data represent median and interquartile range (25th and 75th percentile). n: range of participants. ‡ p < 0.05;
* p < 0.0001; § p = 0.055.

The plasma lipid profile also improved significantly after the 3-month lifestyle modifica-
tion program (Table 3). For instance, total cholesterol, TG, and non-high-density lipoprotein
(non-HDL) cholesterol concentrations declined significantly in both men (p < 0.0001) and
women (p < 0.05). Significant decreases in low-density lipoprotein (LDL) cholesterol levels
and the cholesterol/HDL cholesterol ratio were also observed in men (p < 0.0001). HDL
cholesterol increased in men (p < 0.0001), whereas it decreased in women (p < 0.001) (Table 3).

Table 3. Plasma lipid profile before and after the 3-month lifestyle modification program.

Baseline 3 Months ∆

Men
Lipid variables (n) 1418–1462 721–728 712–728

Total cholesterol (mmol/L) 4.70 (4.10, 5.30) 4.40 (3.90, 5.00) −0.20 (−0.50, 0.10) *
LDL cholesterol (mmol/L) 2.50 (2.00, 3.00) 2.40 (2.00, 2.80) −0.10 (−0.40, 0.20) *
HDL cholesterol (mmol/L) 1.25 (1.07, 1.47) 1.25 (1.07, 1.45) 0.03 (−0.07, 0.13) *
Non-HDL cholesterol (mmol/L) 3.40 (2.85, 3.95) 3.16 (2.64, 3.65) −0.20 (−0.50, 0.09) *
Cholesterol/HDL cholesterol 3.70 (3.10, 4.30) 3.50 (3.00, 4.20) −0.20 (−0.56, 0.10) *
Triglycerides (mmol/L) 1.81 (1.23, 2.72) 1.44 (1.00, 2.26) −0.26 (−0.85, 0.22) *

Women
Lipid variables (n) 780–794 180–182 179–182

Total cholesterol (mmol/L) 4.60 (4.10, 5.10) 4.40 (4.00, 5.10) −0.10 (−0.40, 0.20) †

LDL cholesterol (mmol/L) 2.40 (2.00, 2.80) 2.40 (2.00, 2.80) 0.00 (−0.30, 0.20) ‡

HDL cholesterol (mmol/L) 1.60 (1.34, 1.80) 1.44 (1.28, 1.68) −0.02 (−0.15, 0.10) †

Non-HDL cholesterol (mmol/L) 2.97 (2.48, 3.51) 2.94 (2.48, 3.41) −0.12 (−0.34, 0.13) ‡

Cholesterol/HDL cholesterol 2.90 (2.50, 3.40) 3.10 (2.60, 3.50) −0.10 (−0.30, 0.10)
Triglycerides (mmol/L) 1.18 (0.87, 1.69) 1.05 (0.79, 1.55) −0.10 (−0.40, 0.14) *

Data represent median and interquartile range (25th and 75th percentile). HDL: high-density lipoprotein; LDL:
low-density lipoprotein; n: range of participants. ‡ p < 0.05; † p < 0.001; * p < 0.0001.

Figure 2 presents changes in the proportion of hyperTG waist [30,31] in response to the
workplace intervention program. Although the proportion of the hyperTG waist phenotype
decreased in both sexes, the reduction only reached significance in men (p < 0.0001). In
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addition, relative changes in TG levels were significantly correlated with relative changes
in waist circumference (r = 0.29, p < 0.0001, for both men and women).
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program. * The statistical difference has been quantified according to the McNemar’s test.

Several significant negative relationships were observed between changes in the DQ
index or PAL and changes in CMR markers (Figure 3). For instance, increases in the
DQ index and PAL were associated with decreases in BMI, waist circumference, total
cholesterol, non-HDL cholesterol, and TG. To examine the relationship between changes
in the DQ index and changes in the CMR profile further, quartiles of changes in the DQ
index were compared (Figure 4). This analysis revealed that men in the top quartile of
change in the DQ index were also those who showed the most substantial reduction in
waist circumference (p < 0.0001). They were also characterized by greater reductions in TG
and non-HDL cholesterol levels compared to men in the first two quartiles (p < 0.05). In
women, only changes in TG were significantly different across quartiles of changes in the
DQ index (p < 0.05).

To quantify the independent associations of changes in the DQ index, PAL, and
submaximal exercise heart rate to the 3-month variation in CMR markers, multiple linear
regression analyses were performed (Table 4). In men, changes in anthropometric measures
and body composition variables were mainly associated with the change in the DQ index
(p < 0.0001) with smaller but significant associations of changes in PAL and exercise heart
rate. On the other hand, in women, changes in PAL significantly contributed to explain
changes in body composition indices, while changes in waist circumference and BMI were
more associated with changes in the DQ index. Moreover, in men, changes in the lipid
profile were explained by changes in the DQ index, PAL, and exercise heart rate. However,
in women, changes in PAL contributed the most to overall changes in blood lipids (p < 0.05)
except for changes in TG levels which were only associated with changes in the DQ index
(p < 0.001). Finally, in order to examine to what extent the beneficial effect of DQ and
PAL on CMR factors could be confounded by concurrent changes in waist circumference,
this variable was added to the linear regression analysis (Table 5). In men, adjusting
for waist circumference largely attenuated the association between changes in DQ and
lipid variables. In women, changes in DQ and in PAL remained significantly associated
with changes in several lipid variables even after adjustment for concurrent changes in
waist circumference.
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Figure 3. Standardized regression coefficients (with 95% confidence intervals) for the association between changes in
diet quality index or physical activity level and changes in cardiometabolic risk markers in men and women. Models are
adjusted for medication use (lipids, hypertension, and diabetes) and menopausal status in women. HDL: high-density
lipoprotein.

