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ABSTRACT

Despite earlier meta-analyses on the association between adherence to a Mediterranean diet (MD) and risk of diabetes, there is no comprehensive
and updated study assessing this issue. Furthermore, no earlier study has examined the nonlinear dose–response relation between consumption of
an MD and risk of diabetes. The current systematic review and meta-analysis was conducted to investigate the linear and nonlinear dose–response
relation between MD and incidence of diabetes. Using relevant keywords, electronic searches for prospective studies were conducted in ISI Web
of Science, PubMed, and Scopus until January 2022. The reported HRs or ORs in the primary studies were regarded as RRs. The overall effect was
calculated using a random-effects model that accounts for between-study variability. The potential nonlinear dose–response associations were
tested using a 2-stage hierarchical regression model. Based on 16 prospective studies (with 17 effect sizes), we found that the greatest adherence
to the MD was significantly associated with a reduced risk of diabetes (pooled RR: 0.83; 95% CI: 0.77, 0.90; I2 = 79%, P ≤ 0.001). Based on linear
dose–response analysis, each 1-score increase in the Mediterranean diet score was associated with a 3% decreased risk of diabetes (HR = 0.97; 95%
CI: 0.96, 0.98; P < 0.001). A nonlinear relation (P-nonlinearity = 0.001) was also observed between MD score and risk of type 2 diabetes. Even modest
adherence to the MD was linked to a decreased incidence of type 2 diabetes. The protocol is also registered in the International Prospective Register
Of Systematic Reviews (PROSPERO) database (https://www.crd.york.ac.uk/PROSPERO/; registration ID: CRD 42021265332). Adv Nutr 2022;13:1787–
1798.

Statement of Significance: Based on the literature, although previous meta-analyses have reviewed the association between Mediterranean
diet and risk of type 2 diabetes, several restrictions may distort these results. Notably, this is the first study to assess whether there is a nonlinear
dose–response relation between adherences to Mediterranean diet and the risk of type 2 diabetes.
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Introduction
Diabetes affected at least 463 million persons aged 20 to
79 y worldwide in 2019, and caused approximately 4 million
deaths (1). It is projected that this condition will affect 693
million people in 2045 (2). Individuals with diabetes are more
likely to develop cardiovascular disease (3) and cancers (4,
5). The International Diabetes Federation has reported that
approximately 10% of the global health expenditure is spent
on diabetes (1); therefore, preventive measures to reduce the
incidence of diabetes are of high priority.

Physical activity, dietary factors, smoking, and alcohol
use are contributing factors to the risk of diabetes (6).
In terms of dietary factors, specific dietary patterns have
received great attention in recent years. The Mediterranean
diet (MD) is a well-known healthy diet, whose beneficial
effects on human health have earlier been investigated (7).
It must be kept in mind that the prevalence of obesity
among residents of Mediterranean areas is high (8). Given
the role of obesity in the incidence of noncommunicable
diseases, including diabetes, increasing prevalence of these
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conditions along with obesity is expected (9). Earlier studies
have demonstrated an inverse association between adherence
to an MD and incidence of diabetes (10–12); however, some
other studies have reached no significant link between the
MD and diabetes (13). Although the MD is high in fat, it
contains high amounts of olive oil, nuts, and magnesium,
which may beneficially affect the risk of diabetes (14–16).
In a meta-analysis in 2017, a strong inverse relation was
found between adherence to an MD and incidence of diabetes
(10). Since the publication of that meta-analysis, several
prospective studies have appeared. The latest meta-analysis
in this regard had several drawbacks: some original articles
were missing, errors in data extraction, and inclusion of
relevant papers as well as lack of assessment for a nonlinear
dose–response relation (17). We therefore aimed to perform
a comprehensive updated systematic review and a dose–
response meta-analysis of prospective cohort studies on the
relation between adherence to the MD diet and risk of type 2
diabetes.

