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Abstract: Adherence to the Mediterranean lifestyle—as captured by the Medlife Index Questionnaire
(i.e., encompassing a Mediterranean diet as well as other aspects of healthy living, such as food
preparation, physical activity, and socializing)—has been associated with reduced cardiovascular
events in healthy individuals. In the present study, we sought to determine the adherence to, and
the effect of comprehensive cardiac rehabilitation on, Mediterranean lifestyle adherence in patients
after myocardial infarction. We included 121 patients (mean age, 55 years; women, 37%) undergoing
comprehensive cardiac rehabilitation—i.e., exercise training 3 times per week for 12 weeks plus
dedicated workshops promoting the Mediterranean lifestyle. Before and after cardiac rehabilitation,
patients completed the Medlife Index Questionnaire. High baseline adherence was associated with
favourable glucose (5.39 vs. 6.1 mmol/L; p < 0.001), triglycerides (1.1 vs. 1.5 mmol/L; p = 0.002),
and HDL cholesterol levels (1.32 vs. 1.12 mmol/L; p = 0.032). More importantly, the Medlife Score
significantly improved following comprehensive cardiac rehabilitation in patients with low baseline
adherence (from 13.8 to 16.7 points; p < 0.001), but not in patients with high baseline adherence (from
19.4 to 18.8 points; p = 0.205). Our findings suggested that Mediterranean lifestyle promotion during
cardiac rehabilitation improved adherence to the Mediterranean lifestyle, especially in low-adherence
patients.

Keywords: Mediterranean diet; Mediterranean lifestyle; myocardial infarction; coronary artery
disease; cardiac rehabilitation; lipid status; physical activity

1. Introduction

Myocardial infarction—a manifestation of coronary atherosclerotic vascular disease—
remains a major cause of morbidity and mortality worldwide [1]. The management of
myocardial infarction includes immediate revascularisation and the long-term secondary
prevention of atherosclerotic vascular disease in the form of prophylactic medication and
lifestyle intervention—i.e., smoking cessation, regular exercise, and a Mediterranean-type
diet [2]. The Mediterranean diet is entangled with the way of life in Mediterranean coun-
tries [3–5] and is associated with favourable glucose and lipid metabolism (i.e., lower fasting
plasma glucose levels, lower low-density lipoprotein (LDL) cholesterol and triglycerides
levels, and low high-density (HDL) cholesterol levels) [6], improved vascular function [6],
and reduced cardiovascular disease morbidity and mortality [7–10]. Pertinent guidelines
for cardiovascular disease prevention, therefore, recommend Mediterranean diet for all
patients after myocardial infarction [2], as it was shown to be effective for both the primary
and secondary prevention of cardiovascular diseases [7,11–13], even as a modifier of genetic
risk for cardiovascular disease [14].

Lifestyle in the Mediterranean basin, however, encompasses concepts above and be-
yond diet, such as food preparation, physical activity and sedentary lifestyle avoidance, and
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socializing, which are considered proxy for a healthy way of living [4,15]. These concepts,
together with the Mediterranean diet, are captured by the Mediterranean lifestyle (Medlife)
Index [16]. The Medlife Index is a recently designed questionnaire that summarises all
aspects of the Mediterranean lifestyle and consists of 28 questions in three domains—food
consumption, dietary habits, and social habits. So far, it has been applied in various
populations in both Mediterranean and non-Mediterranean communities [16–19].

Adherence to the Mediterranean lifestyle, as captured by high scores on the Medlife
Index Questionnaire, has been associated with decreased all-cause mortality in healthy
individuals [17]. Conversely, data on adherence to the Mediterranean lifestyle in patients
after myocardial infarction are scarce. Furthermore, as per guideline recommendations [2],
patients after myocardial infarction should undergo comprehensive cardiac rehabilitation,
which includes dietary counselling, behavioural support, and exercise; the effects of such
programmes on adherence to the Mediterranean lifestyle, however, remain unknown.
Therefore, we aimed to (i) assess adherence to the Mediterranean lifestyle in patients after
myocardial infarction, (ii) appraise the determinants of adherence to the Mediterranean
lifestyle, and (iii) evaluate the effects of a comprehensive cardiac rehabilitation programme
on adherence to the Mediterranean lifestyle.

