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Abstract: Strong observational evidence supports the association between obesity and
cardiovascular events. In elderly high-risk subjects, the Mediterranean diet (MedDiet) was reported
to counteract the adverse cardiovascular effects of adiposity. Whether this same attenuation
is also present in younger subjects is not known. We prospectively examined the association
between obesity and cardiovascular clinical events (myocardial infarction, stroke or cardiovascular
death) after 10.9 years follow-up in 19,065 middle-aged men and women (average age 38 year)
according to their adherence to the MedDiet (<6 points or ě6 points in the Trichopoulou’s
Mediterranean Diet Score). We observed 152 incident cases of cardiovascular disease (CVD). An
increased risk of CVD across categories of body mass index (BMI) was apparent if adherence to the
MedDiet was low, with multivariable-adjusted hazard ratios (HRs): 1.44 (95% confidence interval:
0.93–2.25) for ě25 – <30 kg/m2 of BMI and 2.00 (1.04–3.83) for ě30 kg/m2 of BMI, compared to
a BMI < 25 kg/m2. In contrast, these estimates were 0.77 (0.35–1.67) and 1.15 (0.39–3.43) with
good adherence to MedDiet. Better adherence to the MedDiet was associated with reduced CVD
events (p for trend = 0.029). Our results suggest that the MedDiet could mitigate the harmful
cardiovascular effect of overweight/obesity.

Keywords: obesity; Mediterranean diet; prospective cohort study; cardiovascular disease;
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1. Introduction

The prevalence of obesity is increasing globally, and it is one of the major public health problems
in most countries. According to WHO, in the last three decades the prevalence of obesity has doubled
worldwide. As a result, the majority of world population currently live in countries where overweight
and obesity cause more deaths than insufficient weight [1].

Excess body weight is likely to be associated with clinical cardiovascular disease (CVD) even at
moderate levels of overweight and independently of traditional cardiovascular risk factors [2–5]. On
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the other hand, dietary habits play an important role as determinants of optimal health and—more
importantly—they may be especially useful for the prevention of CVD [6,7]. There is compelling
evidence that the traditional Mediterranean diet (MedDiet) has beneficial effects against all-cause
mortality and clinical cardiovascular events [8–10]. In the context of the current pandemic of
overweight/obesity, it is likely that dietary habits in line with the traditional Mediterranean dietary
pattern may attenuate the well-known detrimental effects of adiposity on cardiovascular risk. In this
line of thought, a recent study conducted in elderly high-risk subjects suggested that the MedDiet
could counteract the adverse cardiovascular effects of an increased body weight [11]. It is not known
whether this attenuation by the MedDiet of the harmful cardiovascular effects of even a moderate
degree of excess adiposity is also present in younger subjects at lower cardiovascular risk. We
prospectively assessed the association between obesity and incidence of major clinical cardiovascular
events within categories of adherence to the MedDiet in a sample of 19,065 highly educated men
and women followed-up for a mean period of 10.9 years, with mean age of 38 years old and a low
predicted risk of cardiovascular disease at baseline.

2. Experimental Section

2.1. Study Population

The SUN project is a multipurpose prospective Spanish cohort study entirely composed of
university graduates. This cohort was designed to assess associations of diet or lifestyle with
the incidence of several chronic diseases and mortality. The study protocol was approved by the
Institutional Review Board of the University of Navarra. The design, methods and objectives of the
SUN project have been described previously [12].

The recruitment of participants started in December 1999. It is a dynamic cohort permanently
open to recruitment of new participants. Up to December 2014, 22,175 participants had answered the
baseline questionnaire. Follow-up information is collected through self-administered questionnaires
sent biennially by mail.
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Figure 1. Flow-chart of participants in the SUN Project, 1999–2014.

For the present analysis, 2718 participants were lost to follow up or were recruited for the cohort
only for a short period (less than 2 years) and were therefore excluded from our analyses; in addition,
386 participants with total daily energy intake beyond percentiles 1 or 99 were also excluded. Thus,
our final sample included 19,065 participants (Figure 1).
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2.2. Anthropometric Variables

Participants’ weight was recorded at baseline. Reliability and validity of self-reported weight has
been previously assessed in a subsample of the cohort, and has shown a high correlation with directly
measured weight (r = 0.99; 95% CI: 0.99, 0.99) and a mean relative error of 1.45% [13]. Body mass index
(BMI), defined as weight in kilograms divided by the square of height in meters, was computed in
the baseline questionnaire. Reliability of self-reported weight and height used to calculate BMI has
been previously assessed [13] (r = 0.94; 95% CI: 0.91, 0.97). Mean relative error in self-reported BMI
was 2.64%.

