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Abstract: The Mediterranean diet (MD) is linked to decreased risk of chronic disease, such as
cardiovascular disease, obesity, hypertension, diabetes mellitus and cognitive disease. Given the
health promoting aspects of this diet, we conducted a secondary analysis of data from the National
Nutrition and Physical Activity Survey (NNPAS), which is the largest health study in Australia and
the first nutrition-specific national-based study. The primary aim of this analysis was to determine
the proportion of Australian adults adhering to the MD and to examine the association between
adherence to the MD and markers of noncommunicable diseases, such as cardiovascular disease,
diabetes mellitus and chronic kidney disease. Out of the 9435 participants included in the study
(mean age = 48.6 ± 17.6 years), 65% were in the middle tertile of the MD score. Participants who
were married, employed, of a high-socioeconomic level, nonsmokers, educated and had a healthy
body mass index (BMI) and waist circumference were more likely to have higher adherence levels to
the MD, which was associated with lower diastolic blood pressure (p < 0.05). Multivariate logistic
regression analysis showed that, even after accounting for all possible confounders, higher adherence
to the MD was associated with lower risk of dyslipidaemia, OR = 1.06 (1.01–1.10). In conclusion,
this analysis is the first to assess adherence to the MD on a national level. Our results indicated that
MD adherence may contribute to reducing the prevalence of dyslipidaemia, cerebrovascular disease
and elevated blood pressure in a multi-ethnic, non-Mediterranean country.
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1. Introduction

The Mediterranean diet (MD) is the traditional diet/lifestyle that people residing near the
Mediterranean Sea follow. This area includes countries from Southern Europe, Northern Africa and the
Middle East. Given that the MD is a traditional diet for many countries with literature demonstrating the
various health benefits, in 2013, the United Nations Educational, Scientific and Cultural Organization
added the MD to its “Representative List of the Intangible Cultural Heritage of Humanity” [1].
Specific consumption of MD foods differs among different Mediterranean countries; these patterns
might also differ within the same country. These discrepancies are due to environmental factors,
such as food availability and cultural traditions, however, the key components of this diet remain
consistent across time and countries. The diet is characterized by a high intake of fruits, vegetables, fish,
legumes, nuts and complex carbohydrates, as well as a low intake of poultry, red meats and sweets.
The MD is a high-fat diet, with the majority of this fat coming from extra virgin olive oil, a healthy,
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monounsaturated fatty acid [2]. Cooking skills are passed on from one generation to the next, and
eating is considered a social event that is enjoyed with family and friends [3]. The Mediterranean
food pyramid was adapted from the Greek dietary pattern in the 1960s. Carbohydrate-rich foods
(preferably whole grains), such as bread, pasta, cereal, bulgur, rice, potatoes and legumes, are at
the base of this pyramid. Daily consumption of no less than five servings of fruits and vegetables,
no more than two servings of dairy products and two servings of nuts, seeds, and olives is also
recommended. Weekly, one should consume around two servings of poultry, no more than four eggs,
at least two servings of fish/ seafood and legumes and no more than two servings of sweets. Red meats
are at the very top of the pyramid, with consumption of no more than a few times per month [2].

The Mediterranean diet was shown to decrease the risk of developing noncommunicable diseases
(NCDs), particularly diabetes mellitus, cardiovascular disease and kidney disease. An umbrella review
of meta-analyses of cohort studies that examined the effect of the MD on chronic disease showed that
participants with the highest levels of adherence to the MD had a 13–23% lower risk of developing
diabetes and a 19–27% lower risk of developing cardiovascular disease (CVD) when compared to
participants with the lowest adherence levels to the MD [4]. Despite these findings, the latest Cochrane
review indicated only meagre evidence for the effectiveness of the MD on enhancing cardiovascular
health due to low- to moderate-quality studies in primary prevention and poor evidence for secondary
prevention [5]. The main challenge discussed in the Cochrane review involved limitations in data
collection methods for dietary intake; this issue is further discussed in the limitations section in this
paper. Diabetes mellitus occurs when the body is either not producing insulin at all, not producing
enough insulin or is resistant to the insulin produced, contributing to increased blood and urine glucose
levels as well as increased glucose stores in the liver. It is diagnosed by increased serum levels of
fasting glucose or glycated haemoglobin levels [6]. Cardiovascular disease includes various diseases
that affect the heart and blood vessels. Some of the most prevalent CVDs include stroke, coronary heart
disease, heart failure, vascular disease and congenital heart disease. Some of the determinants of CVD
include dyslipidaemia, hypertension, diabetes, tobacco use, low physical activity and increased body
mass index [7]. Chronic kidney disease is characterized by abnormal kidney function or damage that
lasts more than three months and is divided into five stages, namely, increased glomerular filtration
rate, mild, moderate and severe chronic kidney disease (CKD) and end-stage renal disease (ESRD).
The first two stages are diagnosed by the presence of albuminuria irrespective of glomerular filtration
rate (GFR), whereas, the remaining three stages are diagnosed according to a glomerular filtration rate
(GFR) of less than 60 mL/min. Some common risk factors for CKD include hypertension, increased
BMI, age, diabetes, decreased physical activity and smoking [8].

The rates of NCDs are increasing worldwide. According to the Australian Institute of Health and
Welfare, at least half of Australians are living with a chronic or noncommunicable disease [9]. The three
major chronic lifestyle diseases, i.e., diabetes mellitus, cardiovascular diseases and chronic kidney
disease, account for 25% of Australia’s national disease burden [10] and are all closely associated with
one another. A recent report showed that the most common modifiable factors that increase the risk
of developing these chronic diseases are increased body mass index, physical inactivity and poor
dietary habits [11]. Given the prevalence of NCDs and the beneficial anti-inflammatory effects of the
Mediterranean diet, the aim of the current study was to (i) determine the proportion of Australian
adults adhering to the MD and (ii) examine the association between adherence to the MD for Australian
adults and NCDs, such as cardiovascular disease, diabetes mellitus and CKD. This is the first study to
assess adherence to the MD among Australians on a national level and to investigate its linkage to
biomarkers of chronic disease.
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2. Materials and Methods

2.1. Study Design and Sample Collection

This study was a secondary analysis of data collected as part of the National Nutrition and
Physical Activity Survey (NNPAS). The NNPAS was conducted by the Australian Bureau of Statistics
(ABS) between the years 2011 and 2013. Participants were approached by a primary approach letter
sent via mail. The letter contained a briefing about the study as well as how information would be
confidential in accordance with the Census and Statistics Act 1905. Prior to data collection, all planned
questionnaires were field tested to ensure data quality. Additionally, participants willing to take part
in the study completed informed consent forms and kept a copy. Briefly, data collection took place
nationwide using systematic random sampling. The country was divided into areas, areas into states
and states into strata. Each strata was divided into collection districts and each district into private
residences. Detailed descriptions of these methods can be found elsewhere [12]. Data collection took
place by trained and experienced interviewers and was done twice, the first time in a face-to-face
interview and the second via telephone. A total of 9519 households completed all stages of data
collection, however, only one adult (aged 18+ years) per household was included in the study [13].

All data collected during the face-to-face interviews and telephone calls were entered into the
Australian Bureau of Statistics (ABS) basic Confidentialised Unit Record Files (CURF). The CURF
contained all details related to the study population’s characteristics, dietary habits, biochemical tests
and history of diseases. Given that the secondary analysis was done by members of The University of
Queensland, the authors had full access to this dataset. The CURF data sets were exported and merged
into the Statistical Package for Social Sciences (SPSS) (version 25.0.0, 2017, IBM, Chicago, USA) for
further analysis. The data was then cleaned and checked for the presence of any outliers. Demographics
of the sample population that were extracted from the CURF included age, sex, registered and social
marital status, country of birth and year of arrival in Australia, Indigenous status, language mainly
spoken at home, proficiency in English and country of birth of parents, highest education level attained,
labour force status, income, housing and geographical characteristics (Table 1).