2. Materials and Methods
2.1. Study Population and Design

We included patients after recent myocardial infarction (<4 months prior to the
study commencement), who were referred for cardiac rehabilitation programme at Centre
for Preventive Cardiology, Department of Vascular Diseases, University Medical Centre
Ljubljana, Slovenia. Exclusion criteria were recent acute (<1 month) or uncontrolled non-
cardiovascular diseases requiring hospital admission, emergency, or unplanned specialist
management; unstable dysrhythmias; pregnancy; and intellectual development disorder.
The study was approved by the National Medical Ethics Committee and was performed
in accordance with the Declaration of Helsinki and its later amendments. Written consent
was obtained from all patients prior to their inclusion.

Before and after the intervention period (i.e., 12 weeks), blood samples were collected
after at least 8 h fasting from all the patients and were analysed for blood glucose and
lipid levels (direct measurement of total cholesterol, LDL cholesterol, HDL cholesterol, and
triglycerides levels at the national referral Laboratory for Haemostasis and Atherothrombo-
sis of Department of Vascular Diseases, University Medical Centre Ljubljana). At baseline,
demographic characteristics were captured, including educational status (with higher edu-
cation defined as the completion of >12 years of education) and living place (defined as
either urban/suburban or rural as per the national statistics office definition); a thorough
medical history and clinical assessment was performed, with the emphasis of cardiovas-
cular appraisal and risk factors. Height and weight measurements were measured using
a standard methodology [20]. Data on medication use were based on self-reports and
checked in pharmaceutical records as needed (e.g., if a patient could not recall medication
use details).

2.2. Medlife Index Questionnaire

The Medlife Index Questionnaire consists of 28 questions divided in three domains:
food consumption, dietary habits, and social habits. Adherence to a specific item is scored
with 0 or 1. The overall Medlife Index Score, therefore, comprises values between 0 and
28. According to the overall Medlife Index Score, the patient cohort was divided into
tertiles [21,22] and was afterward classified into two groups: high-adherence to Medlife
(the highest tertile) and low-adherence to Medlife (the lowest and medium tertiles).

All included patients filled out the Medlife questionnaire twice, at baseline and after
the completion of the cardiac rehabilitation programme.
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2.3. Cardiac Rehabilitation and Dietary Counselling

Cardiac rehabilitation is a comprehensive programme for patients after myocardial
infarction. In Slovenia, it is mostly carried out at outpatient clinics and is primarily
exercise-based.

This study was carried out at Centre for Preventive Cardiology, Department of Vascu-
lar Diseases, University Medical Centre Ljubljana, Slovenia, and lasted 12 weeks for each
patient. Besides exercise, patients were included in (i) workshops on general health, risk
factors, and cardioprotective therapy (one 90 min mandatory workshop plus as many as
needed), (ii) smoking cessation for smokers, (iii) psychological assessment (with counselling
on relaxation techniques and stress management as needed), (iv) and dietary counselling
(one major 90 min workshop with regular (10–15 min once per week) reassessment and
reinforcement during each rehabilitation session). Dietary counselling was provided by
an experienced nutrition professional (specialised RN with nutrition counselling exper-
tise). According to guidelines [2], the Mediterranean diet was promoted as the healthiest
type, and the following specific suggestions were given: (i) to use olive oil as the main
fat for cooking and dressing, (ii) to have at least 2 seasonal, fresh vegetable servings a
day (e.g., tomato, broccoli, spinach, pepper, eggplant, cabbage, lettuce, zucchini, etc.),
(iii) moderate consumption of fresh fruit (e.g., oranges, tangerines, apples, berries, pears,
grapes, peaches, apricots, nectarines, figs, melons), (iv) consumption of fish at least 2 times
per week, (v) favouring legumes (e.g., beans, peas, lentils, chickpeas, soybean) to meat
(especially red meat), and (vi) having a handful of unsalted nuts every day (e.g., walnuts,
hazelnuts, peanuts, almonds, cashews, macadamia nuts). A serving was defined as ap-
proximately 1 cup = 250 mL. In addition, advice regarding food preparation was given,
e.g., favouring cooking to frying and limiting the use of salt and sugar. Finally, a few exam-
ples of healthy meals (including information on ingredients and recipes) were provided.