2.3. Dietary Assessment

Usual diet was assessed at baseline with a validated semi-quantitative 136-item food-frequency
questionnaire (FFQ) [14,15]. Each item included a typical portion size, and consumption frequencies
were grouped in nine categories that ranged from “never or almost never” to “ě6 times/day.”
A trained team of dietitians updated the nutrient data bank using the latest available information
included in food composition tables for Spain [16,17]. We used the Mediterranean Diet Score
(ranging from 0 to 9 points) proposed by Trichopoulou et al. [18] to classify participants according
to their baseline adherence to the Mediterranean diet [19]. One point was assigned to persons whose
consumption was at or above the sex-specific median of components frequently consumed in the
context of traditional Mediterranean diet (vegetables, fruits/nuts, legumes, fish/seafood, cereals, and
monounsaturated/saturated (MUFA/SFA) fat ratio). The participant received also 1 point if her or
his intake was below the median for the 2 components less frequently consumed in the context of
traditional Mediterranean diet (meat and dairy products). For ethanol, 1 point was assigned only for
moderate amounts of intake (5–25 g/day for women or 10–50 g/day for men.). We dichotomized
adherence to MedDiet into 2 categories (<6 and ě6 points in the Trichopoulou’s score).

2.4. Other Covariates

We used standardized questionnaires included in the baseline questionnaire to gather
information about socio-demographic parameters (sex, age), anthropometric measurements (weight,
BMI) and health-related habits (smoking status, physical activity, sedentary lifestyle). Information
on physical activity was collected at baseline through a previously validated questionnaire that
contained time spent in 17 different activities. Physical activity was expressed in metabolic
equivalent tasks (METs = time spent at each activity in hours/week multiplied by its typical energy
expenditure) [20].

2.5. Outcome Assessment

Incidence of cardiovascular events, defined as non-fatal myocardial infarction, non-fatal stroke
reported by participants on a follow-up questionnaire or deaths due to cardiovascular disease, was
the primary endpoint. An expert panel of physicians, blinded to information on diet, anthropometric
indexes and risk factors, reviewed medical records of participants and adjudicated events applying
universal criteria for myocardial infarction and clinical criteria for the other outcomes. A non-fatal
stroke was defined as a focal neurological deficit of sudden onset and vascular mechanism lasting
>24 h. Cases of fatal stroke were documented if there was evidence of a cerebrovascular mechanism.
Deaths were reported to our research team by the participants’ next of kin, work associates and postal
authorities. For participants lost to follow-up, we consulted the National Death Index every 6 months
to identify deceased cohort members and to obtain their cause of death. Cases of fatal CHD or
stroke reported by families or postal authorities were confirmed by a review of medical records with
permission of the next of kin.
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2.6. Statistical Analyses

Analyses were performed with STATA version 12.0 (StataCorp, College Station, TX 77840, USA).
For descriptive purposes, we calculated means, standard deviations, proportions, medians, and
percentiles of baseline characteristics across levels of adherence to the Mediterranean diet. We used
Cox regression models to assess hazard ratios (HRs) and their 95% confidence intervals (CIs) for total
CVD events across categories of BMI (cut off points: 25 and 30 kg/m2). We used age as the underlying
time variable and stratified all analyses for age groups. To assess attenuation by the MedDiet of the
harmful effect of obesity, we stratified results for baseline adherence to the MedDiet (categorized
into two groups: low adherence (<6 points) and high adherence (ě6 points)). We included as
covariates potential confounders such as age (underlying time variable, plus stratification), sex,
smoking status (3 categories), physical activity during leisure time, baseline hypertension status,
baseline hypercholesterolemia status, diabetes, years of university education, and previous history
of CVD (present in only 173 participants) in multivariable analyses.

We also assessed incidence of cardiovascular events according to four categories of adherence
to MedDiet: low (2 points), low-moderate (3–4 points), moderate-high (5–6 points) and high
(7–9 points). In addition, linear trend test were also conducted using Trichopoulou’s score of
adherence to MedDiet as a continuous variable.

3. Results

Table 1 shows the baseline characteristics of participants according to their baseline adherence
to MedDiet and stratified by their baseline BMI. In addition to having a high level of education, SUN
cohort participants were relatively young at baseline (mean age 38.4 years), more likely to be women
(60.5%) and non-obese (average BMI = 23.5 kg/m2; 95.3% of participants had a BMI < 30 kg/m2).
However, participants with better adherence to MedDiet were older, more physically active, more
likely to be men and married and to follow special diets, and less likely to snacks between meals.
They were also less likely to be current smokers but more prone to being former smokers. In addition,
those participants with initial good adherence to the MedDiet were more likely to have a previous
diagnosis of hypercholesterolemia, hypertriglyceridemia, diabetes or hypertension.

Table 1. Baseline characteristics of participants according to Mediterranean diet adherence and BMI.