This analysis protocol was submitted to The University of Queensland’s Human Research Ethics
Committee and deemed exempt from ethics review under the National Statement on Ethical Conduct
in Human Research, reference number 2017001679.

2.2. Biochemical Data

Biochemical data recorded in the CURF were collected via blood or urine tests by trained and
licensed phlebotomists. Participation in the biochemical tests was voluntary for all participants. The
tests were performed at Sonic Healthcare collection clinics or via a home visit. Diabetes mellitus was
assessed using serum levels of fasting plasma glucose and glycated haemoglobin (HbA1c). A person
was considered to be diabetic if they had a fasting glucose level greater than or equal to 7.0 mmol/L
or an HbA1c level greater than or equal to 6.5%. Cardiovascular disease status was assessed using
serum levels of total cholesterol, high density lipoprotein (HDL) cholesterol, low density lipoprotein
(LDL) cholesterol and triglycerides. HDL less than 1 mmol/L, LDL greater than or equal to 3.5 mmol/L,
triglycerides greater than or equal to 2 mmol/L and total cholesterol greater than or equal to 5.5
mmol/L were defined as abnormal levels. A participant was considered to have dyslipidaemia if
they were taking cholesterol-lowering medication, had a total cholesterol of ≥5.5 mmol/L, an HDL
cholesterol of <1.0 mmol/L for men and <1.3 mmol/L for women, an LDL cholesterol of ≥3.5 mmol/L
or triglycerides of ≥2.0 mmol/L. Systolic and diastolic blood pressure measurements were recorded
during the interviews following recommended protocol and procedure. Hypertension was determined
as having a blood pressure greater than or equal to 140/90 mmHg. The basal metabolic rate (BMR) was
predicted according to the participant’s age, sex and weight. Lastly, a participant was deemed to have
CKD if they had a GFR of less than 60 mL/min/1.73 m2 or if they had albuminuria levels of greater
than 30 mg/g. Detailed classifications of these diseases can be found elsewhere [12].
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Table 1. Demographics of the sample population in the National Nutrition and Physical Activity Survey (NNPAS) study.

Mediterranean Diet Score

Total Study Sample, n (%) Overall Sample Tertile 1 (0–3) N (%)
= 1930 (20.5)

Tertile 2 (4–6) N (%)
= 6190 (65.6)

Tertile 3 (7–9) N (%)
= 1315 (13.9) p-value

Gender Female 5106 (54.1) 1067 (55.3) 3353 (54.2) 686 (52.2) 0.21

Age (years)

Mean (±SD) 48.6 ± 17.6 48.8 ± 18.16 48.5 ± 17.6 48.8 ± 16.5 0.74

18–39 3289 (34.9) 663 (34.4) 2190 (35.4) 436 (33.2)
0.1140–64 4043 (42.9) 830 (43.0) 2607 (42.1) 606 (46.1)

65+ 2103 (22.3) 437 (22.6) 1393 (22.5) 273 (20.8)

Social marital status Married 4958 (52.5) 936 (48.5) 3260 (52.7) 762 (57.9) <0.0001

BMI (kg/m2)

Mean (±SD) 27.5 ± 5.5 28.1 ± 5.9 27.5 ± 5.5 26.4 ± 4.8 <0.0001

Underweight 121 (1.3) 27 (1.7) 79 (1.5) 15 (1.3)

<0.0001Healthy weight range 2736 (29.0) 475 (30.2) 1788 (34.2) 473 (40.8)

Overweight 2898 (30.7) 551 (35.0) 1892 (36.2) 455 (39.3)

Obese 2203 (23.3) 522 (33.1) 1465 (28.0) 216 (18.6)

Country of birth
Australia 6714 (71.2) 1540 (79.8) 4432 (71.6) 742 (56.4)

<0.0001Main English-Speaking Countries 1155 (12.2) 226 (11.7) 721 (11.6) 208 (15.8)

Others 1566 (16.6) 164 (8.5) 1037 (16.8) 365 (27.8)

Arrival to Australia

Born in Australia 6714 (71.2) 1540 (82.6) 4432 (75.7) 742 (62.2)

<0.0001
Arrived 1985 or before 1323 (14.0) 224 (12.0) 870 (14.9) 229 (19.2)

Arrived 1986–1990 266 (2.8) 34 (1.8) 161 (2.7) 71 (6.0)

Arrived 1991–1995 171 (1.8) 17 (0.9) 108 (1.8) 46 (3.9)

Arrived 1996–2000 195 (2.1) 24 (1.3) 127 (2.2) 44 (3.7)

Arrived 2001–2005 246 (2.6) 26 (1.4) 160 (2.7) 60 (5.0)

Labour force status Employed 6009 (63.7) 1134 (58.8) 3975 (64.2) 900 (68.4) <0.0001

SEIFA

First quintile 1778 (18.8) 434 (22.5) 1152 (18.6) 192 (14.6)

<0.0001
Second quintile 1961 (20.8) 481 (24.9) 1245 (20.1) 235 (17.9)

Third quintile 1873 (19.9) 369 (19.1) 1268 (20.5) 236 (17.9)

Fourth quintile 1666 (17.7) 284 (14.7) 1122 (18.1) 260 (19.8)

Highest quintile 2157 (22.9) 362 (18.8) 1403 (22.7) 392 (29.8)
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Table 1. Cont.

Mediterranean Diet Score

Total Study Sample, n (%) Overall Sample Tertile 1 (0–3) N (%)
= 1930 (20.5)

Tertile 2 (4–6) N (%)
= 6190 (65.6)

Tertile 3 (7–9) N (%)
= 1315 (13.9) p-value

Waist circumference (cm) Mean (±SD) 93.1 ± 14.5 94.5 ± 14.7 93.1 ± 14.6 90.7 ± 13.3 <0.0001

Waist circumference
(cm)—female

Increased risk
(more than or equal to 80 cm) 2891 (30.6) 618 (74.0) 1896 (69.2) 377 (66.1) 0.004

Waist circumference
(cm)—male

Increased risk
(more than or equal to 94 cm) 2333 (24.7) 491 (66.9) 1537 (62.1) 305 (52.3) <0.0001

Currently smokes Yes 1785 (18.9) 509 (26.4) 1130 (18.3) 146 (11.1) <0.0001

Education level
School 7050 (75.2) 9372 1634 (84.7) 4602 (74.3) 814 (61.9)

<0.0001Bachelor degree 1615 (17.2) 205 (10.6) 1083 (17.5) 327 (24.9)

Postgraduate degree 770 (8.2) 91 (4.7) 505 (8.2) 174 (13.2)

Percentage of energy from
protein (%) Mean (±SD) 18.6 ± 5.5 19.2 ± 6.09 18.6 ± 5.5 17.7 ± 4.4 <0.0001

Percentage of energy from
total fat (%) Mean (±SD) 30.6 ± 7.7 31.7 ± 8.0 30.5 ± 7.6 29.5 ± 7.2 <0.0001

Percentage of energy from
carbohydrate (%) Mean (±SD) 43.2 ± 9.8 42.7 ± 10.4 43.2 ± 9.8 44.2 ± 8.9 <0.0001

Percentage of energy from
alcohol (%) Mean (±SD) 12.8 ± 9.9 15.5 ± 13.3 12.8 ± 9.6 10.6 ± 7.1 <0.0001

Energy intake (Kj) Mean (±SD) 8319.3 ± 3204.4 7703.1 ± 3167.9 8348.4 ± 3199.3 9085.0 ± 3103.7 <0.0001