During the workshops on general health, risk factors, and cardioprotective therapy,
patients were advised to have enough sleep during the night and to minimise sedentary
lifestyle (e.g., watching television or using the computer) and were encouraged to enjoy
outdoor activities (e.g., light gardening).

Despite recommendations on Mediterranean lifestyle regarding exercise being carried
out outdoor, due to safety reasons (patients shortly after myocardial infarction), exercise
training sessions were held 3 times per week for one hour in the morning hours indoor;
exercise training sessions consisted of supervised aerobic exercise and training exercise on
exercise bike or treadmill with adjunction of low-weight resistance training.

2.4. Statistical Analysis

The normal distribution of variables was determined using the Shapiro–Wilk test.
Normally distributed variables were described with a mean value and standard deviation.
Asymmetrically distributed variables were described with medians and interquartile ranges.
Categorical variables were described as numbers and/or percentages. Differences between
two groups were determined with the independent samples t-test and Mann–Whitney U
test for normally and asymmetrically distributed variables, respectively. Differences in
categorical variables (percentages) were assessed with the chi-squared test. The effects of
the intervention were determined with the paired samples t-test and Wilcoxon U paired
test for normally and asymmetrically distributed variables, respectively. The analysis of
covariance (ANCOVA) test was performed to assess the post-rehabilitation Medlife Index
Score with respect to baseline pre-rehabilitation values. All data were analysed using IBM
SPSS Statistics v. 20 (IBM Corp., Armonk, NY, USA). A p-value < 0.05 was considered
statistically significant.

3. Results

We included 121 patients with a mean age of 55 years, and 33 (27%) were women.
Based on the adherence to the Mediterranean lifestyle, patients were divided into high-
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adherence (upper Medlife Index tertile) and low-adherence (first and second Medlife Index
tertiles) groups.

There were no significant differences between groups in terms of age, sex, BMI, clinical
data, drug prescription, and risk factors (arterial hypertension, dyslipidaemia, cigarette
smoking, and diabetes mellitus). In addition, there were no significant differences in terms
of living place (Table 1). Conversely, patients in the high-adherence group had significantly
more prevalent family history of CVD (55.9% vs. 34.5%; p = 0.031) and a larger percentage
of higher educated people (47.1% vs. 26.4%; p = 0.029) than the low-adherence group.

Table 1. Baseline demographics and clinical data.

All (n = 121) Low Adherence
(n = 87)

High Adherence
(n = 34) Significance

Demographic

Age, mean (SD), years 56.0 (9.7) 56.4 (9.1) 54.9 (11.0) 0.501

Female sex, n (%) 33 (27.3%) 23 (26.4%) 10 (29.4) 0.741

Height, mean (SD), cm 173.0 (8.8) 172.7 (8.3) 173.6 (10.0) 0.655

Weight, mean (SD), kg 85.9 (17.0) 86.6 (17.5) 84.2 (15.7) 0.464

BMI, mean (SD), kg/m2 28.6 (4.5) 28.9 (4.7) 27.8 (4.0) 0.221

Normal weight, n (%) 24 (19.8%) 16 (18.4%) 8 (23.5%) 0.524

Overweight, n (%) 58 (47.9%) 40 (46.0%) 18 (53.0%) 0.491

Obese, n (%) 39 (32.2%) 31 (35.6%) 8 (23.5%) 0.200

Risk factor for CVD

Arterial hypertension, n (%) 55 (45.5%) 38 (43.7%) 17 (50.0%) 0.530

Dyslipidaemia, n (%) 70 (57.9%) 54 (62.1%) 16 (47.1%) 0.133

Family history of CVD, n (%) 49 (40.5%) 30 (34.5%) 19 (55.9%) 0.031

Diabetes mellitus, n (%) 13 (10.7%) 10 (11.5%) 3 (8.8%) 0.670

Current cigarette smoker, n (%) 16 (13.2%) 13 (15.0%) 3 (8.8%) 0.216

Former cigarette smoker, n (%) 42 (34.7%) 33 (37.9%) 9 (26.5%)