Methods
We followed the guidelines of Meta-Analysis of Observa-
tional Studies in Epidemiology (MOOSE) and Preferred
Reporting Items for Systematic Reviews and Meta-Analyses
(PRISMA) to report the current study (18, 19). The study’s
protocol was registered in the International Prospective
Registry of Systematic Reviews (https://www.crd.york.ac.uk/
prospero/, registration code: CRD42021265332).

Literature search
Literature searches were conduct∗ed using electronic

databases, including Institute for Scientific Information Web
of Science (ISI Web of Science), PubMed, and Scopus until
11 January 2022. Our search strategy included the following
keywords: 1) (“Mediterranean diet” and “Mediterranean”), 2)
(“Diabetes Mellitus,” “diabetes,” and “insulin resistance”), 3)
(“Cohort Studies,” “Cohort,” “prospective,” “longitudinal,”
“Case-Control Studies,” “nested case control,” prospective∗,
“risk,” and “follow-up”). Keywords in groups 1, 2, and 3 were
combined with “AND” as a Boolean operator. No publication
date or language restrictions were applied. In addition, the
reference lists of the pertinent publications were examined
to ensure that no publication was missed. The titles and
abstracts of the identified papers were separately examined
by 2 reviewers (PS and SE-K), and differences were resolved
through consultation with AS-A.
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Eligibility criteria
The following criteria were used to determine whether or not
an article was to be included: 1) prospective cohort design
(cohort, case-cohort, or nested case-control), 2) studies that
examined the relation between adherence to the MD and
incidence of diabetes as the outcome, 3) those that reported
the risk estimates (HRs or RRs) along with 95% CIs, and
4) studies in the general population (i.e., those that were
conducted in patients only were not included). If more than 1
study published data on the same cohort, we used the record
with the largest sample size and/or the longest follow-up
duration.

Data extraction
The first author’s last name, study location, publication
year, sample size, number of individuals with diabetes,
follow-up duration, participants’ sex and age, assessment
of exposure, assessment of outcome, confounders adjusted
for in multivariate analyses, and multivariable-adjusted risk
estimates were extracted independently by 2 investigators (PS
and SE-K). When several regression models had been applied
in an article, the risk estimate with the fully adjusted model
was considered.

Quality assessment
The Newcastle-Ottawa Scale (NOS) was used to evaluate
the study’s quality (scores ranged from 0 to 9) (20). This
scale considers 3 primary domains for quality evaluation:
“selection,” “comparability,” and “outcome.”

1) In the “selection” domain, 4 elements are examined:
representatives of the exposed cohort, selection of the
nonexposed cohort, exposure determination, and proof
that the outcomes did not exist at baseline.

2) In the “comparability” domain, the control of con-
founders in study design or analysis was taken into
account.

3) The “outcome” domain evaluates the ascertainment of
outcomes, the follow-up time, and the adequacy of cohort
follow-up.

4) Studies that received 1–2 points in the “comparability”
domain, 3–4 points in the “selection” domain, and 2–
3 points in the “outcome” domain were regarded to
have good overall quality. They were rated fair if they
received 2, 1–2, and, 2–3 points in the “selection” domain,
“comparability” domain, and “outcome” domain, respec-
tively, and low if they received 0–1, 0, and 0–1 points,
in the “selection” domain, “comparability” domain, and
“outcome” domain, respectively. High-quality studies
were considered as those with a score of 7 points or higher.

Statistical analyses
For all analyses in this study, we used the RRs and 95%
CIs as effect sizes. In the original papers, the published
ORs or HRs were considered as RRs. A random-effects
model was used to calculate the overall effect, which takes
into account the variability between studies. Cochran’s Q
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FIGURE 1 Flowchart of study selection process.