Rates of under-reporting EI: BMR < 0.9 1575 (19.7) 429 (27.0) 1014 (19.3) 132 (11.4) <0.0001

BMI: body mass index; SEIFA: Socio-Economic Indexes for Areas; SD: standard deviation; EI: energy intake; BMR: basal metabolic rate. Significant p-values (<0.05) are shown in bold.
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2.3. Dietary Data

Dietary data were collected based on two interviewer-administered 24 h recalls, as well as
additional questions related to usual dietary habits, such as food avoidance due to allergies,
usual consumption of salt and water and supplement use. A detailed explanation of the dietary
data collection process was previously published [14]. To ensure data quality, the NNPAS team used
the Automated Multiple-Pass Method (AMPM) and provided participants with a food model booklet.
The AMPM is an interviewer-based method to collect dietary data using 24 h recalls made up of five
phases, namely, quick list, forgotten foods, time and occasion, detailed cycle and a final probe. It collects
detailed data about the foods consumed, such as the name, weight, cooking style, time consumed and
any additions to the food. This method was developed by the United States Department of Agriculture
and is considered the gold standard for 24 h recall collection and was shown to minimize the effect
of under-reporting [15,16]. Using this method, 24 h recalls were collected during the interview as
well as 9 days later via telephone. One 24 h recall was collected for all participants in the NNPAS via
telephone interview. An additional 24 h recall was conducted by telephone with 7585 participants who
responded to the invitation [17]. Foods from the 24 h recalls were added into an ABS database and
converted into specific recipes. A food model booklet was used to help participants visualize portion
sizes. If participants did not complete the second 24 h recall, their first 24 h recall results were carried
over in the analysis to minimize sample size loss.

Data from the 24 h recalls were used to calculate a Mediterranean diet adherence score from 0 to 9
in this work [18]. When researching the literature, Trichopoulou’s 0–9 MD score was one of the most
widely used [19], which was the first MD score ever established to assess adherence to the traditional
Greek Mediterranean diet. Briefly, each of the nine food groups were given a score of either 0 or 1.
Favourable food (fruits and nuts, vegetables, cereals, legumes), intake equal to or higher than the
sample population’s sex-specific median was given a 1, while intake below the median was given a 0.
Unfavourable foods (meats/meat products, poultry and dairy products) with intake less than the
sample population’s sex-specific median was given a 1, while intake higher than the median was given
a 0. Ethanol intake of 10–50 g/day for men and 5–25 g/day for women was given a score of 1, as these
values represent the recommended guidelines of alcohol consumption according to Trichopoulou’s
criteria [20]. The type of alcohol was not considered. If the ratio of monounsaturated fatty acid
to saturated fatty acid was greater than 1, it was also given a score of 1. In total, Trichopoulou’s
Mediterranean dietary score ranged from 0 (lowest adherence) to 9 (highest adherence) [20]. Given that
the Mediterranean dietary score is not a scalar measurement, scores were divided into tertiles.

2.4. Statistical Analysis

The Statistical Package for Social Sciences (SPSS, version 25.0.0, 2017, IBM) was used for data
cleaning, management and analyses. All results were stratified according to MD score tertiles.
Continuous data were reported as the median, mean and standard deviations (Sd). Normally
distributed variables, such as BMI, waist circumference, diastolic blood pressure (BP), systolic BP,
total energy, percentage of energy from protein, percentage of energy from fat, percentage of energy from
carbohydrates and percentage of energy from fiber, were reported as the mean and Sd. Comparisons
between MD score tertiles and continuous variables were completed using the one-way analysis of
variance (ANOVA) test. Categorical variables were reported as numbers and percentages. Associations
between these variables and the MD score tertiles were established using the Chi-square test. To identify
predictors of disease, multivariate logistic regression was performed considering the variables found
to be statistically significant at the bivariate level. The Chi-square test was used to determine the
odds ratios (ORs) with corresponding 95% confidence intervals (CI). A p-value of <0.05 indicated
statistical significance. Covariate analyses were adjusted according to age (years), gender (reference:
male), marital status (reference: married), country of birth (reference: Australia), Socio-Economic
Indexes for Areas (SEIFA) (reference: lowest 20%), labour force status (reference: employed), smoking
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(reference: no) and education level (reference: school). Covariates were determined according to the
demographics of the sample stratified by the MD score.

3. Results

Table 1 shows the demographics of the sample population. A total of 9435 participants were
included in this analysis. Participants had a mean age of 48.6 ± 17.6 years. Marital status had
a significant impact on MD scores, with greater adherence to the MD indicated by married participants
(p-value < 0.05). More precisely, when examining the highest MD score tertile compared to the lowest
tertile, married participants accounted for 57.9% of the participants, whereas nonmarried participants
made up 42.1%. Likewise, employed participants and participants within the highest 20% of SEIFA
accounted for 68.4% and 29.8% of the highest MD score tertile, respectively (p < 0.0001). When analysing
participants’ anthropometrics, those with low MD adherence scores were more likely to be overweight
or obese by BMI classification (p < 0.0001). Additionally, participants within the highest MD score
tertile had lower waist circumference values for both women and men compared to the lowest tertile
(p < 0.01 and p < 0.0001, respectively). Analysis of participants’ general dietary compositions showed
that those within the highest MD score tertile exhibited lower percentages of energy from protein and
fat and higher percentages from carbohydrates, as well as higher total energy intakes (p < 0.0001).
No significant differences (p > 0.05) were observed across the MD adherence tertiles related to gender
or age. The consumption of legumes and fish was very low in our sample; almost 50% of the sample
population did not consume any fish or legumes.

Prevalence of diabetes mellitus was assessed using fasting plasma glucose and HbA1c percentage
values. The MD score was not associated with any diabetes mellitus indicators (Table 2). Table 2
shows the association between MD score and chronic kidney disease (CKD). The results indicated that
451 participants had CKD, however, rates of CKD did not statistically differ between MD score tertiles.

Table 2. Association between Mediterranean diet score, diabetes mellitus prevalence and chronic
kidney disease prevalence.

Mediterranean Diet Score

Prevalence of
Diabetes Mellitus All Tertile 1

(0–3) (n (%))
Tertile 2

(4–6) (n (%))
Tertile 3

(6–9) (n (%)) p-value

Fasting plasma
glucose (mmol/L) ≥7.0 mmol/L 211 (6.6) 36 (6.1) 146 (7.0) 29 (5.7) 0.49

HbA1c (%) ≥6.5% 253 (6.7) 44 (6.3) 176 (7.1) 33 (5.6) 0.39

Prevalence of CKD

CKD 451 (12.8) 89 (14.1) 300 (12.8) 62 (11.2) 0.34

HbA1c: glycated haemoglobin; CKD: chronic kidney disease.

Table 3 shows the association between MD score and lipid profile markers. Of the overall sample
population, 36.9% exhibited abnormal total cholesterol status, 36.1% showed elevated LDL levels and
69.2% suffered from dyslipidaemia. Our results showed that adherence to the MD was associated with
lower rates of abnormal total cholesterol status (p < 0.05). Similarly, increased adherence to the MD was
associated with improved LDL status (p < 0.05) and decreased rates of overall dyslipidaemia (p < 0.05).

The association between the MD score and heart disease is shown in Table 4. The cohort of
participants included 185 individuals with cerebrovascular disease. While 24.3% belonged to the
lowest MD adherence tertile, only 7.5% belonged to the highest MD adherence group. The MD was
shown to be significantly associated with rates of cerebrovascular disease (p < 0.05). The majority of the
sample, 40.4%, had normal blood pressure, 36.1% were pre-hypertensive and 23.3% were hypertensive.
The results approached statistical significance for the association between MD adherence score and
blood pressure (p = 0.07). A similar association was also observed between the MD tertiles and systolic
blood pressure (p = 0.07). Diastolic blood pressure was significantly associated with MD tertiles, with
the highest MD adherence levels linked to lower blood pressure (p < 0.05).
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Table 3. Association between the Mediterranean diet score and plasma lipid profiles (cholesterol, HDL,
triglycerides and LDL).