Never smoked, n (%) 63 (52.1%) 41 (47.1%) 22 (64.7%)

Clinical data

STEMI, n (%) 75 (62.0%) 54 (62.1%) 21 (61.7%) 0.975

Ejection fraction, median (Q1–Q3), % 55 (53–56) 55 (54–56) 55 (50–59) 0.998

PCI LAD, n (%) 65 (53.7%) 49 (56.3%) 16 (47.1%) 0.358

Medication

ACEi/ARB, n (%) 100 (82.6%) 72 (82.8%) 28 (82.3%) 0.958

Beta blockers, n (%) 105 (86.8%) 76 (87.4%) 29 (85.3%) 0.763

Statins, n (%) 121 (100%) 87 (100%) 34 (100%) 1.000

Antidiabetic therapy, n (%) 10 (8.3%) 8 (9.2%) 2 (5.9%) 0.552
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Table 1. Cont.

All (n = 121) Low Adherence
(n = 87)

High Adherence
(n = 34) Significance

Laboratory test

HbA1c, mean (SD), % 5.81 (0.75) 5.89 (0.82) 5.60 (0.48) 0.027

Educational level

Lower, n (%) 82 (67.8%) 64 (73.6%) 18 (52.9%) 0.029

Higher, n (%) 39 (32.2%) 23 (26.4%) 16 (47.1%)

Living place

Urban and suburban, n (%) 89 (45.4%) 62 (40.2%) 27 (58.8%) 0.361

Rural, n (%) 32 (26.4%) 25 (28.7%) 7 (20.6%)

SD—standard deviation; BMI—body mass index; CVD—cardiovascular disease; STEMI—ST-elevation myocar-
dial infarction; Q1–Q3—interquartile range; PCI LAD—percutaneous coronary intervention of left anterior
descending artery; ACEi/ARB—angiotensin-converting enzyme inhibitor/angiotensin receptor blocker; HbA1c—
glycated haemoglobin.

At baseline, patients in the high-adherence group had significantly lower blood glucose
(5.39 vs. 6.08 mmol/L; p = 0.001), HbA1C (5.60% vs. 5.89%; p = 0.027), and triglyceride
levels (1.17 vs. 1.54 mmol/L; p = 0.002) than patients in the low-adherence group. These
differences mostly remained significant at follow-up, with 5.41 vs. 6.12 mmol/L (p < 0.001)
for blood glucose levels, 1.32 vs. 1.14 mmol/L (p = 0.007) for HDL, and 1.05 vs. 1.70 mmol/L
(p < 0.001) for triglyceride levels, when high- and low-adherence groups were compared,
respectively (Table 2).

Table 2. Effects of cardiac rehabilitation and diet counselling on blood glucose and lipid status in
both examined groups.

Low Medlife Adherence
(n = 87)

High Medlife Adherence
(n = 34)

Comparison between
Groups (p)

Baseline Follow-Up p Baseline Follow-Up p Baseline Follow-Up

Glucose 6.08 (1.47) 6.12 (1.43) 0.569 5.39 (0.63) 5.41 (0.71) 0.903 0.001 <0.001

TChol 3.44 (0.87) 3.45 (0.91) 0.928 3.32 (0.83) 3.10 (0.67) 0.236 0.505 0.034

HDL 1.12 (0.33) 1.14 (0.36) 0.630 1.26 (0.35) 1.32 (0.34) 0.045 0.032 0.007

LDL 1.61 (0.70) 1.57 (0.66) 0.431 1.54 (0.74) 1.34 (0.60) 0.272 0.398 0.068

Triglycerides 1.54 (0.71) 1.70 (1.28) 0.313 1.17 (0.63) 1.05 (0.37) 0.338 0.002 <0.001

All measurements are described as mean (SD) and expressed in mmol/L. TChol—total cholesterol; HDL-c—high-
density lipoprotein cholesterol; LDL-c—low-density lipoprotein cholesterol.

Cardiac rehabilitation and diet counselling were not associated with a significant
post-intervention change in the lipid status in either of the groups (Table 2), except for a
significant increase in HDL levels in the high-adherence group (from 1.26 to 1.32 mmol/L;
p = 0.045).