Low Adherence to MedDiet (<6/9) High Adherence to MedDiet (ě6/9)

BMI <25 BMI 25–30 BMI >30 BMI <25 BMI 25–30 BMI >30

N 10,169 3396 663 3208 1396 233
Age (years) 35 (10) 43 (13) 45 (12) 39 (12) 48 (12) 48 (13)
Women (%) 74.3 30.4 32.0 71.7 28.2 23.6

BMI (kg/m2) 21.6 (1.9) 26.9 (1.3) 32.5 (2.4) 21.9 (1.9) 26.9 (1.3) 32.7 (3.0)
Previous history of CVD (%) 0.4 1.3 1.5 0.8 3.0 4.3

Energy intake (kcal/day) 2479 (766) 2353 (756) 2386 (812) 2698 (786) 2633 (766) 2715 (800)
Leisure-time physical activity 20.6 (22.1) 20.4 (21.7) 15.2 (17.7) 26.8 (26.0) 24.6 (23.3) 19.7 (18.0)

Marital status
Single 53.5 30.9 27.8 43.6 19.9 5.7

Married 42.4 63.9 65.6 50.7 74.4 70.4
Others 4.0 5.2 6.6 5.7 5.8 7.7

Smoking current smokers (%) 22.9 20.4 19.6 20.8 17.9 18.0
Former smokers (%) 22.6 34.9 39.5 30.5 44.4 48.1

Baseline hypercholesterolemia (%) 11.3 22.5 32.3 17.8 33.0 38.2
Baseline triglycerides (%) 2.9 12.1 23.5 4.4 16.3 30.9
Diabetes at baseline (%) 0.9 2.8 5.7 1.6 3.5 7.3

Hypertension at baseline (%) 3.0 12.5 25.9 5.2 19.3 32.6
Years of university education 5.0 (1.47) 5.2 (1.60) 5.0 (1.51) 5.0 (1.50) 5.3 (1.72) 5.1 (1.50)

Leisure-time spent sitting
down, h/week. 3.8 (1.72) 3.8 (1.91) 3.8 (2.06) 3.9 (1.86) 4.0 (1.83) 4.1 (2.01)

TV watching, h/week. 1.6 (1.23) 1.7 (1.14) 1.8 (1.18) 1.6 (1.16) 1.7 (1.09) 1.8 (1.17)
Between-meal snacking (%) 35.2 34.7 51.3 27.9 29.3 40.8
Following special diets (%) 5.6 9.6 15.1 9.2 12.8 19.3

BMI: body mass index; SD: standard deviation; CVD: cardiovascular disease (acute coronary syndromes
or stroke).
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We observed 152 incident cases of CVD (56 non-fatal myocardial infarctions, 30 non-fatal strokes
and 66 cardiovascular deaths) after a mean of 10.9 years of follow–up. As shown in Table 2,
we assessed the relationship between classical categories of BMI and risk of CVD clinical events
according to categories of baseline adherence to MedDiet (<6 and ě6 points in the Trichopoulou’s
score). An increased risk of CVD events across categories of BMI was apparent in the low adherence
to MedDiet group. Within each group of BMI, the group with lesser conformity to MedDiet had
higher rates of age-adjusted CVD than the group with good adherence to MedDiet.

Table 2. Relative risk (hazard ratios and 95% confidence intervals) of incident cardiovascular disease
(myocardial infarction, stroke or cardiovascular death) according to baseline body mass index and
adherence to MedDiet. The SUN project 1999–2014.

Low Adherence to MedDiet (<6/9) High Adherence to MedDiet (ě6/9)

Body mass index <25 25–30 >30 <25 25–30 >30

n 10,169 3396 663 3208 1396 233

Median body mass index 21.6 26.9 32.5 21.9 26.9 32.7

events 38 59 15 15 19 6

Person-years 95,620 30,961 5814 28,260 11,917 1789

Age-adjusted rate/105 (95% CI) 40 (28–55) 74 (49–113) 97 (53–177) 31 (17–57) 43 (25–76) 86 (36–206)

Sex-, age-adjusted HR 1 (ref.) 1.52 (0.99–2.35) 2.14 (1.14–4.00) 1 (ref.) 0.97 (0.48–1.95) 1.77 (0.61–5.17)

Multivariable-adjusted HR * 1 (ref.) 1.44 (0.93–2.25) 2.00 (1.04–3.83) 1 (ref.) 0.77 (0.35–1.67) 1.15 (0.39–3.43)

* Adjusted for age (underline time variable plus stratification), sex, smoking, baseline hypercholesterolemia,
hypertension, leisure-time physical activity, hypertension, diabetes and previous history of cardiovascular
disease. Robust standard errors were used. p for interaction (BMI ˆ MedDiet) = 0.10.