Mediterranean Diet Score

All Tertile 1
(0–3) (n (%))

Tertile 2
(4–6) (n (%))

Tertile 3
(6–9) (n (%)) p-value

Total cholesterol
(mmol/L)

Normal
(<5.5 mmol/L) 2377 (63.1) 411 (59.3) 1577 (63.5) 389 (65.7) 0.04

HDL cholesterol
(mmol/L)

Normal
(≥1.0 mmol/L) 3353 (89.0) 615 (88.7) 2206 (88.8) 532 (89.9) 0.75

Fasting triglycerides
(mmol/L)

Normal
(<2.0 mmol/L) 2681 (84.4) 488 (83.1) 1757 (84.3) 436 (85.8) 0.47

Fasting LDL
cholesterol (mmol/L)

Normal
(<3.5 mmol/L) 2006 (63.9) 350 (60.3) 1346 (65.5) 310 (61.4) 0.03

Dyslipidaemia Does not have
dyslipidaemia 965 (30.8) 152 (26.3) 648 (31.6) 165 (32.8) 0.03

HDL: high-density lipoprotein; LDL: low-density lipoprotein. Significant p-values (<0.05) are shown in bold.

Table 4. Association between Mediterranean diet score and heart disease (heart failure, cerebrovascular
disease hypertension).

Mediterranean Diet Score

All Tertile 1
(0–3) (n (%))

Tertile 2
(4–6) (n (%))

Tertile 3
(6–9) (n (%)) p-value

Heart failure or other
heart disease Yes 93 (1.0) 17 (0.9) 67 (1.1) 9 (0.7) 0.36

Cerebrovascular disease Yes 185 (2.0) 45 (2.3) 126 (2.0) 14 (1.1) 0.02

Blood Pressure
Normal (<120/80 mmHg) 3282 (40.4) 642 (39.9) 2135 (40.2) 505 (43.3)

0.07Pre-hypertensive
(120/80–140/90) 2930 (36.1) 575 (35.7) 1928 (36.3) 427 (36.6)

Hypertensive (≥140/90 mmHg) 1895 (23.3) 393 (24.4) 1249 (23.5) 235 (20.1)

Diastolic blood pressure
(mmHg) 76.8 ± 11.1 77.1 ± 10.9 76.9± 11.3 76.1 ± 10.6 0.04

Systolic blood pressure
(mmHg) 123.3 ± 19.1 123.6 ± 18.8 123.5 ± 19.3 122.1 ± 18.4 0.07

Significant p-values (<0.05) are shown in bold.

All possible confounders identified in Table 1 were added into the multivariate analysis in order
to examine the association between MD score tertiles and CVD, CKD, dyslipidaemia and diabetes
mellitus. Possible confounders included age, sex, marital status, country of birth, education, labour
force status, SEIFA and smoking. These results are shown in Table 5. Bivariate analysis showed that
the MD was significantly associated with total cholesterol, fasting LDL cholesterol and dyslipidaemia.
The association with LDL cholesterol and dyslipidaemia disappeared after including other confounders,
such as SEIFA, smoking, education, marital status and age. However, adherence to the MD remained
associated with total cholesterol (p < 0.01). Similar to the bivariate analysis, adherence to the MD was
not associated with increased risk of diabetes mellitus or CKD in the multivariate analysis.

Table 5. Multivariate analysis of potential predictors of diseases.

Variables OR (95% CI) p-value

Diabetes mellitus (reference: no)

MDS Score 1.02 (0.93–1.12) 0.67

CKD (reference: no)

MDS Score 0.99 (0.9–1.06) 0.82
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Table 5. Cont.

Variables OR (95% CI) p-value

Heart failure or other heart disease (reference: no)

MDS Score 0.98 (0.85–1.12) 0.79

Dyslipidaemia (reference: no)

MDS Score 0.95 (0.90–1.00) 0.09

Total cholesterol mmol/L) (reference: abnormal)

MDS Score 1.06 (1.01–1.10) 0.009

HDL cholesterol mmol/L) (reference: abnormal)

MDS Score 1.02 (0.95–1.09) 0.51

Fasting triglycerides (mmol/L) (reference: abnormal)

MDS Score 1.02 (0.96–1.08) 0.48

Fasting LDL cholesterol (mmol/L) (reference: abnormal)
MDS Score 1.02 (0.98–1.07) 0.23

MDS score (increase by 1 unit). Confounders included in this analysis were age, sex (reference: male), marital
status (reference: married), country of birth (reference: Australia), SEIFA (reference: lowest 20%), Labour force
status (reference: employed), smoking status (reference: no), and education level (reference: school). OR: odds ratio.
MDS: Mediterranean dietary score. Significant p-values (<0.05) are shown in bold.

4. Discussion

Our most striking finding was the significant effect of adhering to the MD on cardiovascular health
parameters. In our sample population of Australian adults, bivariate Chi-square analyses showed that
higher adherence to the MD was associated with (i) lower total cholesterol levels (p < 0.05), (ii) lower
LDL cholesterol levels (p < 0.05) and (iii) a lower risk of dyslipidaemia (p < 0.05). Likewise, higher
adherence to the MD was associated with lower risk of developing cerebrovascular disease and lower
systolic blood pressure. A borderline statistically significant association was observed between higher
adherence to the MD and diastolic blood pressure (p = 0.04). Adherence to the MD was also associated
with having a healthier BMI (p < 0.001) and waist circumference (p < 0.001), regardless of gender.
Our analysis also determined factors that may affect adherence to the MD among the Australian
population, such as age, gender, marital status, country of birth, SEIFA, labour force status, smoking
status and educational level. Finally, multivariate logistic regression showed that, even after accounting
for all possible confounders, an increase of one unit in the MD adherence score was associated with a
lower risk of dyslipidaemia (OR 1.06, 95% CI 1.01–1.10).

Our results were consistent with current evidence regarding the MD and its cardiovascular
effects. Grosso et al., in their meta-analysis of 11 studies, showed that participants with the highest
MD adherence scores exhibited significantly lower risk of developing CVD and CHD [21]. A recent
meta-analysis of six trials showed that the MD had a significant positive effect on CVD parameters [22].
Another study showed that after 10 years of adherence to the MD, participants with the highest
MD scores were 26% less likely to suffer from myocardial infarction and 22% less likely to suffer
from a stroke [23]. Our findings demonstrating that higher adherence to the MD was significantly
associated with lower total cholesterol levels even after accounting for all possible confounders was
consistent with a meta-analysis that showed that MD was associated with decreased concentrations
of total cholesterol and triglycerides and increased concentrations of high-density lipoprotein [24].
Additionally, our results were consistent with another study where the MD was associated with lower
levels of systolic and diastolic blood pressure [24]. A recent study showed that participants with the
highest levels of adherence to the MD compared to those who were the least adherent had significantly
lower systolic (133.3 ± 23.7 vs. 135.3 ± 14.9 mmHg) and diastolic (78.6 ± 8.5 vs. 80.7 ± 8.7 mmHg)
BP values [25]. Likewise, a meta-analysis that included more than 7000 participants also showed that
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people abiding by the MD guidelines for one year exhibited significantly lower systolic and diastolic
blood pressure values [26].