test and I2 were used to assess statistical heterogeneity
between studies (21). We used a priori subgroup analysis
based on gender and geographical location at first (as
mentioned in our PROSPERO registration); however, after
reviewing all the included studies, we performed further
subgroup analyses based on the number of study participants,
follow-up duration, diabetes assessment method, quality of
studies, and MD scoring methods to find possible sources
of heterogeneity (these factors were not registered in our
PROSPERO registration). The sensitivity analysis was carried
out by removing effect sizes from the analysis one by one
to examine the potential effect of each article on pooled
effect sizes. Egger’s test was used to assess publication bias
(weighted linear regression test) (22). For dose–response
meta-analysis, log RRs and their corresponding SEs, as well
as number of incident diabetes cases and person-years for n-
tiles of Mediterranean diet score were extracted. A method

recommended by Aune et al. (23) was applied to calculate the
number of incident cases of diabetes if it was not reported.
A 2-stage random-effects nonlinear dose–response meta-
analysis using restricted cubic splines was conducted to
assess the nonlinear dose–response association. This method
was performed to find the dose with the optimum effect.
Furthermore, we examined changes in disease risk per each
point increment in the Mediterranean diet score using a
1-stage random-effects dose–response model assuming a
linear trend. The dose–response analyses were conducted
using DRMETA package developed for STATA by Orsini et al
(24). STATA version 16.0 was used for all analyses (StataCorp
2019; Stata Statistical Software: release 16; StataCorp LLC). P
< 0.05 was regarded as statistically significant. The certainty
of evidence was assessed by the use of the Grading of Rec-
ommendations Assessment, Development, and Evaluation
(GRADE) method (25).
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Results
Literature search and study characteristics
Our initial search yielded 6356 papers, of which 2452 were
duplicates. After reviewing the titles and/or abstracts, 3867
articles did not meet the inclusion criteria. Then, after
reading the full text of the remaining 37 papers, 3 studies were
excluded because their outcome was not the incidence of
diabetes (e.g., the outcomes were improvement in metabolic
syndrome components and development of impaired fasting
glucose) (26–28). One study was excluded because of
assessing a mixed outcome (e.g., diabetes with cardiovascular
events and death together) (29). Five studies that were
conducted on patients [patients with recent myocardial
infarction (30), patients with prediabetes (31), patients
after renal transplantation (32), patients with nonalcoholic
fatty liver disease (33), women who have had gestational
diabetes mellitus in the past (34)] were also excluded. Five
additional papers did not provide sufficient data (35–39).
Out of 23 remaining studies, some were conducted on the
same population [3 on the Seguimiento Universidad de
Navarra (SUN) cohort (40–42), 4 on the European Prospec-
tive Investigation into Cancer and Nutrition (EPIC) study
(43–46), 2 on the Multi-Ethnic Cohort (MEC) study (47,
48), 2 on the Tehran Lipid and Glucose Study (TLGS) study
(13, 49)]. Therefore, we included the one with the largest
sample size and the longest follow-up (40, 46, 47). One
article reported the results for men and women separately;
therefore, it was considered as 2 separate effect sizes (47).
Finally, the current analysis contained 16 articles (11, 12, 40,
46, 47, 49–59).

For the dose–response analysis, 5 publications were
excluded because they did not report sufficient data on
the number of individuals with diabetes or person-years of
follow-up (49, 54, 55, 57, 58). In case of several publications
from the same cohort, we included the article with sufficient
data (41, 46, 48). Figure 1 shows the article selection
procedure.

Seven studies were from the United States (11, 12, 47,
50–52, 56), 5 from Europe (40, 46, 53–55), 2 from Asia
(49, 59), and 2 from Oceania (57, 58). All studies reported
data on diabetes incidence, assessed dietary intakes using a
validated food-frequency questionnaire, and gave adjusted
risk estimates. All studies, except for 4, were of high quality
(12, 45, 51, 58) (Supplemental Table 1). Table 1 summarizes
the general characteristics of all qualified papers.