Among participants with low adherence to the MedDiet and compared to participants with
a BMI < 25 kg/m2, multivariable-adjusted hazard ratios (95% confidence intervals) of CVD were
1.44 (0.93–2.25) for participants with a BMI ě25 – <30 kg/m2, and 2.00 (1.04–3.83) for participants
with BMI > 30 kg/m2. On the other hand, in the group with good adherence to the MedDiet,
multivariable-adjusted hazard ratios (HRs) were 0.77 (0.35–1.67) and 1.15 (0.39–3.43), respectively.
Therefore, there was a trend towards an attenuation of the harmful effects of obesity by the MedDiet.
However, the p value for the multiplicative interaction (to test for an effect beyond the multiplication
of both independent effects) was not statistically significant (p = 0.10).

We also confirmed an inverse association between adherence to MedDiet and CVD events
(Table 3), which was previously reported when the accrual in this cohort, measured as person-years,
was smaller [21]. In this updated analysis, participants with the highest adherence (score >7) showed
a 53% lower risk of cardiovascular events as compared to participants in the lowest adherence
category (score <2), after adjustment for potential confounders. The inverse linear trend for the
association between adherence to the MedDiet and CVD was statistically significant (p = 0.029). A
two-point increment in the Mediterranean-diet score was associated with a 7% relative reduction in
CVD risk.

Table 3. Relative risk (Hazard Ratios and 95% confidence intervals) of incident cardiovascular
disease (myocardial infarction, stroke or cardiovascular death) according to baseline adherence to
the MedDiet. The SUN project 1999–2014.

Adherence to the
Mediterranean Diet

Low
0–2

Low-Moderate
3–4

Moderate-High
5–6

High
7–9

p for
Trend

For Each
+2 Points

n 3334 7160 6431 2140
Incident cases of CVD 23 57 51 21

Person-years 32,001 66,900 57,120 18,341
Sex-, age-adjusted HR 1 (ref.) 0.88 (0.53–1.46) 0.68 (0.40–1.15) 0.58 (0.31–1.09) 0.097 0.95 (0.91–0.99)

Multivariable-adjusted HR * 1 (ref.) 0.81 (0.48–1.38) 0.58 (0.34–1.00) 0.47 (0.25–0.89) 0.029 0.93(0.89–0.98)

* Adjusted for age (underline time variable plus stratification), sex, smoking, baseline hypercholesterolemia,
hypertension, leisure-time physical activity, hypertension, diabetes and previous history of cardiovascular
disease. Robust standard errors were used. p for interaction (BMI ˆ MedDiet) = 0.10.
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Figure 2 presents multivariable-adjusted hazard ratios for the joint classification according to
both values of BMI (3 groups with the following 2 cut-off points: 25 and 30 kg/m2) and adherence to
MedDiet (two categories: low adherence (<6 points) and high adherence (ě6 points)). The reference
category was the group with low BMI (<25) and high adherence to MedDiet (score ě6). In the group
with better adherence to MedDiet, the risk of CVD was lower than in the poor adherence group across
all BMI categories.
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Figure 2. Relative risk of cardiovascular disease (HR and 95% confidence intervals) in the SUN project
according to baseline body mass index and adherence to MedDiet.

4. Discussion

This study contributes to support the evidence that closer adherence to the MedDiet could
counteract some of the adverse cardiovascular effects of overweight/obesity, not only in elderly
persons at high cardiovascular risk but also in young, healthier and highly-educated persons. Though
we did not find a statistically significant interaction and the p value for the product-term only
approached statistical significance, a biological interaction was suggested by our results. In fact, the
effect of increased adiposity was mitigated in subjects with high adherence to MedDiet.

There is evidence that excess body weight is associated with an increased risk of CVD [22,23].
Excess weight is associated with both subclinical metabolic and vascular dysfunction that, with the
passage of time, lead to an increased risk of CV events, due to a state of low-grade inflammation that
increases cardiovascular risk [24–26]. Therefore, it seems biologically plausible that the MedDiet’s
anti-inflammatory effects [27] could counter-balance the detrimental effects of obesity-associated
low-grade inflammation.

The association between overweight and CVD is not as universally acknowledged as that
between obesity and CVD. For instance, a recently published meta-analysis suggested that
overweight subjects (defined as those with a BMI of 25 to 30 kg/m2) have lower all-cause mortality
as compared to normal weight subjects. In addition, persons with grade I obesity (BMI between
30 and 35 kg/m2) had a significantly lower risk of mortality [28]. In contrast, in our study an
increased risk of CVD was observed both in obese and overweight subjects. A possible explanation
for this discrepancy lies in the presence of potential biases that may have attenuated the association
between obesity and CVD risk in previous studies conducted with older participants, such as higher
rate of tobacco use and presence of preclinical diseases. We were able to avoid this problem as
our examined sample was composed of healthy and young individuals with a low prevalence of
pre-existing disease.