A surprising result from our study was the lack of association between blood glucose parameters
or diabetes prevalence and adherence to the MD. This may be because only a small percentage of the
study sample (6.6%) had diabetes mellitus, which was comparably low to other studies. Additionally,
insulin resistance was not measured in the NNPAS survey. In a meta-analysis of nine studies, adherence
to the MD was shown to significantly reduce levels of glycated haemoglobin (HbA1c), fasting glucose
and insulin among patients with type 2 diabetes [24]. In another meta-analysis including only cohort
studies and randomised controlled trials (RCTs), Schwingshackl et al. [27] showed that participants
adhering more to the MD had 19% less risk of developing diabetes mellitus type 2 later in life, (95%CI
0.73–0.90). These results were further strengthened by an RCT conducted in Spain, which showed that
participants who adhered to the MD with extra virgin olive oil had significantly lower risk (51%) of
developing DM compared to those who did not adhere to the diet [28].

Our results showed that higher adherence to the MD was associated in a statistically significant
manner with lower BMI (p < 0.01) and waist circumference (p < 0.01). Other studies showed statistically
significantly lower waist circumference values in participants adhering to the MD [29–31]. Results
from a prospective cohort study in 10 European countries showed that participants with the highest
MD adherence scores were 10% less likely to be overweight or obese compared to participants with
the lowest scores [32]. In a meta-analysis of six trials, including overweight and obese participants,
Nordmann et al. showed that the MD induced more weight loss and greater decrease in BMI compared
to a low-fat diet [22]. Results were similar in a more recent meta-analysis, where the MD induced
significant weight loss in obese participants [33].

No significant association was observed among MD adherence and CKD. Various tests exist to
measure CKD, including GFR and albumin/creatinine ratio; hence, the use of either test could affect the
association between MD and CKD. Moreover, the association between CKD and the MD has not yet been
extensively studied; more studies are required in this field. Although components of the MD, such as
omega 3, fruits, vegetables and whole grains, are well-known to protect against CKD, more prospective
studies are required to examine the MD as a whole [34]. However, a recent cross-sectional German study
used a food frequency questionnaire (FFQ) in CKD patients and found that the MD was associated with
better GFR levels even after accounting for all possible confounders [35]. Another six-year follow-up
study found that participants with higher rates of MD adherence showed around a 50% lower risk of
developing CKD [36]. Almost half of our sample did not consume any fish or legumes, which might
have affected our results given that both were shown to be associated with a lower risk of CKD [37],
diabetes mellitus [38–40], cardiovascular disease [41,42] and dyslipidaemia [37,43–45]. If our sample
consumed more fish and legumes, we could have detected an even stronger association between MD
and these diseases.

Some proposed mechanisms by which the MD affects the risk of developing noncommunicable
diseases are its anti-inflammatory and antioxidative aspects. The anti-inflammatory effect seems to be
the mediator between MD and diabetes mellitus by improving insulin sensitivity via better endothelial
function by increasing flow-mediated dilation and decreasing intercellular adhesion [46]. Another
proposed mechanism by which the MD is associated with lower risk of diabetes mellitus is through
decreasing the rates of obesity [47], as excessive body fat is linked to insulin resistance [47]. Another
potential mechanism by which that the MD protects against diabetes mellitus is through its high
monounsaturated fatty acid content, fiber and antioxidant-rich foods, including fruits, vegetables,
extra virgin olive oil, nuts and seeds [48,49]. This anti-inflammatory effect extends to protect against
kidney dysfunction [50], with the association between MD and chronic kidney disease attributed to the
presence of foods such as nuts, legumes and fish [51]. Moreover, the high fiber content of the MD was
shown to improve GFR levels by decreasing nephron workload [50]. Lastly, the antioxidative factors in
the MD protect kidney function by improving endothelial function and protecting against major risk
factors for CKD, such as obesity and diabetes mellitus [50]. These anti-inflammatory and antioxidative



Nutrients 2020, 12, 1251 11 of 15

aspects of the MD were also shown to decrease the risk of cardiovascular disease. Polyphenols found in
this diet, specifically in extra virgin olive oil and red wine, were directly linked to better cardiovascular
health by improving serum lipid profiles and blood pressure [52]. Additionally, the extensive use of
extra-virgin olive oil in the MD and the limited consumption of saturated fatty acids protects against
CVD [53]. Also, the MD protects against high blood pressure, a major risk factor for CVD, given that it
exerts a vasoprotective effect by improving endothelial cell nitric oxide production [54].

Strengths and Limitations

This was the first study to assess adherence to the MD among the Australian population on
a national level, comprising a large dataset collected in a robust, thorough and scientific manner.
Additionally, given that participants in the NNPAS represent Australians on a national level, results
from this study can be extrapolated to the overall Australian population. Another strength of this
study is that it was based on measured indicators of chronic diseases, and all blood/urine tests were
conducted according to standardized protocols by trained/licensed professionals.

A limitation of this study is that dietary data was based on one or two 24 h recalls. Dietary
intake varies from one day to another, thus regular dietary intake is hard to predict. The two recalls
may not have represented usual dietary intake for the study sample. Furthermore, if participants did
not complete the second 24 h recall, their first 24 h recall results were carried over to the analysis to
minimize sample size loss. We wanted to be able to include the full sample in our analysis and not create
any biases by excluding people who did not complete the second dietary recall. Despite this, dietary
data was collected using the automated multiple pass method for 24 h recalls. This method is the gold
standard for data collection given that it minimizes interviewer bias and reporting bias by standardizing
data collection and providing participants with visual aids for portion sizes [54]. The study was a
cross-sectional design which prevented us from detecting a cause/effect relationship between adherence
to the MD and the prevalence of chronic diseases and biomarkers. Under-reporting was calculated by
calculating the ratio of energy intake (EI) to basal metabolic rate (BMR). A cut-off value of 0.9 was used
based on Goldberg et al.’s method [55]. The highest percentage (27 percent) of under-reporting was
among the participants in the lowest tertile of the MD score (Table 1). This group of under-reporters
exhibited the highest BMI and waist circumference values, which was consistent with previous reports
showing that overweight and obese individuals were the most likely to under-report their dietary
intake [56]. Lastly, data for the NNPAS were collected between 2011 and 2012, hence dietary intake
among Australians may have changed since this data collection. However, the NNPAS remains the
most recent survey that represents dietary consumption among Australians.

5. Conclusions

Our secondary analysis showed that that higher adherence to the MD was associated with lower
total cholesterol, lower low-density lipoprotein, lower diastolic blood pressure and lower levels of
dyslipidaemia in a large sample of Australians. Participants who were married, employed, of a high
socioeconomic level, nonsmokers, educated or who had a healthy body weight and waist circumference
were more likely to have higher adherence levels to the MD. These findings add to the current
body of literature as they demonstrated the potential health benefits for Australians in following
a Mediterranean dietary pattern, but also highlighted groups of the population who require further
support and assistance to adhere to this lifestyle choice. Future consultation with and nutritional
intervention in these at-risk groups to help them adhere to the MD pattern may be beneficial in
preventing the development of chronic disease and improving the health of the general population.

Given the ethnic diversity of the people residing in Australia, many of whom are of Mediterranean
origin, it would be beneficial to assess adherence to the Mediterranean diet in association with
factors that affect this adherence in Australia. Additionally, stratifying the data in Australian research
according to the ethnicity of participants would provide a more comprehensive understanding of the
applicability of the Mediterranean diet in a multicultural setting. Future research involving prospective
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longitudinal studies and large group intervention studies would assist the advancement of this field.
Lastly, given the well-known health benefits of the MD, future studies should examine factors that
affect adherence to this dietary pattern in a multi-ethnic community to identify adherence challenges
and ways to overcome them.

Author Contributions: O.R.L.W., J.L.W., Y.S.A. and E.R. conceptualized the topic of the article and developed the
methodology together. Y.S.A. performed the data extraction and SPSS statistical analysis and wrote the primary
draft of the paper. O.R.L.W., J.L.W. and E.R. supervised all steps leading to this paper, revised the manuscript and
added in their input and edits. Y.S.A., J.L.W., O.R.L.W. and E.R. All authors have read and agreed to the published
version of the manuscript.