Table 4. Multiple linear regression models showing the independent associations of changes in diet
quality index, physical activity level, and exercise heart rate on changes in cardiometabolic markers.

Total
R2 × 100

Partial
R2 × 100

∆ DQ Index

Partial
R2 × 100

∆ PAL

Partial
R2 × 100

∆ Exercise HR
Men
Anthropometric measurements
and body composition (n = 669–697)

∆ Body mass index 15.7 10.5 * 1.5 † 3.6 *
∆ Waist circumference 13.8 10.7 * 1.8 † 1.3 ‡

∆ Fat mass 13.7 11.0 * 1.2 ‡ 1.5 †

∆ Body fat 9.6 8.3 * 0.9 ‡ 0.5
Lipid profile (n = 678–694)

∆ Total cholesterol 5.8 4.1 * 1.7 † –
∆ LDL cholesterol 0.4 0.4 – –
∆ HDL cholesterol 1.8 0.4 – 1.5 ‡

∆ Non-HDL cholesterol 5.8 3.8 * 2.0 † –
∆ Cholesterol/HDL cholesterol 4.4 0.9 ‡ 2.4 * 1.1 ‡

∆ Triglycerides 5.9 3.2 * 1.3 ‡ 1.5 ‡

Women
Anthropometric measurements
and body composition (n = 168–173)

∆ Body mass index 9.7 6.4 † 3.3 ‡ –
∆ Waist circumference 9.5 5.9 ‡ 3.5 ‡ –
∆ Fat mass 14.5 3.0 ‡ 11.5 * –
∆ Body fat 11.5 – 11.5 * –

Lipid profile (n = 170–173)
∆ Total cholesterol 14.0 4.6 ‡ 9.4 * –
∆ LDL cholesterol 2.4 – 2.4 ‡ –
∆ HDL cholesterol 4.3 – 4.3 ‡ –
∆ Non-HDL cholesterol 12.9 4.6 ‡ 8.3 † –
∆ Cholesterol/HDL cholesterol – – – –
∆ Triglycerides 9.2 7.9 † 1.3 –

DQ: diet quality; HDL: high-density lipoprotein; HR: heart rate; LDL: low-density lipoprotein; PAL: physical
activity level; n: range of participants; – not included in the model due to lack of significance; ‡ p < 0.05; † p < 0.001;
* p < 0.0001.
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Table 5. Multiple linear regression models showing the independent associations of changes in diet
quality index, physical activity level, exercise heart rate, and waist circumference on changes in lipid
variables.

Total
R2 × 100

Partial
R2 × 100

∆ DQ Index

Partial
R2 × 100

∆ PAL

Partial
R2 × 100

∆ Exercise HR

Partial
R2 × 100
∆ Waist

Men
Lipid profile (n = 678–694)

∆ Total cholesterol 9.8 1.4 ‡ 1.0 ‡ – 7.3 *
∆ LDL cholesterol 0.8 – – 0.3 0.5
∆ HDL cholesterol 1.8 0.4 – 1.5 ‡ –
∆ Non-HDL cholesterol 12.4 0.6 ‡ 1.3 ‡ – 10.5 *
∆ Cholesterol/HDL cholesterol 9.9 – 1.0 ‡ 0.5 8.4 *
∆ Triglycerides 11.4 0.5 0.8 ‡ 0.8 ‡ 9.4 *

Women
Lipid profile (n = 170–173)

∆ Total cholesterol 17.1 3.1 ‡ 9.4 * – 4.6 ‡

∆ LDL cholesterol 2.4 – 2.4 ‡ – –
∆ HDL cholesterol 4.3 – 4.3 ‡ – –
∆ Non-HDL cholesterol 16.1 3.0 ‡ 8.3 † – 4.8 ‡

∆ Cholesterol/HDL cholesterol – – – – –
∆ Triglycerides 13.4 4.6 ‡ – – 8.9 *

DQ: diet quality; HDL: high-density lipoprotein; HR: heart rate; LDL: low-density lipoprotein; PAL: physical
activity level; n: range of participants; – not included in the model due to lack of significance; ‡ p < 0.05; † p < 0.001;
* p < 0.0001.

Additional statistical analyses were performed in order to control for menopausal
status and medication use (lipids, hypertension, diabetes). After taking into account these
potential confounding variables, similar findings were observed (Supplementary Table S1).
Lastly, the potential contribution of interaction terms among studied variables was assessed.
In women, results did not change following the addition of interaction terms into multiple
linear regression analyses. In men, interaction terms only significantly contributed to
changes in the cholesterol/HDL cholesterol ratio and changes in TG levels. The interaction
between changes in PAL and changes in waist circumference (R2: 1.7%, p < 0.001) as well as
changes in waist circumference (R2: 8.4%, p < 0.0001) and changes in exercise heart rate (R2:
0.5%, p ≤ 0.05) contributed to explain changes in the cholesterol/HDL cholesterol ratio.
In addition, the interaction between changes in exercise heart rate and changes in waist
circumference (R2: 1.2%, p < 0.05) contributed to explain changes in TG levels along with
changes in waist circumference (R2: 9.4%, p < 0.0001), changes in PAL (R2: 0.8%, p < 0.05),
and changes in DQ (R2: 0.5%, p ≤ 0.05).