We used BMI to measure excess of body weight, as it is the most widely used and accepted index
for assessing obesity. However, anthropometric indexes such as the waist-to-height (WHtR) or waist
circumference (WC) have been shown to have advantages as predictors of CVD [29,30]. Nevertheless,
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weight and height are objective and reproducible measures that have been accurately reported by our
participants in a validation study of self-reported measurements [13].

Previous studies have suggested the beneficial metabolic effects of the MedDiet, regardless of
abdominal adiposity [31–34]. Our results support a previous study that suggested a beneficial effect
from the MedDiet in obese subjects [11]. In addition, we have found evidence that extends this benefit
to overweight subjects.

There are several strengths in our research that deserve to be mentioned. We used a large sample
of participants with a high retention rate. The prospective nature of our study with its long follow-up
period allowed us to detect CVD events and avoid reverse causation bias in the reported associations.
In addition, multiple-adjusted models enabled us to control for a wide array of potential confounders.

We find that our study has a strong internal validity thanks to a high retention rate and
reliable self-reported measures reported by highly educated participants. In addition, internal
validity is reinforced by restriction to subjects with high educational levels so that the risk
for confounding by education or socio-economic levels is minimized. On the other hand, we
acknowledge some limitations of our study. First, the information on several variables was collected
through self-reporting. However, parameters such as self-reported usual diet, weight or BMI have
been previously validated [13], therefore decreasing risk of residual misclassification. In addition,
outcomes were confirmed by a panel of physicians after blindly reviewing participants’ medical
records. Second, the product-term in the fully adjusted model showed a non-significant interaction.
The relatively small number of events observed in our cohort could explain the lack of statistical
significance of this interaction product-term. However, this low number of cardiovascular events
should not be surprising given the young age and healthy characteristics of our participants.

5. Conclusions

Our study suggests benefits from the MedDiet as an effective tool for counteracting the
detrimental effects of obesity on cardiovascular health.

Acknowledgments: The authors thank the SUN project participants for their enthusiastic collaboration and
participation. The authors also thank the other members of the SUN study group: Álvaro Alonso, Silvia
Benito, Maira Bes-Rastrollo, Juan José Beunza, Jokin de Irala, Carmen De la Fuente, Miguel Delgado-Rodríguez,
Francisco Guillén-Grima, Jan Krafka, Javier Llorca, Cristina López del Burgo, Amelia Martí, Jose Alfredo
Martínez, Jorge María Núñez-Córdoba, Adriano Pimenta, Miguel Ruiz-Canela, David Sánchez, Manuel
Serrano-Martínez, and Zenaida Vázquez, as well as the members of the Department of Nutrition, Harvard School
of Public Health (Alberto Ascherio, Walter Willett, and Frank B. Hu), who helped us to design the SUN project.

Author Contributions: Conceived and designed: Miguel A. Martínez-González; Performed the research: Sonia
Eguaras; Analyzed data: Sonia Eguaras and Miguel A. Martínez-González; Wrote the paper: Sonia Eguaras and
Miguel A. Martínez-González; Critical review: all authors; Approval of the final version: all authors.

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

Funding/Support: The SUN project has received funding from the Instituto de Salud Carlos III, Official Agency
of the Spanish Government for biomedical research (grants no. PI01/0619, PI030678, PI040233, PI042241,
OI050976, PI070240, PI070312, PI081943, PI080819, PI1002293, PI1002658, RD06/0045, and G03/140); the
Ministerio de Sanidad, Política Social e Igualdad through the Plan Nacional de Drogas (2010/087); the Navarra
Regional Government (36/2001, 43/2002, 41/2005, 36/2008, 45/2011); and the University of Navarra.

References

1. World Health Organization. World Health Statistics; World Health Organization: Geneva, Switzerland, 2015.
2. Prospective Studies Collaboration; Whitlock, G.; Lewington, S.; Sherliker, P.; Clarke, R.; Emberson, J.;

Halsey, J.; Qizilbash, N.; Collins, R.; Peto, R. Body-mass index and cause-specific mortality in 900,000 adults:
Collaborative analyses of 57 prospective studies. Lancet 2009, 373, 1083–1096. [CrossRef] [PubMed]

3. Chen, Z.; Yang, G.; Zhou, M.; Smith, M.; Offer, A.; Ma, J.; Wang, L.; Pan, H.; Whitlock, G.; Collins, R.;
et al. Body mass index and mortality from ischaemic heart disease in a lean population: 10 year prospective
study of 220,000 adult men. Int. J. Epidemiol. 2006, 35, 141–150. [CrossRef] [PubMed]