Funding: This research received no external funding.

Acknowledgments: We would like to thank the Australian Bureau of Statistics (ABS) for giving us access to the
National Nutrition and Physical Activity Survey data.

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

References

1. UNESCO. Mediterranean Diet. 2003. Available online: https://ich.unesco.org/en/Rl/mediterranean-diet-
00884 (accessed on 20 October 2019).

2. Giacosa, A.; Barale, R.; Bavaresco, L.; Gatenby, P.; Gerbi, V.; Janssens, J.; Mainguet, P. Cancer prevention in
Europe: The Mediterranean diet as a protective choice. Eur. J. Cancer Prev. 2013, 22, 90–95. [CrossRef]

3. Bach-Faig, A.; Berry, E.M.; Lairon, D.; Reguant, J.; Trichopoulou, A.; Dernini, S.; Miranda, G. Mediterranean
diet pyramid today. Science and cultural updates. Public Health Nutr. 2011, 14, 2274–2284. [CrossRef]

4. Galbete, C.; Schwingshackl, L.; Schwedhelm, C.; Boeing, H.; Schulze, M.B. Evaluating Mediterranean diet
and risk of chronic disease in cohort studies: An umbrella review of meta-analyses. Eur. J. Epidemiol. 2018,
33, 909–931. [CrossRef]

5. Rees, K.; Takeda, A.; Martin, N.; Ellis, L.; Wijesekara, D.; Vepa, A.; Stranges, S. Mediterranean-style diet
for the primary and secondary prevention of cardiovascular disease. Cochrane Database Syst. Rev. 2019, 3.
[CrossRef]

6. American Diabetes Association. Diagnosis and classification of diabetes mellitus. Diabetes Care 2014, 37
(Suppl. 1), S81–S90. [CrossRef]

7. Berry, J.D.; Dyer, A.; Cai, X.; Garside, D.B.; Ning, H.; Thomas, A.; Lloyd-Jones, D.M. Lifetime risks of
cardiovascular disease. N. Engl. J. Med. 2012, 366, 321–329. [CrossRef]

8. Australian institute of Health and Welfare. Cardiovascular Disease, Diabetes and Chronic Kidney Disease
Australian Facts: Prevalence and Incidence. 2014. Available online: https://www.aihw.gov.au/getmedia/

0ce5f234-0abf-41b9-a392-be5dd1e94c54/17034.pdf.aspx?inline=true (accessed on 20 October 2019).
9. Australian Institute of Health and Welfare. Australia’s Health. 2016. Available online: https://www.aihw.

gov.au/getmedia/9844cefb-7745-4dd8-9ee2-f4d1c3d6a727/19787-AH16.pdf.aspx?inline=true (accessed on 20
October 2019).

10. Australian Government the Department of Health. Chronic Lifestyle Diseases; Australian Government the
Department of Health: Canberra, Australia, 2016.

11. Australian Institute of Health and Welfare. Australian Burden of Disease Study Impact and Causes of Illness
and Death in Australia 2011. 2016. Available online: https://www.aihw.gov.au/getmedia/d4df9251-c4b6-452f-
a877-8370b6124219/19663.pdf.aspx?inline=true (accessed on 20 October 2019).

12. Australian Bureau of Statistics. Australian Health Survey: Users’ Guide—Australian Bureau of Statistics. 2011.
Available online: https://www.abs.gov.au/ausstats/abs@.nsf/cat/4363.0.55.001 (accessed on 20 October 2019).

13. Australian Bureau of Statistics. Response Rate—Australian Health Survey: Users’ Guide—Australian
Bureau of Statistics. 2011. Available online: https://www.abs.gov.au/ausstats/abs@.nsf/Lookup/4363.0.55.
001Chapter2252011-13 (accessed on 20 October 2019).

14. Australian Bureau of Statistics. Nutrition-Australian Health Survey: Users’ Guide—Australian
Bureau of Statistics. 2011. Available online: https://www.abs.gov.au/ausstats/abs@.nsf/Lookup/4363.0.55.
001Chapter6502011-13 (accessed on 20 October 2019).

https://ich.unesco.org/en/Rl/mediterranean-diet-00884
https://ich.unesco.org/en/Rl/mediterranean-diet-00884
http://dx.doi.org/10.1097/CEJ.0b013e328354d2d7
http://dx.doi.org/10.1017/S1368980011002515
http://dx.doi.org/10.1007/s10654-018-0427-3
http://dx.doi.org/10.1002/14651858.CD009825.pub3
http://dx.doi.org/10.2337/dc14-S081
http://dx.doi.org/10.1056/NEJMoa1012848
https://www.aihw.gov.au/getmedia/0ce5f234-0abf-41b9-a392-be5dd1e94c54/17034.pdf.aspx?inline=true
https://www.aihw.gov.au/getmedia/0ce5f234-0abf-41b9-a392-be5dd1e94c54/17034.pdf.aspx?inline=true
https://www.aihw.gov.au/getmedia/9844cefb-7745-4dd8-9ee2-f4d1c3d6a727/19787-AH16.pdf.aspx?inline=true
https://www.aihw.gov.au/getmedia/9844cefb-7745-4dd8-9ee2-f4d1c3d6a727/19787-AH16.pdf.aspx?inline=true
https://www.aihw.gov.au/getmedia/d4df9251-c4b6-452f-a877-8370b6124219/19663.pdf.aspx?inline=true
https://www.aihw.gov.au/getmedia/d4df9251-c4b6-452f-a877-8370b6124219/19663.pdf.aspx?inline=true
https://www.abs.gov.au/ausstats/abs@.nsf/cat/4363.0.55.001
https://www.abs.gov.au/ausstats/abs@.nsf/Lookup/4363.0.55.001Chapter2252011-13
https://www.abs.gov.au/ausstats/abs@.nsf/Lookup/4363.0.55.001Chapter2252011-13
https://www.abs.gov.au/ausstats/abs@.nsf/Lookup/4363.0.55.001Chapter6502011-13
https://www.abs.gov.au/ausstats/abs@.nsf/Lookup/4363.0.55.001Chapter6502011-13


Nutrients 2020, 12, 1251 13 of 15

15. Moshfegh, A.J.; Rhodes, D.G.; Baer, D.J.; Murayi, T.; Clemens, J.C.; Rumpler, W.V.; Ingwersen, L.A. The US
Department of Agriculture Automated Multiple-Pass Method reduces bias in the collection of energy intakes.
Am. J. Clin. Nutr. 2008, 88, 324–332. [CrossRef]

16. Kirkpatrick, S.I.; Subar, A.F.; Douglass, D.; Zimmerman, T.P.; Thompson, F.E.; Kahle, L.L.; Potischman, N.
Performance of the Automated Self-Administered 24-hour Recall relative to a measure of true intakes and to
an interviewer-administered 24-h recall. Am. J. Clin. Nutr. 2014, 100, 233–240. [CrossRef]

17. Australian Bureau of Statistics. Usual Dietary Intake- Australian Health Survey: Users’ Guide—Australian
Bureau of Statistics. 2011. Available online: https://www.abs.gov.au/ausstats/abs@.nsf/Lookup/4363.0.55.
001Chapter65102011-13 (accessed on 20 October 2019).