4. Discussion

In the present study, our objectives were to evaluate whether: 1—DQ could be im-
proved by our workplace lifestyle modification program; and 2—changes in DQ would
have a favorable influence on features of cardiometabolic health. Results of the present
study provide evidence that food markers of overall DQ can be assessed and targeted at
the workplace in order to improve cardiometabolic health substantially. For instance, a
large proportion of participants (76%) improved their DQ index (by at least 1 unit) after
the 3-month intervention program. Among these participants, the median increase in
DQ index was 10 (interquartile range: 5, 16) in men and was 9 (interquartile range: 5, 16)
units in women. In a previous cross-sectional analysis conducted on our cohort of male
and female workers that used the same DQ assessment tool, we had previously reported
marked differences in features of CMR when employees were classified on the basis of
their DQ index [20].

Results of this intervention show that DQ can be assessed and targeted at the work-
place. Indeed, in our study, changes in a simple food-based index were accompanied by
significant reductions in waist circumference and by improved lipid levels. To our knowl-
edge, there are only a few published intervention studies targeting lifestyle changes at the
workplace that included a large number of employees which assessed a comprehensive
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CMR profile (e.g., body fat distribution, lipid levels, submaximal treadmill exercise test). In
a workplace-based lifestyle intervention program conducted in a sample of employees at
high risk of CVD and involving a team of health professionals (nurse practitioner, registered
dietician, exercise physiologist, certified diabetic educator, and registered nurse), Rouseff
et al. [33] reported significant improvements in several CMR markers such as percent body
fat, blood pressure, lipid parameters, as well as CRF. One novel aspect of our study is our
finding that it appears possible to target overall DQ with a food-based approach instead of
using traditional nutritional interventions focused on dietary fat reduction and/or caloric
restriction in order to have beneficial impacts on cardiometabolic health. Such an approach
is in line with recent recommendations of nutrition experts [9,11,34,35]. As previously
reported [20], we found significant differences in DQ, men having a poorer DQ index
than women at baseline (mean ± SD: 60.5 ± 12.3 and 64.2 ± 11.6, for men and women,
respectively, p < 0.0001). However, both sexes significantly improved their DQ in response
to the program (by 7 units). Additionally, men of the present study were characterized
by a more deteriorated baseline CMR profile than women (data not shown), although
significant changes were observed in both sexes. In this regard, greater improvements in
CMR markers are expected in men since lifestyle interventions have a greater effect on
CVD risk factors in higher-risk populations [17,33,36–38]. In addition, in both men and
women, changes in DQ were found to be associated with changes in adiposity and lipid
levels (Figure 3). These findings show that the food-based index of DQ could discriminate
CMR. In addition, our findings indicate that being successful in implementing meaningful
changes in DQ as measured by this index predicted significant changes in CMR variables.
Targeting DQ with a brief and food-based strategy has been effectively shown to improve
DQ and reported to be as effective as other lifestyle interventions in improving CMR
markers [39–44].

One unique feature of this workplace intervention aiming at improving DQ is that
we also simultaneously considered PAL and CRF as important potential confounders
of cardiometabolic health in our statistical analyses. Of course, one cannot exclude the
possibility that employees who showed the most substantial improvements in their DQ
were also those who became the most physically active. In this regard, it has been reported
that the most active individuals are also those characterized by a better DQ [45]. In line
with this possibility, we found a weak but significant association between changes in
the DQ index and changes in PAL (r = 0.22, p < 0.0001 and r = 0.27, p < 0.0001 in men
and women, respectively). In the present study, we found that whereas CRF assessed by
estimated VO2max was significantly increased in men, the change in VO2max was only of
borderline significance in women. However, submaximal HR was decreased in both men
and women, a finding clearly showing that the change in PAL induced an improvement in
submaximal working capacity in both sexes, while not being enough to improve maximal
oxygen consumption in women. These results suggest that women may have responded
to the lifestyle intervention by improving further their DQ and by doing more physical
activity of moderate intensity, whereas men may have performed more vigorous physical
activity. Although we did not assess physical activity intensity in the present study, it has
been reported that VO2max is more likely to be improved with higher-intensity endurance
exercise [46,47], while low-intensity exercise may not always be sufficient to improve
CRF [48,49]. This sex difference in how workers adopted different strategies to improve
their lifestyle habits will require further investigation.

Therefore, changes in PAL observed at the end of the 3-month intervention program
may have also contributed to explain the beneficial changes found in CMR markers. This
notion is supported by findings showing that across quartiles of DQ index changes, a
reduction in waist circumference was observed (Figure 4). Moreover, in both sexes, changes
in PAL were also associated with changes in features of cardiometabolic health (Figure 3).
Thus, one novel aspect of our workplace intervention was to quantify the respective
contributions of changes in the DQ index vs. changes in PAL to the improvement of
cardiometabolic health. To examine this issue, we performed multiple linear regression
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analyses which revealed that in men, changes in the DQ index were related to changes in
most features of CMR, with a modest but significant additional contribution of changes in
PAL and CRF (Table 4). In women, whereas changes in the DQ index were independently
associated with changes in CMR variables, changes in PAL had a major influence on the
variation in adiposity variables, with no independent influence of CRF. While we propose
that such potential sex differences should deserve further attention, we put forward the
hypothesis that since women had a better DQ and were less physically active than men at
baseline, their increase in physical activity, despite not being performed at the intensity
required to improve maximal oxygen consumption (estimated by the VO2max), it could
have nevertheless played a role in inducing weight loss and loss of abdominal fat (waist
circumference). In men, we propose that since their DQ was lower than women at baseline,
improving their DQ and performing more vigorous physical activity which translated into
improved CRF could be key contributing factors to explain the beneficial effects of the
program on their cardiometabolic health.