Findings from the meta-analysis
Using random-effects meta-analysis of 16 prospective studies
(17 effect sizes, n = 759,806), we observed that individuals
who adhered most to the MD were less likely to develop
type 2 diabetes than those who adhered least to the MD
(pooled RR: 0.83; 95% CI: 0.77, 0.90; I2 = 79%, P ≤ 0.001);
however, significant between-study heterogeneity was seen.
In Egger’s test, there was no evidence of publication bias (P =
0.26) (Figure 2). The pooled RR did not considerably change
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FIGURE 2 Forest plot displaying the RRs and 95% CIs of type 2 diabetes for the highest compared with lowest adherence to the
Mediterranean diet based on prospective cohort studies. The black squares represent the RRs, the size of which shows the study’s weight
in the analysis (weights come from random-effects analysis), and the horizontal lines represent the 95% CIs for each study. The diamond’s
center is the RR’s summary estimate, and its width represents the summary estimate’s 95% CIs. ALSWH, Australian Longitudinal Study on
Women’s Health; ARIC, Atherosclerosis Risk in Communities; CARDIA, Coronary Artery Risk Development in Young Adults; CDCdC, CDC de
Canarias; EPIC, European Investigation into Cancer and Nutrition; ES, effect size; HPFS, Health Professionals Follow-Up Study; MCCS,
Melbourne Collaborative Cohort Study; MESA, Multi-Ethnic Study of Atherosclerosis; MEC, Multi-Ethnic Cohort; SCHS, Singapore Chinese
Health Study; SUN, Seguimiento Universidad de Navarra; TLGS, Tehran Lipid and Glucose Study; UKB, UK Biobank; WHI, Women’s Health
Initiative; WHS, Women’s Health Study.

when a single study was excluded in the sensitivity analysis
(Supplemental Figure 1).

Subgroup analyses based on gender, geographical
location, number of study participants, duration of follow-
up, diabetes assessment method, quality of studies, and
MD scoring methods were conducted. We found that
between-study heterogeneity was explained by the MD
scoring methods (P-between-study heterogeneity = 0.05)
(Supplemental Table 2).

Different scoring methods had been used in the included
papers, as is shown in Table 2. All of the articles that were

included in our dose–response analysis used a 9-point
scale of MD, except for 1 study, for which we converted
the dose in each category to a 9-point scale. To do this, we
considered the median points of the Mediterranean score
in the 15-point scale (score medians across tertiles in the
paper were 3, 6.5, and 10.5, respectively) as 1.8, 3.9, and
7.6 as the median points in the traditional 9-point scale
(60). According to the linear dose–response analysis, each
1-point increase in the score of MD was related to a 3%
decreased risk of diabetes (RR = 0.97; 95% CI: 0.96, 0.98; P
≤ 0.001). A nonlinear relation between MD score and risk of
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type 2 diabetes was also observed (P-nonlinearity = 0.003),
with a steeper inverse relation at greater scores (Figure 3).
Between-study heterogeneity for dose–response meta-
analysis was significant (P = 0.001). The certainty of evidence
was rated as low due to downgrades for inconsistency and
an upgrade for dose–response gradient (Supplemental
Table 3).

Discussion
In the current meta-analysis, we observed a significant
inverse relation between greater adherence to the MD and
the risk of diabetes in a total sample of 759,806 subjects
from diverse parts of the world. Each 1-point increase in
the MD score was linked to a 3% reduction in diabetes risk.
To the best of our knowledge, this is the most updated and
comprehensive dose–response meta-analysis on adherence
to the MD and risk of diabetes.

In the late 1970s, Ancel Keys of the Seven Countries Study
established the typical MD (61). The main characteristics
of the MD are high consumption of vegetables and fruits,
MUFAs, whole grains, fish, plant proteins, and low-fat dairy
products; moderate alcohol consumption (red wine); and
low consumption of red meat (62). In a longitudinal clinical
trial, administration of an MD resulted in a reduced risk
of diabetes after a median of 4 y of follow-up (63). Earlier
meta-analyses (10, 17, 64–66) on adherence to the MD
and incidence of diabetes have shown a significant inverse
association between these 2. In the latest meta-analysis in
this regard, Zeraattalab-Motlagh et al. (17) reached an inverse
association; however, that publication had some drawbacks.
For example, they missed some original articles, including
the study of Bantle et al. (50) and they had some errors in data
extraction and choosing the appropriate articles for inclusion
in the meta-analysis. Moreover, they did not investigate
the nonlinear dose–response relation. Earlier meta-analyses
reported RRs of 0.87 (10), 0.79 (17), 0.83 (64), 0.77 (65),
and 0.80 (66) for adherence to the MD and risk of type 2
diabetes. Given that adherence to the MD was associated with
a reduced risk of obesity and overweight (67), many cancers
(68), cognitive impairment (69), cardiovascular disease,
and mortality (70), it is concluded that the MD can be
recommended to people in the community.