Figures 1–3 and Table A1 depict adherence to the specific domains in the Medlife
questionnaire of both high- and low-adherence groups at baseline and follow-up. Patients
in the high-adherence group were more adherent to most Mediterranean food consumption
domains than the low-adherence group. Patients in the low-adherence group significantly
improved adherence in several domains, while patients in the high-adherence did not.
Similarly, the Medlife Index Score significantly improved only in the low-adherence group
(from 13.8 to 16.7 points; p < 0.001), while in the high-adherence group, it did not (from
19.4 to 18.8 points; p = 0.205).
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Table 3 shows the ANCOVA tests using follow-up overall Medlife Index Score (a) and
overall Medlife Index Score difference (b) as dependent variables, high vs. low adherence
as a fixed factor, and baseline overall Medlife Index Score as a covariate in both models.
The covariate, i.e., the baseline overall Medlife Index Score, was significantly related to
both dependent variables. There was also a significant effect of the high- vs. low-adherence
groups on both dependent variables (Table 3).

Table 3. ANCOVA tests using high vs. low adherence as a fixed factor, baseline overall Medlife Index
score as a covariate, and (a) follow-up overall Medlife Index score and (b) overall Medlife Index score
difference, as dependent variables.

(a) Dependent Variable: Follow-Up Overall Medlife Index Score

Source Type III Sum of
Squares df Mean Square F Sig. Partial Eta

Squared

Corrected model 347.806 * 2 173.903 30.255 0.000 0.339

Intercept 69.921 1 69.921 12.164 0.001 0.093

Baseline overall
Medlife Index Score 240.060 1 240.060 41.764 0.000 0.261

High adherence vs.
Low adherence 31.369 1 31.369 5.457 0.021 0.044

Error 678.260 118 5.748

Total 37,299.000 121

Corrected total 1026.066 120

(b) Dependent Variable: Overall Medlife Index Score Difference

Source Type III Sum of
Squares df Mean Square F Sig. Partial Eta

Squared

Corrected model 355.211 ** 2 177.605 30.899 0.000 0.344

Intercept 69.921 1 69.921 12.164 0.001 0.093

Baseline overall
Medlife Index Score 47.355 1 47.355 8.239 0.005 0.065

High adherence vs.
Low adherence 31.369 1 31.369 5.457 0.021 0.044

Error 678.260 118 5.748

Total 1486.000 121

Corrected total 1033.471 120

Legend: * R squared = 0.339 (adjusted R squared = 0.328), ** R squared = 0.344 (adjusted R squared = 0.333).

4. Discussion

Our study showed that adherence to the Mediterranean lifestyle was associated with
more favourable glucometabolic and lipid profiles in patients after myocardial infarction.
More importantly, our findings suggest that poor adherence to the Mediterranean lifestyle—
as captured by a low score on the Medlife Index Questionnaire—may be improved by a
comprehensive cardiac rehabilitation programme, which provides dietary counselling as
part of a multifaceted lifestyle intervention through cardiac rehabilitation. To the best of
our knowledge, this is the first study in patients after myocardial infarction to assess the
adherence to, and improvement of, a Mediterranean lifestyle, which encompasses diverse
aspects of living beyond and above food consumption (i.e., food preparing, physical activity,
and socializing).
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Patients who adhered to the Mediterranean lifestyle after myocardial infarction had
better glucose and lipid profiles. In our study, high adherence (i.e., highest-tertile Medlife
Index Score) was associated with lower levels of fasting blood glucose, as well as lower
triglycerides and higher HDL-C levels, which corroborated previous findings in healthy
individuals [6,18,23]. Conversely, in contrast to previous studies in healthy individuals [24],
we found no associations with LDL-C levels. This is in line with our present understanding
of derangements in lipid metabolism. Unfavourable triglyceride/HDL cholesterol levels
are associated with obesity, diabetes, unhealthy dietary habits, and sedentary lifestyle; are
predictors of atherosclerotic vascular disease onset and progression (“atherogenic dyslip-
idaemia”); and—as opposed to LDL cholesterol—are less amendable via lipid-lowering
medication [25] but responsive to lifestyle interventions [26–28]. In our study, all patients
were on guideline-directed high-intensive statin therapy, which likely overshadowed the
effect of lifestyle on LDL cholesterol; conversely, favourable triglyceride/HDL cholesterol
levels were strongly associated with adherence to the Mediterranean lifestyle, underscor-
ing the importance of lifestyle in addressing residual cardiovascular risk, which is not
amendable via lipid-lowering medication.