18. Trichopoulou, A.; Costacou, T.; Bamia, C.; Trichopoulos, D. Adherence to a Mediterranean diet and survival
in a Greek population. N. Engl. J. Med. 2003, 348, 2599–2608. [CrossRef]

19. Zaragoza-Martí, A.; Cabañero-Martínez, M.J.; Hurtado-Sánchez, J.A.; Laguna-Pérez, A.; Ferrer-Cascales, R.
Evaluation of Mediterranean diet adherence scores: A systematic review. BMJ Open 2018, 8, e019033.
[CrossRef]

20. Trichopoulou, A.; Kouris-Blazos, A.; Wahlqvist, M.L.; Gnardellis, C.; Lagiou, P.; Polychronopoulos, E.;
Trichopoulos, D. Diet and overall survival in elderly people. BMJ 1995, 311, 1457–1460. [CrossRef] [PubMed]

21. Grosso, G.; Marventano, S.; Yang, J.; Micek, A.; Pajak, A.; Scalfi, L.; Kales, S.N. A comprehensive meta-analysis
on evidence of Mediterranean diet and cardiovascular disease: Are individual components equal? Crit. Rev.
Food Sci. Nutr. 2017, 57, 3218–3232. [CrossRef]

22. Nordmann, A.J.; Suter-Zimmermann, K.; Bucher, H.C.; Shai, I.; Tuttle, K.R.; Estruch, R.; Briel, M. Meta-analysis
comparing Mediterranean to low-fat diets for modification of cardiovascular risk factors. Am. J. Med. 2011,
124, 841–851. [CrossRef] [PubMed]

23. Tektonidis, T.G.; Åkesson, A.; Gigante, B.; Wolk, A.; Larsson, S.C. A Mediterranean diet and risk of
myocardial infarction, heart failure and stroke: A population-based cohort study. Atherosclerosis 2015, 243,
93–98. [CrossRef] [PubMed]

24. Huo, R.; Du, T.; Xu, Y.; Xu, W.; Chen, X.; Sun, K.; Yu, X. Effects of Mediterranean-style diet on glycemic
control, weight loss and cardiovascular risk factors among type 2 diabetes individuals: A meta-analysis.
Eur. J. Clin. Nutr. 2015, 69, 1200–1208. [CrossRef]

25. Vitale, M.; Masulli, M.; Calabrese, I.; Rivellese, A.A.; Bonora, E.; Signorini, S.; Babini, A.C. Impact of
a Mediterranean dietary pattern and its components on cardiovascular risk factors, glucose control, and body
weight in people with type 2 diabetes: A real-life study. Nutrients 2018, 10, 1067. [CrossRef]

26. Nissensohn, M.; Román-Viñas, B.; Sánchez-Villegas, A.; Piscopo, S.; Serra-Majem, L. The effect of the
Mediterranean diet on hypertension: A systematic review and meta-analysis. J. Nutr. Educ. Behav. 2016, 48,
42–53. [CrossRef]

27. Schwingshackl, L.; Missbach, B.; König, J.; Hoffmann, G. Adherence to a Mediterranean diet and risk of
diabetes: A systematic review and meta-analysis. Public Health Nutr. 2015, 18, 1292–1299. [CrossRef]

28. Salas-Salvadó, J.; Bulló, M.; Babio, N.; Martínez-González, M.Á.; Ibarrola-Jurado, N.; Basora, J.; Arós, F.
Reduction in the incidence of type 2 diabetes with the Mediterranean diet: Results of the PREDIMED-Reus
nutrition intervention randomized trial. Diabetes Care 2011, 34, 14–19. [CrossRef]
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Mediterranean diet in combination with exercise on metabolic syndrome parameters: 1-year randomized
controlled trial. Int. J. Vitam. Nutr. Res. 2019, 89, 132–143. [CrossRef]

30. Funtikova, A.N.; Benítez-Arciniega, A.A.; Gomez, S.F.; Fitó, M.; Elosua, R.; Schröder, H. Mediterranean diet
impact on changes in abdominal fat and 10-year incidence of abdominal obesity in a Spanish population.
Br. J. Nutr. 2014, 111, 1481–1487. [CrossRef]

31. Garcia, M.; Bihuniak, J.; Shook, J.; Kenny, A.; Kerstetter, J.; Huedo-Medina, T. The effect of the traditional
Mediterranean-style diet on metabolic risk factors: A meta-analysis. Nutrients 2016, 8, 168. [CrossRef]
[PubMed]

32. Romaguera, D.; Norat, T.; Vergnaud, A.-C.; Mouw, T.; May, A.M.; Agudo, A.; Couto, E. Mediterranean dietary
patterns and prospective weight change in participants of the EPIC-PANACEA project. Am. J. Clin. Nutr.
2010, 92, 912–921. [CrossRef] [PubMed]

33. Mancini, J.G.; Filion, K.B.; Atallah, R.; Eisenberg, M.J. Systematic review of the Mediterranean diet for
long-term weight loss. Am. J. Med. 2016, 129, 407–415. [CrossRef]

http://dx.doi.org/10.1093/ajcn/88.2.324
http://dx.doi.org/10.3945/ajcn.114.083238
https://www.abs.gov.au/ausstats/abs@.nsf/Lookup/4363.0.55.001Chapter65102011-13
https://www.abs.gov.au/ausstats/abs@.nsf/Lookup/4363.0.55.001Chapter65102011-13
http://dx.doi.org/10.1056/NEJMoa025039
http://dx.doi.org/10.1136/bmjopen-2017-019033
http://dx.doi.org/10.1136/bmj.311.7018.1457
http://www.ncbi.nlm.nih.gov/pubmed/8520331
http://dx.doi.org/10.1080/10408398.2015.1107021
http://dx.doi.org/10.1016/j.amjmed.2011.04.024
http://www.ncbi.nlm.nih.gov/pubmed/21854893
http://dx.doi.org/10.1016/j.atherosclerosis.2015.08.039
http://www.ncbi.nlm.nih.gov/pubmed/26363438
http://dx.doi.org/10.1038/ejcn.2014.243
http://dx.doi.org/10.3390/nu10081067
http://dx.doi.org/10.1016/j.jneb.2015.08.023
http://dx.doi.org/10.1017/S1368980014001542
http://dx.doi.org/10.2337/dc10-1288
http://dx.doi.org/10.1024/0300-9831/a000462
http://dx.doi.org/10.1017/S0007114513003966
http://dx.doi.org/10.3390/nu8030168
http://www.ncbi.nlm.nih.gov/pubmed/26999195
http://dx.doi.org/10.3945/ajcn.2010.29482
http://www.ncbi.nlm.nih.gov/pubmed/20810975
http://dx.doi.org/10.1016/j.amjmed.2015.11.028


Nutrients 2020, 12, 1251 14 of 15

34. Ajjarapu, A.S.; Hinkle, S.N.; Li, M.; Francis, E.C.; Zhang, C. Dietary Patterns and Renal Health Outcomes in
the General Population: A Review Focusing on Prospective Studies. Nutrients 2019, 11, 1877. [CrossRef]
[PubMed]

35. Heindel, J.; Baid-Agrawal, S.; Rebholz, C.M.; Nadal, J.; Schmid, M.; Schaeffner, E.; Ernst, S. Association
Between Dietary Patterns and Kidney Function in Patients with Chronic Kidney Disease: A Cross-Sectional
Analysis of the German Chronic Kidney Disease Study. J. Ren. Nutr. 2019. [CrossRef] [PubMed]

36. Asghari, G.; Farhadnejad, H.; Mirmiran, P.; Dizavi, A.; Yuzbashian, E.; Azizi, F. Adherence to the
Mediterranean diet is associated with reduced risk of incident chronic kidney diseases among Tehranian
adults. Hypertens. Res. 2017, 40, 96–102. [CrossRef]

37. Liu, X.; Hill, A.M.; West, S.G.; Gabauer, R.M.; McCrea, C.E.; Fleming, J.A.; Kris-Etherton, P.M. Acute peanut
consumption alters postprandial lipids and vascular responses in healthy overweight or obese men. J. Nutr.
2017, 147, 835–840. [CrossRef]

38. Deng, A.; Pattanaik, S.; Bhattacharya, A.; Yin, J.; Ross, L.; Liu, C.; Zhang, J. Fish consumption is associated
with a decreased risk of death among adults with diabetes: 18-year follow-up of a national cohort. Nutr. Metab.
Cardiovasc. Dis. 2018, 28, 1012–1020. [CrossRef]

39. Mirmiran, P.; Hosseini, S.; Hosseinpour-Niazi, S.; Azizi, F. Legume consumption increase adiponectin
concentrations among type 2 diabetic patients: A randomized crossover clinical trial. Endocrinol. Diabetes
Nutr. (Engl. Ed.) 2019, 66, 49–55.