Finally, as both men and women reduced their waist circumference in response to the
program, a key remaining question was to test whether improving DQ had an influence on
CMR after controlling for concomitant changes in waist circumference. Our findings are
concordant with the notion that changes in waist circumference in men largely explained the
influence of changes in DQ on lipid variables, whereas in women changes in DQ and PAL
remained associated with changes in several lipid variables after controlling for changes in
waist circumference (Table 5). These results suggest that while targeting food-based DQ is
relevant to improve cardiometabolic health, the concomitant effect of such an intervention
(diet and physical activity) on waist circumference is an important contributor to the
association between DQ and cardiometabolic health. As already highlighted in a consensus
paper [50], the reduction in waist circumference through lifestyle changes is likely to
generate a decrease in morbidity and mortality risk by improving intermediate CMR
markers. One of the reasons explaining this beneficial association would be the mobilization
of the high-risk visceral fat generated by the lifestyle modification program [51]. Although
not measured, we can speculate that employees of the present study for whom a reduction
in waist circumference was observed were also characterized by a reduction in visceral fat
as suggested by the decrease in carriers of the hyperTG waist phenotype, a clinical marker
of visceral obesity [30,31].

A strength of our workplace lifestyle intervention program is the collection of a compre-
hensive CMR profile including the evaluation of CRF by a submaximal exercise treadmill test.
In addition, our study sample was heterogeneous in terms of education level, socio-economic
status, health profile, and job characteristics and demands. In order to make sure that we
could evaluate the effects of our program on a population as heterogeneous as possible in
terms of baseline characteristics, we had no criteria for employees’ inclusion or exclusion.
Furthermore, this study is a unique “real world intervention”, as it took place in different
and uncontrolled work environments. The DST allows us to assess overall DQ without any
intermediate method (24 h recall, quantitative food frequency questionnaire, etc.).

However, our study has some limitations. Firstly, despite the fact that we did not have
inclusion/exclusion criteria, it is obvious that our sample of workers is not representative
of the entire workforce as all participants were volunteers, an obvious selection bias.
These participants are most likely to be more health-conscious and consequently may
had responded to the program to a greater extent compared to the general population.
Moreover, although we used a validated questionnaire, PAL is notoriously over-reported
when compared to direct measurements [52] at baseline. Thereby, the change in PAL may be
underestimated by an overestimation of baseline PAL. Thus, its independent contribution
to variations in the CMR profile may have been underestimated in the regression model.
Secondly, as our intervention is short term (3 months), there is clearly a need to document
the long-term impact of that type of program. As a consequence, we cannot speculate
about the long-term effect and adherence to our intervention.
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5. Conclusions

In summary, this pragmatic 3-month lifestyle intervention provides evidence that a
key behavior influencing cardiometabolic health such as DQ can be assessed and targeted
at the workplace using a simple food-based questionnaire. Furthermore, the contribution
of changes in DQ to the improvement in CMR remained significant after controlling for
changes in PAL. Improving DQ through lifestyle interventions in the workplace may have
direct effects on CMR, particularly in women, as well as indirect effects on both men and
women through effects on abdominal adiposity. Finally, findings of the present study
support the proposal from a recent consensus group that waist circumference is a simple
and useful marker of the influence of healthy/unhealthy behaviors [50].

Supplementary Materials: The following are available online at https://www.mdpi.com/article/
10.3390/nu13072283/s1, Table S1: Multiple linear regression models showing the independent
associations of changes in diet quality index, physical activity level, exercise heart rate, waist
circumference, medication use (lipids, hypertension, diabetes) and menopausal status on changes
in lipid variables.

Author Contributions: P.P., J.-P.D., N.A. designed the study (project conception, development of
overall research plan, and study oversight) and managed the research (hands-on conduct of the
experiments and data collection); J.-P.D., N.A. provided the database; S.A., I.L., J.-P.D., N.A. examined
data or performed statistical analyses; S.A. drafted the manuscript; S.A. and I.L. prepared figures;
and I.L., P.P., B.L., J.-P.D., N.A. edited and revised the manuscript; S.A., I.L., J.-P.D., N.A. reviewed
and approved the final version of the manuscript. All authors have read and agreed to the published
version of the manuscript.

Funding: This study was partly supported by an unrestricted grant from Pfizer, by the Foundation
of the Institut universitaire de cardiologie et de pneumologie de Québec, as well as by a Foundation
grant from the Canadian Institutes of Health Research (FDN-167278). The project is the result of a
consortium between the Grand Défi Entreprise Inc. and the Institut universitaire de cardiologie et
de pneumologie de Québec—Université Laval. Jean-Pierre Després is the Scientific Director of the
International Chair on Cardiometabolic Risk, which is based at Université Laval.

Institutional Review Board Statement: The present study was conducted according to the guidelines
laid down in the Declaration of Helsinki, and all procedures involving human subjects were approved
by the local Institutional Review Board (20636).

Informed Consent Statement: Informed consent was obtained from all subjects involved in the
study. Participants provided written informed consent prior to enrollment into the study.

Data Availability Statement: The data presented are available on request from the corresponding author.