9160

http://dx.doi.org/10.1016/S0140-6736(09)60318-4
http://www.ncbi.nlm.nih.gov/pubmed/19299006
http://dx.doi.org/10.1093/ije/dyi215
http://www.ncbi.nlm.nih.gov/pubmed/16258057


Nutrients 2015, 7, 9154–9162

4. Berrington de Gonzalez, A.; Hartge, P.; Cerhan, J.R.; Flint, A.J.; Hannan, L.; Macinnis, R.J.; Moore, S.C.;
Tobias, G.S.; Anton-Culver, H.; Freeman, L.B.; et al. Body-mass index and mortality among 1.46 million
white adults. N. Engl. J. Med. 2010, 363, 2211–2219. [CrossRef] [PubMed]

5. Bogers, R.P.; Bemelmans, W.J.; Hoogenveen, R.T.; Boshuizen, H.C.; Woodward, M.; Knekt, P.;
van Dam, R.M.; Hu, F.B.; Visscher, T.L.; Menotti, A.; et al. Association of overweight with increased risk
of coronary heart disease partly independent of blood pressure and cholesterol levels: A meta-analysis of
21 cohort studies including more than 300,000 persons. Arch. Intern. Med. 2007, 167, 1720–1728. [CrossRef]
[PubMed]

6. Hu, F.B.; Willett, W.C. Optimal diets for prevention of coronary heart. JAMA 2002, 288, 2569–2578.
[CrossRef] [PubMed]

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

8. Martinez-Gonzalez, M.A.; Bes-Rastrollo, M. Dietary patterns, Mediterranean diet, and cardiovascular
disease. Curr. Opin. Lipidol. 2014, 25, 20–26. [CrossRef] [PubMed]

9. Martínez-González, M.A.; Salas-Salvadó, J.; Estruch, R.; Corella, D.; Fitó, M.; Ros, E. Benefits of the
Mediterranean Diet: Insights from the PREDIMED Study. Prog. Cardiovasc. Dis. 2015, 58, 50–60. [CrossRef]
[PubMed]

10. Sofi, F.; Macchi, C.; Abbate, R.; Gensini, G.F.; Casini, A. Mediterranean diet and health status: An updated
meta-analysis and a proposal for a literatura-based adherence score. Public Health Nutr. 2014, 17, 2769–2782.
[CrossRef] [PubMed]

11. Eguaras, S.; Toledo, E.; Buil-Cosiales, P.; Salas-Salvadó, J.; Corella, D.; Gutierrez-Bedmar, M.;
Santos-Lozano, J.M.; Arós, F.; Fiol, M.; Fitó, M.; et al. Does the Mediterranean diet counteract the adverse
effects of abdominal adiposity? Nutr. Metab. Cardiovasc. Dis. 2015, 25, 569–574. [CrossRef] [PubMed]

12. Martínez-González, M.A.; Sanchez-Villegas, A.; de Irala, J.; Marti, A.; Martínez, J.A. Mediterranean diet and
stroke: Objectives and design of the SUN project. Seguimiento Universidad de Navarra. Nutr. Neurosci.
2002, 5, 65–73. [PubMed]

13. Bes-Rastrollo, M.; Perez Valdivieso, J.R.; Sanchez-Villegas, A.; Alonso, A.; Martínez-González, M.A.
Validation of the self-reported weight and body mass index of the participants in a cohort of university
graduates. Rev. Esp. Obes. 2005, 3, 352–358, (In Spanish).

14. Martínez-González, M.A.; de la Fuente-Arrillaga, C.; Nunez-Córdoba, J.M.; Basterra-Gortari, F.J.;
Beunza, J.J.; Vazquez, Z.; Benito, S.; Tortosa, A.; Bes-Rastrollo, M. Adherence to Mediterranean diet and
risk of developing diabetes: Prospective cohort study. BMJ 2008, 336, 1348–1351. [CrossRef] [PubMed]

15. De la Fuente-Arrillaga, C.; Vazquez Ruiz, Z.; Bes-Rastrollo, M.; Sampson, L.; Martínez-González, M.A.
Reproducibility of an FFQ validated in Spain. Public Health Nutr. 2010, 13, 1364–1372. [CrossRef] [PubMed]

16. Mataix, J. Tabla de Composición de Alimentos (Food Composition Tables), 4th ed.; Universidad de Granada:
Granada, Spain, 2003.

17. Moreiras, O. Tablas de Composición de Alimentos (Food Composition Tables), 5th ed.; Ediciones Pirámide:
Madrid, Spain, 2003.