As a biological explanation for our findings, the antiox-
idant load of the MD can be considered. The antioxidant
content of this dietary pattern can affect the risk of diabetes
through inhibiting oxidative stress, which is involved in the
development of insulin resistance and dysfunction of beta
cells (71). This diet is also high in magnesium, due to its
high content of vegetables, legumes, and nuts. Magnesium
deficiency has been linked to insulin resistance; therefore,
the high magnesium content of this dietary pattern might
also play a role in protecting against diabetes (72). Moreover,
dietary fiber in several food items in this dietary pattern can
help delay gastric emptying, which could, in turn, slow down
digestion and glucose absorption and, as a result, it might
help lower serum insulin concentrations (73). Moderate
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FIGURE 3 Linear dose–response association between adherence to the Mediterranean diet and risk of diabetes. Adjusted RRs and 95%
CIs (dashed lines) are reported. The horizontal axis represents the score of adherence to the Mediterranean diet and the vertical axis
represents the risk ratio for diabetes. A nonlinear relation between Mediterranean diet score and risk of type 2 diabetes was observed, with
a steeper inverse relation with greater scores.

alcohol consumption in the MD can also provide a reason for
improving insulin sensitivity (74). Another benefit of the MD
is its effect on weight control (75), through which it might
affect the risk of diabetes (76).

When interpreting our findings, there are some limi-
tations to consider. Although a higher adherence to the
MD was associated with a lower risk of diabetes, statisti-
cal heterogeneity between studies was significant. Various
subgroup analyses based on the number of study partici-
pants, follow-up duration, sex, diabetes assessment method,
geographical location, quality of studies, and MD scoring
methods were conducted; however, the heterogeneity found
between studies was not fully explained by any of the
above-mentioned variables. One more point to consider is
the single measurement of diet at study baseline in most
included studies, while dietary intakes might have changed
over years of follow-up. Moreover, most included studies in
the meta-analysis had adjusted for the majority of probable
confounders; however, residual confounding cannot be ig-
nored due to the observational nature of these investigations.
Although prospective cohort studies are less prone to recall
bias, a large number of articles assessed dietary intakes using
food-frequency questionnaires, in which misclassification is
unavoidable. Additionally, only 2 studies were from Asia,
and all other studies came from Western countries. To
confirm our findings, further investigation is needed in other
populations with various environmental conditions, genetic
susceptibilities, and dietary preferences.

In conclusion, the current systematic review and meta-
analysis of prospective cohort studies found evidence of
a dose–response relation between adherence to the MD
and incidence of diabetes. Even individuals with moderate
to high adherence to the MD were less likely to develop

diabetes than those with a poor adherence to this dietary
pattern. Prospective studies in different regions of the
world, in particular in underdeveloped and developing
nations, are needed in the future to confirm the current
findings.

Acknowledgments
The authors’ responsibilities were as follows—PS, AS-A,
and AE: contributed to the study concept and designed the
research; PS and SE-K: screened articles and extracted data;
PS and AS-A: analyzed data; PS, SE-K, AS-A and AE: drafted
the manuscript; AE and AS-A: supervised the study; and all
authors: read and approved the final manuscript.

Data Availability
The data that support the findings of this study are available
from the corresponding author, [author initials], upon
reasonable request.

References
1. International Diabetes Federation. IDF Diabetes Atlas. 9th ed. Brussels

(Belgium): International Diabetes Federation; 2019.
2. Cho NH, Shaw JE, Karuranga S, Huang Y, da Rocha Fernandes JD,

Ohlrogge AW, et al. IDF Diabetes Atlas: global estimates of diabetes
prevalence for 2017 and projections for 2045. Diabetes Res Clin Pract
2018;138:271–81.