Acknowledgments: The authors would like to express their gratitude to all companies and partici-
pating employees for their commitment to the Grand Défi Entreprise workplace health program.

Conflicts of Interest: The authors declare no conflict of interest. The Grand Défi Entreprise Inc. was
not involved in the analysis and interpretation of the data, nor in the writing of this paper.

References
1. World Health Organization. Noncommunicable Diseases: Key Facts. 2018. Available online: https://www.who.int/news-room/

fact-sheets/detail/noncommunicable-diseases (accessed on 20 February 2021).
2. World Health Organization. Cardiovascular Diseases (CVDs): Key Facts. 2017. Available online: https://www.who.int/news-

room/fact-sheets/detail/cardiovascular-diseases-(cvds) (accessed on 21 February 2021).
3. 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: The
American Heart Association’s strategic Impact Goal through 2020 and beyond. Circulation 2010, 121, 586–613. [CrossRef]

4. Dong, C.; Rundek, T.; Wright, C.B.; Anwar, Z.; Elkind, M.S.; Sacco, R.L. Ideal Cardiovascular Health Predicts Lower Risks
of Myocardial Infarction, Stroke, and Vascular Death Across Whites, Blacks, and Hispanics: The northern Manhattan study.
Circulation 2012, 125, 2975–2984. [CrossRef]

5. Rasmussen-Torvik, L.J.; Shay, C.M.; Abramson, J.G.; Friedrich, C.A.; Nettleton, J.A.; Prizment, A.E.; Folsom, A.R. Ideal cardiovas-
cular health is inversely associated with incident cancer: The Atherosclerosis Risk in Communities study. Circulation 2013, 127,
1270–1275. [CrossRef] [PubMed]

https://www.mdpi.com/article/10.3390/nu13072283/s1
https://www.mdpi.com/article/10.3390/nu13072283/s1
https://www.who.int/news-room/fact-sheets/detail/noncommunicable-diseases
https://www.who.int/news-room/fact-sheets/detail/noncommunicable-diseases
https://www.who.int/news-room/fact-sheets/detail/cardiovascular-diseases-(cvds)
https://www.who.int/news-room/fact-sheets/detail/cardiovascular-diseases-(cvds)
http://doi.org/10.1161/CIRCULATIONAHA.109.192703
http://doi.org/10.1161/CIRCULATIONAHA.111.081083
http://doi.org/10.1161/CIRCULATIONAHA.112.001183
http://www.ncbi.nlm.nih.gov/pubmed/23509058


Nutrients 2021, 13, 2283 14 of 15

6. Younus, A.; Aneni, E.C.; Spatz, E.S.; Osondu, C.U.; Roberson, L.; Ogunmoroti, O.; Malik, R.; Ali, S.S.; Aziz, M.; Feldman, T.; et al.
A Systematic Review of the Prevalence and Outcomes of Ideal Cardiovascular Health in US and Non-US Populations. Mayo Clin.
Proc. 2016, 91, 649–670. [CrossRef]

7. Virani, S.S.; Alonso, A.; Aparicio, H.J.; Benjamin, E.J.; Bittencourt, M.S.; Callaway, C.W.; Carson, A.P.; Chamberlain, A.M.; Cheng,
S.; Delling, F.N.; et al. Heart disease and stroke statistics—2021 update: A report From the American Heart Association. Circulation
2021, 143, e254–e743. [CrossRef]

8. Harrison, S.; Couillard, C.; Robitaille, J.; Vohl, M.C.; Bélanger, M.; Desroches, S.; Provencher, V.; Rabasa-Lhoret, R.; Bouchard, L.;
Langlois, M.F.; et al. Assessment of the American Heart Association’s “Life’s simple 7” score in French-speaking adults from
Quebec. Nutr. Metab. Cardiovasc. Dis. 2019, 29, 684–691. [CrossRef]

9. Mozaffarian, D. Dietary and Policy Priorities for Cardiovascular Disease, Diabetes, and Obesity: A Comprehensive Review.
Circulation 2016, 133, 187–225. [CrossRef]

10. Waijers, P.M.C.M.; Feskens, E.; Ocké, M.C. A critical review of predefined diet quality scores. Br. J. Nutr. 2007, 97, 219–231.
[CrossRef] [PubMed]

11. Liu, A.G.; Ford, N.A.; Hu, F.B.; Zelman, K.M.; Mozaffarian, D.; Kris-Etherton, P.M. A healthy approach to dietary fats: Under-
standing the science and taking action to reduce consumer confusion. Nutr. J. 2017, 16, 1–15. [CrossRef]

12. Mozaffarian, D.; Appel, L.J.; Van Horn, L. Components of a cardioprotective diet: New insights. Circulation 2011, 123, 2870–2891.
[CrossRef] [PubMed]

13. Dishman, R.K.; Oldenburg, B.; O’Neal, H.; Shephard, R.J. Worksite physical activity interventions. Am. J. Prev. Med. 1998, 15,
344–361. [CrossRef]

14. Plotnikoff, R.C.; McCargar, L.J.; Wilson, P.M.; Loucaides, C.A. Efficacy of an E-Mail Intervention for the Promotion of Physical
Activity and Nutrition Behavior in the Workplace Context. Am. J. Health Promot. 2005, 19, 422–429. [CrossRef] [PubMed]

15. Statistics Canada. Labour Force Survey. April 2019. Available online: https://www150.statcan.gc.ca/n1/daily-quotidien/190510
/dq190510a-eng.htm (accessed on 22 February 2021).