More importantly, adherence to the Mediterranean lifestyle significantly improved
after a comprehensive cardiac rehabilitation programme—but only in patients with a lower
baseline Medlife Index Score. The difference between the low- and high-adherence groups
diminished to non-significant levels after cardiac rehabilitation, except for legume, veg-
etable, nut, olive, olive oil, and whole-grain product consumption; this represents the
largest room for improvement in patients with poor baseline adherence. While intuitive
in terms of a “regression to the mean” phenomenon, our findings remained significant
after ANCOVA adjustment for baseline Medlife Index Scores. Moreover, some aspects
of the Mediterranean lifestyle—such as legume and whole-grain product consumption—
improved even in patients with high baseline adherence. Conversely, patients with low
baseline adherence improved in most Mediterranean diet and dietary pattern domains.
Altogether, these findings suggest that patients with low adherence to the Mediterranean
lifestyle, as appraised with the Medlife Index Questionnaire, may benefit the most from
lifestyle interventions. In addition, there is room for improvement even in patients with
high baseline adherence—especially in below-satisfactory domains, such as the consump-
tion of nuts and olives (53%), vegetables (53%), and olive oil (29%).

Two findings in our study merit further addressing. Firstly, family history of car-
diovascular disease was associated with higher adherence to the Mediterranean lifestyle.
It seems that experiencing a cardiovascular event in the immediate family may impact
lifestyle choices—either through alarming (i.e., offspring of parents with cardiovascular
disease trying to defer atherosclerotic events) or empowerment (i.e., vertical sharing and
spreading the Mediterranean lifestyle from parents’ secondary prevention experience).
However intriguing, these speculations require further appraisal with properly designed
studies. Secondly, sociodemographic factors were important determinants of Mediter-
ranean lifestyle adherence. Education level was associated with a higher Medlife Index
Scores in our study—a finding comparable to some [29,30]—but not all [18]—reports on
healthy individuals. Lower household income [31] and socioeconomic status [32] were also
previously associated with poor adherence, whereas our study did not show a possible
impact of living place (urban/suburban vs. rural). While most reports in healthy indi-
viduals suggested a better adherence to the Mediterranean diet in rural communities [33],
the uptake of other Mediterranean lifestyle domains, such as regular exercise, may be less
pronounced [29,30]. The promotion of the Mediterranean lifestyle, therefore, should be
applied even to communities with a perceived Mediterranean way of life, which may be
prone to a “westernization” or “nutrition transition” of lifestyle patterns [34,35].

We identified some limitations of our study—firstly, sample size, design, and the single-
centre setting. Its quasi-experimental pre–post-test series design limited the data quality
and the evidence that could be derived from them. Although the sample size in this report
was fairly large as compared with similar prospective cohorts, larger and randomised,
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controlled, multicentre studies are warranted to confirm and further explicate our results.
Secondly, the extrapolation of our results to populations beyond coronary artery disease
patients, especially in terms of lipid status, should be performed with caution, as all our
patients after myocardial infarction exhibited lipid profiles compatible with high-intensity
statin management. Thirdly, using categorical variables—not continuous scale values—was
already identified as a limitation of the original study that introduced the Medlife Index
Questionnaire [10]. Fourthly, data were obtained from the questionnaire, so imprecision
and the response and social desirability biases could not be ruled-out. Finally, even at
follow-up, a large percentage of patients did not adopt the classical recommendations
of the Mediterranean lifestyle (e.g., olive oil, vegetables, or nuts) suggesting that the
implementation strategies for improvement should be refined.