40. Ley, S.H.; Hamdy, O.; Mohan, V.; Hu, F.B. Prevention and management of type 2 diabetes: Dietary components
and nutritional strategies. Lancet 2014, 383, 1999–2007. [CrossRef]

41. Schwingshackl, L.; Knüppel, S.; Michels, N.; Schwedhelm, C.; Hoffmann, G.; Iqbal, K.; Devleesschauwer, B.
Intake of 12 food groups and disability-adjusted life years from coronary heart disease, stroke, type 2 diabetes,
and colorectal cancer in 16 European countries. Eur. J. Epidemiol. 2019, 34, 765–775. [CrossRef]

42. Blekkenhorst, L.C.; Sim, M.; Bondonno, C.P.; Bondonno, N.P.; Ward, N.C.; Prince, R.L.; Hodgson, J.M.
Cardiovascular health benefits of specific vegetable types: A narrative review. Nutrients 2018, 10, 595.
[CrossRef]

43. Blom, W.A.; Koppenol, W.P.; Hiemstra, H.; Stojakovic, T.; Scharnagl, H.; Trautwein, E.A. A low-fat spread
with added plant sterols and fish omega-3 fatty acids lowers serum triglyceride and LDL-cholesterol
concentrations in individuals with modest hypercholesterolaemia and hypertriglyceridaemia. Eur. J. Nutr.
2019, 58, 1615–1624. [CrossRef] [PubMed]

44. Zibaeenezhad, M.J.; Ghavipisheh, M.; Attar, A.; Aslani, A. Comparison of the effect of omega-3 supplements
and fresh fish on lipid profile: A randomized, open-labeled trial. Nutr. Diabetes 2017, 7, 1–8. [CrossRef]
[PubMed]

45. Mohammadifard, N.; Sarrafzadegan, N.; Paknahad, Z.; Nouri, F. Inverse association of legume consumption
and dyslipidemia: Isfahan Healthy Heart Program. J. Clin. Lipidol. 2014, 8, 584–593. [CrossRef] [PubMed]

46. Esposito, K.; Maiorino, M.I.; Bellastella, G.; Panagiotakos, D.B.; Giugliano, D. Mediterranean diet for type 2
diabetes: Cardiometabolic benefits. Endocrine 2017, 56, 27–32. [CrossRef] [PubMed]

47. Esposito, K.; Kastorini, C.M.; Panagiotakos, D.B.; Giugliano, D. Mediterranean diet and weight loss:
Meta-analysis of randomized controlled trials. Metab. Syndr. Relat. Disord. 2011, 9, 1–12. [CrossRef]

48. Georgoulis, M.; Kontogianni, M.; Yiannakouris, N. Mediterranean diet and diabetes: Prevention and
treatment. Nutrients 2014, 6, 1406–1423. [CrossRef]

49. Billingsley, H.E.; Carbone, S. The antioxidant potential of the Mediterranean diet in patients at high
cardiovascular risk: An in-depth review of the PREDIMED. Nutr. Diabetes 2018, 8, 1–8. [CrossRef]

50. Chauveau, P.; Aparicio, M.; Bellizzi, V.; Campbell, K.; Hong, X.; Johansson, L.; Ter Wee, P.M. Mediterranean
diet as the diet of choice for patients with chronic kidney disease. Nephrol. Dial. Transplant. 2018, 33, 725–735.
[CrossRef] [PubMed]

51. Martínez-González, M.A.; Gea, A.; Ruiz-Canela, M. The Mediterranean diet and cardiovascular health:
A critical review. Circ. Res. 2019, 124, 779–798. [CrossRef]

52. Temple, N.J.; Guercio, V.; Tavani, A. The mediterranean diet and cardiovascular disease: Gaps in the evidence
and research challenges. Cardiol. Rev. 2019, 27, 127–130. [CrossRef] [PubMed]

53. De Pergola, G.; D’Alessandro, A. Influence of Mediterranean diet on blood pressure. Nutrients 2018, 10, 1700.
[CrossRef]

http://dx.doi.org/10.3390/nu11081877
http://www.ncbi.nlm.nih.gov/pubmed/31412575
http://dx.doi.org/10.1053/j.jrn.2019.09.008
http://www.ncbi.nlm.nih.gov/pubmed/31761711
http://dx.doi.org/10.1038/hr.2016.98
http://dx.doi.org/10.3945/jn.116.246785
http://dx.doi.org/10.1016/j.numecd.2018.05.011
http://dx.doi.org/10.1016/S0140-6736(14)60613-9
http://dx.doi.org/10.1007/s10654-019-00523-4
http://dx.doi.org/10.3390/nu10050595
http://dx.doi.org/10.1007/s00394-018-1706-1
http://www.ncbi.nlm.nih.gov/pubmed/29725824
http://dx.doi.org/10.1038/s41387-017-0007-8
http://www.ncbi.nlm.nih.gov/pubmed/29259181
http://dx.doi.org/10.1016/j.jacl.2014.08.006
http://www.ncbi.nlm.nih.gov/pubmed/25499941
http://dx.doi.org/10.1007/s12020-016-1018-2
http://www.ncbi.nlm.nih.gov/pubmed/27395419
http://dx.doi.org/10.1089/met.2010.0031
http://dx.doi.org/10.3390/nu6041406
http://dx.doi.org/10.1038/s41387-018-0025-1
http://dx.doi.org/10.1093/ndt/gfx085
http://www.ncbi.nlm.nih.gov/pubmed/29106612
http://dx.doi.org/10.1161/CIRCRESAHA.118.313348
http://dx.doi.org/10.1097/CRD.0000000000000222
http://www.ncbi.nlm.nih.gov/pubmed/30946700
http://dx.doi.org/10.3390/nu10111700


Nutrients 2020, 12, 1251 15 of 15

54. Shim, J.-S.; Oh, K.; Kim, H.C. Dietary assessment methods in epidemiologic studies. Epidemiol. Health 2014,
36, e2014009. [CrossRef]

55. Goldberg, G.R.; Black, A.E.; Jebb, S.A.; Cole, T.J.; Murgatroyd, P.R.; Coward, W.A.; Prentice, A.M. Critical
evaluation of energy intake data using fundamental principles of energy physiology: 1. Derivation of cut-off

limits to identify under-recording. Eur. J. Clin. Nutr. 1991, 45, 569–581.
56. Macdiarmid, J.; Blundell, J. Assessing dietary intake: Who, what and why of under-reporting. Nutr. Res. Rev.

1998, 11, 231–253. [CrossRef]

© 2020 by the authors. Licensee MDPI, Basel, Switzerland. This article is an open access
article distributed under the terms and conditions of the Creative Commons Attribution
(CC BY) license (http://creativecommons.org/licenses/by/4.0/).

http://dx.doi.org/10.4178/epih/e2014009
http://dx.doi.org/10.1079/NRR19980017
http://creativecommons.org/
http://creativecommons.org/licenses/by/4.0/.

	Introduction 
	Materials and Methods 
	Study Design and Sample Collection 
	Biochemical Data 
	Dietary Data 
	Statistical Analysis 

	Results 
	Discussion 
	Conclusions 
	References