16. World Health Organization. Occupational Health. Available online: https://www.Who.Int/occupational_health/topics/
workplace/en/ (accessed on 4 October 2020).

17. Lévesque, V.; Vallières, M.; Poirier, P.; Després, J.-P.; Alméras, N. Targeting Abdominal Adiposity and Cardiorespiratory Fitness
in the Workplace. Med. Sci. Sports Exerc. 2015, 47, 1342–1350. [CrossRef]

18. Lévesque, V.; Poirier, P.; Després, J.-P.; Alméras, N. Relation Between a Simple Lifestyle Risk Score and Established Biological
Risk Factors for Cardiovascular Disease. Am. J. Cardiol. 2017, 120, 1939–1946. [CrossRef] [PubMed]

19. Bailey, R.L.; Miller, P.E.; Mitchell, D.C.; Hartman, T.J.; Lawrence, F.R.; Sempos, C.T.; Smiciklas-Wright, H. Dietary screening tool
identifies nutritional risk in older adults. Am. J. Clin. Nutr. 2009, 90, 177–183. [CrossRef] [PubMed]

20. Buteau-Poulin, D.; Poirier, P.; Després, J.-P.; Alméras, N. Assessing nutritional quality as a ’vital sign’ of cardiometabolic health.
Br. J. Nutr. 2019, 122, 195–205. [CrossRef]

21. Günther, A.L.; Liese, A.D.; Bell, R.A.; Dabelea, D.; Lawrence, J.M.; Rodriguez, B.L.; Standiford, D.A.; Mayer-Davis, E.J. Association
Between the Dietary Approaches to Hypertension Diet and Hypertension in Youth with Diabetes Mellitus. Hypertension 2009, 53,
6–12. [CrossRef]

22. Rumawas, M.E.; Dwyer, J.T.; McKeown, N.M.; Meigs, J.B.; Rogers, G.; Jacques, P.F. The Development of the Mediterranean-Style
Dietary Pattern Score and Its Application to the American Diet in the Framingham Offspring Cohort. J. Nutr. 2009, 139, 1150–1156.
[CrossRef]

23. Khaw, K.-T.; Jakes, R.; Bingham, S.; Welch, A.; Luben, R.; Day, N.; Wareham, N. Work and leisure time physical activity assessed
using a simple, pragmatic, validated questionnaire and incident cardiovascular disease and all-cause mortality in men and
women: The European Prospective Investigation into Cancer in Norfolk prospective population study. Int. J. Epidemiol. 2006, 35,
1034–1043. [CrossRef]

24. Gordon, C.C.; Chumlea, W.C.; Roche, A.F. Stature, Recumbent Length, and Weight. In Anthropometric Standardization Reference
Manual; Lohman, T.G., Roche, A.F., Martorell, R., Eds.; Human Kinetics Books: Champaign, IL, USA, 1988; pp. 3–8.

25. National Institutes of Health. Clinical guidelines on the identification, evaluation, and treatment of overweight and obesity in
adults-the evidence report. Obes. Res. 1998, 6, 51S–209S.

26. Côté, C.-E.; Rhéaume, C.; Poirier, P.; Després, J.-P.; Alméras, N. Deteriorated Cardiometabolic Risk Profile in Individuals with
Excessive Blood Pressure Response to Submaximal Exercise. Am. J. Hypertens. 2019, 32, 945–952. [CrossRef] [PubMed]

27. Wyndham, C.H. Submaximal tests for estimating maximum oxygen intake. Can. Med. Assoc. J. 1967, 96, 736–745. [PubMed]
28. Astrand, P.O.; Ryhming, I. A nomogram for calculation of aerobic capacity (physical fitness) from pulse rate during sub-maximal

work. J. Appl. Physiol. 1954, 7, 218–221. [CrossRef]
29. American College of Sports Medicine. ACSM’s Guidelines for Exercise Testing and Prescription, 10th ed.; Riebe, D., Ehrman, J.K.,

Liguori, G., Magal, M., Eds.; Wolters Kluwer Health: Philadelphia, PA, USA, 2018.
30. Arsenault, B.J.; Lemieux, I.; Després, J.-P.; Wareham, N.J.; Kastelein, J.J.P.; Khaw, K.-T.; Boekholdt, S.M. The hypertriglyceridemic-

waist phenotype and the risk of coronary artery disease: Results from the EPIC-Norfolk Prospective Population Study. Can. Med.
Assoc. J. 2010, 182, 1427–1432. [CrossRef] [PubMed]

http://doi.org/10.1016/j.mayocp.2016.01.019
http://doi.org/10.1161/CIR.0000000000000950
http://doi.org/10.1016/j.numecd.2019.03.006
http://doi.org/10.1161/CIRCULATIONAHA.115.018585
http://doi.org/10.1017/S0007114507250421
http://www.ncbi.nlm.nih.gov/pubmed/17298689
http://doi.org/10.1186/s12937-017-0271-4
http://doi.org/10.1161/CIRCULATIONAHA.110.968735
http://www.ncbi.nlm.nih.gov/pubmed/21690503
http://doi.org/10.1016/S0749-3797(98)00077-4
http://doi.org/10.4278/0890-1171-19.6.422
http://www.ncbi.nlm.nih.gov/pubmed/16022206
https://www150.statcan.gc.ca/n1/daily-quotidien/190510/dq190510a-eng.htm
https://www150.statcan.gc.ca/n1/daily-quotidien/190510/dq190510a-eng.htm
https://www.Who.Int/occupational_health/topics/workplace/en/
https://www.Who.Int/occupational_health/topics/workplace/en/
http://doi.org/10.1249/MSS.0000000000000559
http://doi.org/10.1016/j.amjcard.2017.08.008
http://www.ncbi.nlm.nih.gov/pubmed/28965712
http://doi.org/10.3945/ajcn.2008.27268
http://www.ncbi.nlm.nih.gov/pubmed/19458013
http://doi.org/10.1017/S0007114519001016
http://doi.org/10.1161/HYPERTENSIONAHA.108.116665
http://doi.org/10.3945/jn.108.103424
http://doi.org/10.1093/ije/dyl079
http://doi.org/10.1093/ajh/hpz087
http://www.ncbi.nlm.nih.gov/pubmed/31136645
http://www.ncbi.nlm.nih.gov/pubmed/6020867
http://doi.org/10.1152/jappl.1954.7.2.218
http://doi.org/10.1503/cmaj.091276
http://www.ncbi.nlm.nih.gov/pubmed/20643837