5. Conclusions

In conclusion, we showed that baseline adherence to the Mediterranean lifestyle was
associated with more favourable glucose and lipid profiles in patients after myocardial
infarction. More importantly, a comprehensive cardiac rehabilitation programme, which
included Mediterranean lifestyle promotion, effectively improved adherence to the Mediter-
ranean lifestyle—especially in low-adherence patients—which was a main strength of our
report. The Mediterranean lifestyle in patients after myocardial infarction is a pivotal
guideline-derived intervention, which is associated with a favourable cardiometabolic
profile and should be especially encouraged in patients with poor baseline adherence.
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Appendix A

Table A1. Changes in the specific domains of the Medlife questionnaire after the cardiac rehabilitation
pro-gramme and comparison between groups.

High Adherence to
Mediterranean Lifestyle

(n = 34)

Low Adherence to
Mediterranean Lifestyle

(n = 87)

Comparison between
Groups

Baseline Follow-Up p Baseline Follow-Up p Baseline Follow-up

Medlife index 19.4 (1.8) 18.8 (3.0) 0.205 13.8 (2.2) 16.7 (2.7) <0.001 <0.001 0.001

Mediterranean food
consumption

Sweets (≤2 servings/week) 94% 94% 1.000 67% 93% <0.001 0.004 1.000

Red meat
(<2 servings/week) 88% 79% 0.257 67% 74% 0.083 0.030 0.663

Processed meat
(≤1 serving/week) 88% 82% 0.414 60% 74% 0.014 0.005 0.435

Eggs (2–4 servings/week) 68% 44% 0.033 32% 43% 0.061 0.001 1.000

Legumes
(≥2 servings/week) 59% 79% 0.008 38% 60% <0.001 0.060 0.068

White meat
(2 servings/week) 71% 50% 0.090 54% 55% 0.847 0.145 0.756

Fish/seafood
(≥2 servings/week) 44% 38% 0.414 32% 47% 0.007 0.307 0.496

Potatoes
(≤3 servings/week) 100% 97% 0.317 74% 87% 0.003 0.002 0.175

Low-fat dairy products
(2 servings/day) 62% 41% 0.071 31% 30% 0.841 0.004 0.331

Nuts and olives
(1–2 servings/day) 77% 53% 0.021 25% 33% 0.194 <0.001 0.075

Herbs, spices, and garnish
(≥1 servings/day) 85% 74% 0.102 63% 71% 0.144 0.032 0.981

Fruit (3–6 servings/day) 53% 38% 0.197 26% 36% 0.170 0.011 0.954

Vegetables
(≥2 servings/day) 71% 53% 0.058 38% 61% <0.001 0.002 0.551

Olive oil (≥3 servings/day) 29% 29% 1.000 6% 32% <0.001 0.001 0.938

Cereals (3–6 servings/day) 38% 24% 0.132 22% 26% 0.414 0.108 0.922

Mediterranean
dietary habits

Water or infusions 65% 50% 0.197 53% 56% 0.480 0.329 0.589

Wine 18% 6% 0.102 9% 5% 0.206 0.214 0.673

Limit salt in meals 91% 94% 0.317 79% 95% <0.001 0.200 0.673

Preference for
whole-grain products 79% 91% 0.046 63% 72% 0.059 0.134 0.047

Snacks 100% 100% 1.000 91% 97% 0.096 0.104 0.558

Limit nibbling
between meals 91% 94% 0.564 74% 92% <0.001 0.061 1.000

Limit sugar in beverages 100% 100% 1.000 87% 96% 0.005 0.033 0.558
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Table A1. Cont.

High Adherence to
Mediterranean Lifestyle

(n = 34)

Low Adherence to
Mediterranean Lifestyle

(n = 87)

Comparison between
Groups

Baseline Follow-Up p Baseline Follow-Up p Baseline Follow-up

Social habits

Physical activity
150 min/week 97% 97% 1.000 81% 92% 0.012 0.043 0.439

Siesta/nap 44% 50% 0.480 48% 44% 0.394 0.834 0.671

Hours of sleep 88% 88% 1.000 83% 89% 0.166 0.641 1.000

Watching television 35% 35% 1.000 21% 25% 0.248 0.150 0.381

Socializing with friends 74% 65% 0.317 53% 63% 0.050 0.062 1.000

Collective sports 38% 32% 0.480 16% 23% 0.134 0.017 0.437
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