3. Sarwar N, Gao P, Seshasai SR, Gobin R, Kaptoge S, Di Angelantonio E,
et al. Diabetes mellitus, fasting blood glucose concentration, and risk
of vascular disease: a collaborative meta-analysis of 102 prospective
studies. Lancet 2010;375(9733):2215–22.

4. Atchison EA, Gridley G, Carreon JD, Leitzmann MF, McGlynn KA.
Risk of cancer in a large cohort of U.S. veterans with diabetes. Int J
Cancer 2011;128(3):635–43.

5. Tseng C-H, Tseng F-H. Diabetes and gastric cancer: the potential links.
World J Gastroenterol 2014;20(7):1701–11.

1796 Sarsangi et al.



6. Mozaffarian D, Kamineni A, Carnethon M, Djoussé L, Mukamal KJ,
Siscovick D. Lifestyle risk factors and new-onset diabetes mellitus
in older adults: the cardiovascular health study. Arch Intern Med
2009;169(8):798–807.

7. Tsigalou C, Konstantinidis T, Paraschaki A, Stavropoulou E, Voidarou
C, Bezirtzoglou E. Mediterranean diet as a tool to combat inflammation
and chronic diseases. An overview. Biomedicines 2020;8(7):
201.

8. Musaiger AO. Overweight and obesity in eastern Mediterranean
region: prevalence and possible causes. J Obesity 2011;2011:
407237.

9. Banjare J, Bhalerao S. Obesity associated noncommunicable disease
burden. Int J Health Allied Sci 2016;5:81.

10. Jannasch F, Kröger J, Schulze MB. Dietary patterns and type 2 diabetes:
a systematic literature review and meta-analysis of prospective studies.
J Nutr 2017;147(6):1174–82.

11. O’Connor LE, Hu EA, Steffen LM, Selvin E, Rebholz CM. Adherence
to a Mediterranean-style eating pattern and risk of diabetes in a U.S.
prospective cohort study. Nutr Diabetes 2020;10(1):8.

12. Ahmad S, Demler OV, Sun Q, Moorthy MV, Li C, Lee IM, et al.
Association of the Mediterranean diet with onset of diabetes
in the Women’s Health Study. JAMA Netw open 2020;3(11):
e2025466.

13. Ramezan M, Asghari G, Mirmiran P, Tahmasebinejad Z, Azizi F.
Mediterranean dietary patterns and risk of type 2 diabetes in the Islamic
Republic of Iran. East Mediterr Health J 2019;25(12):896–904.

14. Rice Bradley BH. Dietary fat and risk for type 2 diabetes: a review of
recent research. Curr Nutr Rep 2018;7(4):214–26.

15. Schwingshackl L, Lampousi AM, Portillo MP, Romaguera D, Hoffmann
G, Boeing H. Olive oil in the prevention and management of
type 2 diabetes mellitus: a systematic review and meta-analysis
of cohort studies and intervention trials. Nutr Diabetes 2017;7(4):
e262.

16. Lovejoy JC. The impact of nuts on diabetes and diabetes risk. Curr
Diabetes Rep 2005;5(5):379–84.

17. Zeraattalab-Motlagh S, Jayedi A, Shab-Bidar S. Mediterranean dietary
pattern and the risk of type 2 diabetes: a systematic review and
dose-response meta-analysis of prospective cohort studies. Eur J Nutr
2022.doi:10.1007/s00394-021-02761-3.

18. Moher D, Liberati A, Tetzlaff J, Altman DG. Preferred Reporting Items
for Systematic Reviews and Meta-Analyses: the PRISMA statement.
BMJ 2009;339:b2535.

19. Stroup DF, Berlin JA, Morton SC, Olkin I, Williamson GD, Rennie D,
et al. Meta-analysis of observational studies in epidemiology: a proposal
for reporting. Meta-analysis Of Observational Studies in Epidemiology
(MOOSE) group. JAMA 2000;283(15):2008–12.