Nutrients 2021, 13, 2283 15 of 15

31. Lemieux, I.; Pascot, A.; Couillard, C.; Lamarche, B.; Tchernof, A.; Alméras, N.; Bergeron, J.; Gaudet, D.; Tremblay, G.; Prud’homme,
D.; et al. Hypertriglyceridemic waist. A marker of the atherogenic metabolic triad (hyperinsulinemia, hyperapolipoprotein B,
small, dense LDL) in men? Circulation 2000, 102, 179–184. [CrossRef]

32. Brunner, E.; Domhof, S.; Langer, F. Nonparametric Analysis of Longitudinal Data in Factorial Experiments; John Wiley & Sons: New
York, NY, USA, 2002.

33. Rouseff, M.; Aneni, E.C.; Guzman, H.; Das, S.; Brown, D.; Osondu, C.U.; Spatz, E.; Shaffer, B.; Santiago-Charles, J.; Ochoa, T.;
et al. One-year outcomes of an intense workplace cardio-metabolic risk reduction program among high-risk employees: The My
Unlimited Potential. Obesity 2015, 24, 71–78. [CrossRef] [PubMed]

34. Jacobs, D.R., Jr.; Tapsell, L.C. Food, not nutrients, is the fundamental unit in nutrition. Nutr. Rev. 2007, 65, 439–450. [CrossRef]
35. Mozaffarian, D.; Ludwig, D.S. Dietary Guidelines in the 21st Century—A Time for Food. JAMA 2010, 304, 681–682. [CrossRef]

[PubMed]
36. Barnard, R.; Inkeles, S.B. Effects of an intensive diet and exercise program on lipids in postmenopausal women. Women Health

Issues 1999, 9, 155–161. [CrossRef]
37. Groeneveld, I.F.; Proper, K.I.; Van Der Beek, A.J.; Hildebrandt, V.H.; Van Mechelen, W. Lifestyle-focused interventions at the

workplace to reduce the risk of cardiovascular disease—A systematic review. Scand. J. Work. Environ. Health 2010, 36, 202–215.
[CrossRef] [PubMed]

38. Couillard, C.; Després, J.-P.; Lamarche, B.; Bergeron, J.; Gagnon, J.; Leon, A.S.; Rao, D.C.; Skinner, J.S.; Wilmore, J.H.; Bouchard, C.
Effects of endurance exercise training on plasma HDL cholesterol levels depend on levels of triglycerides: Evidence from men of
the Health, Risk Factors, Exercise Training and Genetics (HERITAGE) Family Study. Arterioscler. Thromb. Vasc. Biol. 2001, 21,
1226–1232. [CrossRef]

39. Petrogianni, M.; Kanellakis, S.; Kallianioti, K.; Argyropoulou, D.; Pitsavos, C.; Manios, Y. A multicomponent lifestyle intervention
produces favourable changes in diet quality and cardiometabolic risk indices in hypercholesterolaemic adults. J. Hum. Nutr. Diet.
2013, 26, 596–605. [CrossRef]

40. Remy, C.; Shubrook, J.H.; Nakazawa, M.; Drozek, D. Employer-Funded Complete Health Improvement Program: Preliminary
Results of Biomarker Changes. J. Am. Osteopat. Assoc. 2017, 117, 293–300. [CrossRef]

41. Després, J.-P.; Alméras, N.; Gauvin, L. Worksite Health and Wellness Programs: Canadian Achievements & Prospects. Prog.
Cardiovasc. Dis. 2014, 56, 484–492. [CrossRef] [PubMed]

42. Mastrangelo, G.; Marangi, G.; Bontadi, D.; Fadda, E.; Cegolon, L.; Bortolotto, M.; Fedeli, U.; Marchiori, L. A worksite intervention
to reduce the cardiovascular risk: Proposal of a study design easy to integrate within Italian organization of occupational health
surveillance. BMC Public Health 2015, 15, 12. [CrossRef]

43. Reed, J.L.; Prince, S.A.; Elliott, C.G.; Mullen, K.A.; Tulloch, H.E.; Hiremath, S.; Cotie, L.M.; Pipe, A.L.; Reid, R.D. Impact
of workplace physical activity interventions on physical activity and cardiometabolic health among working-age women: A
systematic review and meta-analysis. Circ. Cardiovasc. Qual. Outcomes 2017, 10, e003516. [CrossRef] [PubMed]