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] [PubMed]

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

20. Martínez-González, M.A.; López-Fontana, C.; Varo, J.J.; Sánchez-Villegas, A.; Martinez, J.A. Validation of
the Spanish version of the physical activity questionnaire used in the Nurses’ Health Study and the Health
Professionals’ Follow-up Study. Public Health Nutr. 2005, 8, 920–927. [CrossRef] [PubMed]

21. Martínez-González, M.A.; García-López, M.; Bes-Rastrollo, M.; Toledo, E.; Martínez-Lapiscina, E.H.;
Delgado-Rodriguez, M.; Vazquez, Z.; Benito, S.; Beunza, J.J. Mediterranean diet and the incidence of
cardiovascular disease: A Spanish cohort. Nutr. Metab. Cardiovasc. Dis. 2011, 21, 237–244. [CrossRef]
[PubMed]

22. Kwagyan, J.; Retta, T.M.; Ketete, M.; Bettencourt, C.N.; Maqbool, A.R.; Xu, S.; Randall, O.S. Obesity
and cardiovascular diseases in a high-risk population: Evidence-based approach to CHD risk reduction.
Ethn. Dis. 2015, 25, 208–213. [PubMed]

9161

http://dx.doi.org/10.1056/NEJMoa1000367
http://www.ncbi.nlm.nih.gov/pubmed/21121834
http://dx.doi.org/10.1001/archinte.167.16.1720
http://www.ncbi.nlm.nih.gov/pubmed/17846390
http://dx.doi.org/10.1001/jama.288.20.2569
http://www.ncbi.nlm.nih.gov/pubmed/12444864
http://dx.doi.org/10.1161/CIRCULATIONAHA.110.968735
http://www.ncbi.nlm.nih.gov/pubmed/21690503
http://dx.doi.org/10.1097/MOL.0000000000000044
http://www.ncbi.nlm.nih.gov/pubmed/24370845
http://dx.doi.org/10.1016/j.pcad.2015.04.003
http://www.ncbi.nlm.nih.gov/pubmed/25940230
http://dx.doi.org/10.1017/S1368980013003169
http://www.ncbi.nlm.nih.gov/pubmed/24476641
http://dx.doi.org/10.1016/j.numecd.2015.03.001
http://www.ncbi.nlm.nih.gov/pubmed/25921850
http://www.ncbi.nlm.nih.gov/pubmed/11929200
http://dx.doi.org/10.1136/bmj.39561.501007.BE
http://www.ncbi.nlm.nih.gov/pubmed/18511765
http://dx.doi.org/10.1017/S1368980009993065
http://www.ncbi.nlm.nih.gov/pubmed/20105389
http://dx.doi.org/10.1056/NEJMoa025039
http://www.ncbi.nlm.nih.gov/pubmed/12826634
http://dx.doi.org/10.1136/bmj.311.7018.1457
http://www.ncbi.nlm.nih.gov/pubmed/8520331
http://dx.doi.org/10.1079/PHN2005745
http://www.ncbi.nlm.nih.gov/pubmed/16277809
http://dx.doi.org/10.1016/j.numecd.2009.10.005
http://www.ncbi.nlm.nih.gov/pubmed/20096543
http://www.ncbi.nlm.nih.gov/pubmed/26118150


Nutrients 2015, 7, 9154–9162

23. Masi, S.; Khan, T.; Johnson, W.; Wong, A.; Whincup, P.; Kuh, D.; Hughes, A.; Richards, M.; Hardy, R.;
Deanfield, J. 4C.01: Lifetime obesity, cardiovascular disease and cognitive function: A longitudinal study
from the 1946 birth cohort. J. Hypertens. 2015, 33 (Suppl. 1), e56. [CrossRef]

24. Peters, A.; McEwen, B.S. Stress habituation, body shape and cardiovascular mortality. Neurosci. Biobehav.
Rev. 2015, 56, 139–150. [CrossRef] [PubMed]

25. Esser, N.; Legrand-Poels, S.; Piette, J.; Scheen, A.J.; Paquot, N. Inflammation as a link between obesity,
metabolic síndrome and type 2 diabetes. Diabetes. Res. Clin. Pract. 2014, 105, 141–150. [CrossRef] [PubMed]

26. Oliver, E.; McGillicuddy, F.; Philips, C.; Toomey, S.; Roche, H.M. The role of inflammation and macrophage
accumulation in the development of obesity-induced type 2 diabetes mellitus and the possible therapeutic
effects of long-chain n-3 PUFA. Proc. Nutr. Soc. 2010, 69, 232–243. [CrossRef] [PubMed]

27. Schwingshackl, L.; Hoffmann, G. Mediterranean dietary pattern, inflammation and endothelial function: A
systematic review and meta-analysis of intervention trials. Nutr. Metab. Cardiovasc. Dis. 2014, 24, 929–939.
[CrossRef] [PubMed]