20. Wells GA, Shea B, O’Connell D, Peterson J, Welch V, Losos M,
et al. The Newcastle-Ottawa Scale (NOS) for assessing the quality of
nonrandomized studies in meta-analyses. [Internet]. [Cited 2019 Feb 1].
Available from: http://www.ohri.ca/programs/clinical_epidemiology/
oxford.asp.

21. Higgins JP, Thompson SG. Quantifying heterogeneity in a meta-
analysis. Stat Med 2002;21(11):1539–58.

22. Egger M, Davey Smith G, Schneider M, Minder C. Bias in meta-analysis
detected by a simple, graphical test. BMJ 1997;315(7109):629–34.

23. Aune D, Lau R, Chan DS, Vieira R, Greenwood DC, Kampman E, et al.
Nonlinear reduction in risk for colorectal cancer by fruit and vegetable
intake based on meta-analysis of prospective studies. Gastroenterology
2011;141(1):106–18.

24. Orsini N. DRMETA: Stata module for dose-response meta-analysis
2019 [Internet]. Available from: https://EconPapers.repec.org/RePEc:
boc:bocode:s458546.

25. Guyatt GH, Oxman AD, Vist GE, Kunz R, Falck-Ytter Y, Alonso-Coello
P, et al.; GRADE Working Group. GRADE: an emerging consensus
on rating quality of evidence and strength of recommendations. BMJ
2008;336(7650):924–6.

26. Rumawas ME, Meigs JB, Dwyer JT, McKeown NM, Jacques PF.
Mediterranean-style dietary pattern, reduced risk of metabolic

syndrome traits, and incidence in the Framingham Offspring Cohort.
Am J Clin Nutr 2009;90(6):1608–14.

27. Tzima N, Pitsavos C, Panagiotakos DB, Skoumas J, Zampelas A,
Chrysohoou C, et al. Mediterranean diet and insulin sensitivity, lipid
profile and blood pressure levels, in overweight and obese people; the
Attica study. Lipids Health Dis 2007;6(1):22.

28. Santiago-Torres M, Shi Z, Tinker LF, Lampe JW, Allison MA,
Barrington W, et al. Diet quality indices and risk of metabolic syndrome
among postmenopausal women of Mexican ethnic descent in the
Women’s Health Initiative Observational Study. Nutr Healthy Aging
2020;5(4):261–72.

29. Domínguez LJ, Bes-Rastrollo M, de la Fuente-Arrillaga C, Toledo E,
Beunza JJ, Barbagallo M, et al. Similar prediction of total mortality,
diabetes incidence and cardiovascular events using relative- and
absolute-component Mediterranean diet score: the SUN cohort. Nutr
Metab Cardiovasc Dis 2013;23(5):451–8.

30. Mozaffarian D, Marfisi R, Levantesi G, Silletta MG, Tavazzi L, Tognoni
G, et al. Incidence of new-onset diabetes and impaired fasting glucose
in patients with recent myocardial infarction and the effect of clinical
and lifestyle risk factors. Lancet 2007;370(9588):667–75.

31. Filippatos TD, Panagiotakos DB, Georgousopoulou EN, Pitaraki E,
Kouli GM, Chrysohoou C, et al.; ATTICA Study Group. Mediterranean
diet and 10-year (2002-2012) incidence of diabetes and cardiovascular
disease in participants with prediabetes: the ATTICA study. Rev Diabet
Stud 2016;13(4):226–35.

32. Osté MCJ, Corpeleijn E, Navis GJ, Keyzer CA, Soedamah-Muthu SS,
Van Den Berg E, et al. Mediterranean style diet is associated with
low risk of new-onset diabetes after renal transplantation. BMJ Open
Diabetes Res Care 2017;5(1):e000283.