44. Mulchandani, R.; Chandrasekaran, A.M.; Shivashankar, R.; Kondal, D.; Agrawal, A.; Panniyammakal, J.; Tandon, N.; Prabhakaran,
D.; Sharma, M.; Goenka, S. Effect of workplace physical activity interventions on the cardio-metabolic health of working adults:
Systematic review and meta-analysis. Int. J. Behav. Nutr. Phys. Act. 2019, 16, 1–16. [CrossRef]

45. Monfort-Pires, M.; Folchetti, L.D.; Previdelli, A.N.; Siqueira-Catania, A.; De Barros, C.R.; Ferreira, S.R.G. Healthy Eating Index is
associated with certain markers of inflammation and insulin resistance but not with lipid profile in individuals at cardiometabolic
risk. Appl. Physiol. Nutr. Metab. 2014, 39, 497–502. [CrossRef]

46. Gormley, S.E.; Swain, D.P.; High, R.; Spina, R.J.; Dowling, E.A.; Kotipalli, U.S.; Gandrakota, R. Effect of Intensity of Aerobic
Training on VO2max. Med. Sci. Sports Exerc. 2008, 40, 1336–1343. [CrossRef]

47. Helgerud, J.; Høydal, K.; Wang, E.; Karlsen, T.; Berg, P.; Bjerkaas, M.; Simonsen, T.; Helgesen, C.; Hjorth, N.; Bach, R.; et al.
Aerobic High-Intensity Intervals Improve VO2max More Than Moderate Training. Med. Sci. Sports Exerc. 2007, 39, 665–671.
[CrossRef] [PubMed]

48. Swain, D.P.; Franklin, B.A. VO(2) reserve and the minimal intensity for improving cardiorespiratory fitness. Med. Sci. Sports Exerc.
2002, 34, 152–157. [CrossRef] [PubMed]

49. Ross, R.; de Lannoy, L.; Stotz, P.J. Separate Effects of Intensity and Amount of Exercise on Interindividual Cardiorespiratory
Fitness Response. Mayo Clin. Proc. 2015, 90, 1506–1514. [CrossRef] [PubMed]

50. Ross, R.; Neeland, I.J.; Yamashita, S.; Shai, I.; Seidell, J.; Magni, P.; Santos, R.D.; Arsenault, B.; Cuevas, A.; Hu, F.B.; et al. Waist
circumference as a vital sign in clinical practice: A Consensus Statement from the IAS and ICCR Working Group on Visceral
Obesity. Nat. Rev. Endocrinol. 2020, 16, 177–189. [CrossRef] [PubMed]

51. Neeland, I.J.; Ross, R.; Després, J.-P.; Matsuzawa, Y.; Yamashita, S.; Shai, I.; Seidell, J.; Magni, P.; Santos, R.D.; Arsenault, B.; et al.
Visceral and ectopic fat, atherosclerosis, and cardiometabolic disease: A position statement. Lancet Diabetes Endocrinol. 2019, 7,
715–725. [CrossRef]

52. Prince, S.A.; Adamo, K.B.; Hamel, E.M.; Hardt, J.; Gorber, S.C.; Tremblay, M. A comparison of direct versus self-report measures
for assessing physical activity in adults: A systematic review. Int. J. Behav. Nutr. Phys. Act. 2008, 5, 56–64. [CrossRef]

http://doi.org/10.1161/01.CIR.102.2.179
http://doi.org/10.1002/oby.21324
http://www.ncbi.nlm.nih.gov/pubmed/26637983
http://doi.org/10.1111/j.1753-4887.2007.tb00269.x
http://doi.org/10.1001/jama.2010.1116
http://www.ncbi.nlm.nih.gov/pubmed/20699461
http://doi.org/10.1016/S1049-3867(99)00003-1
http://doi.org/10.5271/sjweh.2891
http://www.ncbi.nlm.nih.gov/pubmed/20066386
http://doi.org/10.1161/hq0701.092137
http://doi.org/10.1111/jhn.12041
http://doi.org/10.7556/jaoa.2017.054
http://doi.org/10.1016/j.pcad.2013.11.002
http://www.ncbi.nlm.nih.gov/pubmed/24607012
http://doi.org/10.1186/s12889-015-1375-4
http://doi.org/10.1161/CIRCOUTCOMES.116.003516
http://www.ncbi.nlm.nih.gov/pubmed/28228457
http://doi.org/10.1186/s12966-019-0896-0
http://doi.org/10.1139/apnm-2013-0279
http://doi.org/10.1249/MSS.0b013e31816c4839
http://doi.org/10.1249/mss.0b013e3180304570
http://www.ncbi.nlm.nih.gov/pubmed/17414804
http://doi.org/10.1097/00005768-200201000-00023
http://www.ncbi.nlm.nih.gov/pubmed/11782661
http://doi.org/10.1016/j.mayocp.2015.07.024
http://www.ncbi.nlm.nih.gov/pubmed/26455890
http://doi.org/10.1038/s41574-019-0310-7
http://www.ncbi.nlm.nih.gov/pubmed/32020062
http://doi.org/10.1016/S2213-8587(19)30084-1
http://doi.org/10.1186/1479-5868-5-56

	Introduction 
	Materials and Methods 
	Participants 
	Assessment of Overall Diet Quality 
	Physical Activity Level 
	Anthropometric Measurements and Body Composition 
	Lipid Profile 
	Cardiorespiratory Fitness 
	Hypertriglyceridemic Waist Phenotype 
	Lifestyle Intervention 
	Statistical Analyses 

	Results 
	Discussion 
	Conclusions 
	References