28. Flegal, K.M.; Kit, B.K.; Orpana, H.; Graubard, B.I. Association of all-cause mortality with overweight and
obesity using standard body mass index categories: A systematic review and meta-analysis. JAMA 2013,
309, 71–82. [CrossRef] [PubMed]

29. Gelber, R.P.; Gaziano, J.M.; Orav, E.J.; Manson, J.E.; Buring, J.E.; Kurth, T. Measures of obesity and
cardiovascular risk among men and women. J. Am. Coll. Cardiol. 2008, 52, 605–615. [CrossRef] [PubMed]

30. De Hollander, E.L.; Bemelmans, W.J.; Boshuizen, H.C.; Friedrich, N.; Wallaschofski, H.;
Guallar-Castillón, P.; Walter, S.; Zillikens, M.C.; Rosengren, A.; Lissner, L.; et al. The association
between waist circumference and risk of mortality considering body mass index in 65-to 74-years-olds: A
meta-analysis of 29 cohorts involving more than 58,000 elderly persons. Int. J. Epidemiol. 2012, 41, 805–817.
[CrossRef] [PubMed]

31. Guallar-Castillón, P.; Rodríguez-Artalejo, F.; Tormo, M.J.; Sánchez, M.J.; Rodríguez, L.; Quirós, J.R.;
Navarro, C.; Molina, E.; Martínez, C.; Marín, P.; et al. Major dietary patterns and risk of coronary heart
disease in middle-aged persons from a Mediterranean country: The EPIC-Spain cohort study. Nutr. Metab.
Cardiovasc. Dis. 2012, 22, 192–199. [CrossRef] [PubMed]

32. Sánchez-Taínta, A.; Estruch, R.; Bulló, M.; Corella, D.; Gómez-Gracia, E.; Fiol, M.; Algorta, J.; Covas, M.I.;
Lapetra, J.; Zazpe, I.; et al. Adherence to a Mediterranean-type diet and reduced prevalence of clustered
cardiovascular risk factors in a cohort of 3204 high-risk patients. Eur. J. Cardiovasc. Prev. Rehabil. 2008, 15,
589–593. [CrossRef] [PubMed]

33. García-Férnandez, E.; Rico-Cabanas, L.; Rosgaard, N.; Estruch, R.; Bach-Faig, A. Mediterranean diet and
cardiodiabesity: A review. Nutrients 2014, 6, 3474–3500. [CrossRef] [PubMed]

34. Aljefree, N.; Ahmed, F. Association between dietary pattern and risk of cardiovascular disease among
adults in the Middle East and North Africa region: A systematic review. Food Nutr. Res. 2015, 59, 27486.
[CrossRef] [PubMed]

© 2015 by the authors; licensee MDPI, Basel, Switzerland. This article is an open
access article distributed under the terms and conditions of the Creative Commons by
Attribution (CC-BY) license (http://creativecommons.org/licenses/by/4.0/).

9162

http://dx.doi.org/10.1097/01.hjh.0000467495.37471.23
http://dx.doi.org/10.1016/j.neubiorev.2015.07.001
http://www.ncbi.nlm.nih.gov/pubmed/26148986
http://dx.doi.org/10.1016/j.diabres.2014.04.006
http://www.ncbi.nlm.nih.gov/pubmed/24798950
http://dx.doi.org/10.1017/S0029665110000042
http://www.ncbi.nlm.nih.gov/pubmed/20158940
http://dx.doi.org/10.1016/j.numecd.2014.03.003
http://www.ncbi.nlm.nih.gov/pubmed/24787907
http://dx.doi.org/10.1001/jama.2012.113905
http://www.ncbi.nlm.nih.gov/pubmed/23280227
http://dx.doi.org/10.1016/j.jacc.2008.03.066
http://www.ncbi.nlm.nih.gov/pubmed/18702962
http://dx.doi.org/10.1093/ije/dys008
http://www.ncbi.nlm.nih.gov/pubmed/22467292
http://dx.doi.org/10.1016/j.numecd.2010.06.004
http://www.ncbi.nlm.nih.gov/pubmed/20708394
http://dx.doi.org/10.1097/HJR.0b013e328308ba61
http://www.ncbi.nlm.nih.gov/pubmed/18830087
http://dx.doi.org/10.3390/nu6093474
http://www.ncbi.nlm.nih.gov/pubmed/25192027
http://dx.doi.org/10.3402/fnr.v59.27486
http://www.ncbi.nlm.nih.gov/pubmed/26088003

	Introduction 
	Experimental Section 
	Study Population 
	Anthropometric Variables 
	Dietary Assessment 
	Other Covariates 
	Outcome Assessment 
	Statistical Analyses 

	Results 
	Discussion 
	Conclusions 