33. Kouvari M, Boutari C, Chrysohoou C, Fragkopoulou E, Antonopoulou
S, Tousoulis D, et al. Mediterranean diet is inversely associated with
steatosis and fibrosis and decreases ten-year diabetes and cardiovascular
risk in NAFLD subjects: results from the ATTICA prospective cohort
study. Clin Nutr 2020;40(5):3314–24, ATTICA Study Investigators.

34. Tobias DK, Hu FB, Chavarro J, Rosner B, Mozaffarian D, Zhang CL.
Healthful dietary patterns and type 2 diabetes mellitus risk among
women with a history of gestational diabetes mellitus. Arch Intern Med
2012;172(20):1566–72.

35. Stamatelopoulos K, Papavagelis C, Augoulea A, Armeni E, Karagkouni
I, Avgeraki E, et al. Dietary patterns and cardiovascular risk in
postmenopausal women: protocol of a cross-sectional and prospective
study. Maturitas 2018;116:59–65.

36. Mitchell A, Fall T, Melhus H, Wolk A, Michaëlsson K, Byberg L. Is the
effect of Mediterranean diet on hip fracture mediated through type 2
diabetes mellitus and body mass index? Int J Epidemiol 2020;50(1):234–
44.

37. May AM, Struijk EA, Fransen HP, Onland-Moret NC, de Wit GA, Boer
JMA, et al. The impact of a healthy lifestyle on Disability-Adjusted Life
Years: a prospective cohort study. BMC Med 2015;13(1):39.

38. Ucar Z, Akman M. Mediterranean type diet protects adult individual
from diabetes. Prog Nutr 2021;23(3):10.

39. Vassou C, Yannakoulia M, Georgousopoulou EN, Chrysohoou C,
Pitsavos C, Cropley M, et al. Irrational beliefs, dietary habits and 10-
year incidence of type 2 diabetes; the ATTICA Epidemiological Study
(2002-2012). Rev Diabet Stud 2021;17(1):38–49.

40. Eguaras S, Bes-Rastrollo M, Ruiz-Canela M, Carlos S, de la Rosa P,
Martínez-González MA. May the Mediterranean diet attenuate the risk
of type 2 diabetes associated with obesity: the Seguimiento Universidad
de Navarra (SUN) cohort. Br J Nutr 2017;117(10):1478–85.

41. Martínez-González MA, de la Fuente-Arrillaga C, Nunez-Cordoba
JM, Basterra-Gortari FJ, Beunza JJ, Vazquez Z, et al. Adherence to
Mediterranean diet and risk of developing diabetes: prospective cohort
study. BMJ 2008;336(7657):1348–51.

42. Ruiz-Estigarribia L, Martínez-González MA, Díaz-Gutiérrez J, Sayón-
Orea C, Basterra-Gortari FJ, Bes-Rastrollo M. Lifestyle behavior
and the risk of type 2 diabetes in the Seguimiento Universidad
de Navarra (SUN) cohort. Nutr Metab Cardiovasc Dis 2020;30(8):
1355–64.

The Mediterranean diet and risk of type 2 diabetes 1797

http://www.ohri.ca/programs/clinical_epidemiology/oxford.asp
https://EconPapers.repec.org/RePEc:boc:bocode:s458546


43. InterAct Project. Mediterranean diet and type 2 diabetes risk in the
European Prospective Investigation Into Cancer and Nutrition (EPIC)
Study. The InterAct project. Diabetes Care 2011;34(9):1913–8.

44. Galbete C, Kröger J, Jannasch F, Iqbal K, Schwingshackl L, Schwedhelm
C, et al. Nordic diet, Mediterranean diet, and the risk of chronic diseases:
the EPIC-Potsdam study. BMC Med 2018;16(1):99.

45. Rossi M, Turati F, Lagiou P, Trichopoulos D, Augustin LS, La Vecchia C,
et al. Mediterranean diet and glycaemic load in relation to incidence of
type 2 diabetes: results from the Greek cohort of the population-based
European Prospective Investigation into Cancer and Nutrition (EPIC).
Diabetologia 2013;56(11):2405–13.

46. Freisling H, Viallon V, Lennon H, Bagnardi V, Ricci C, Butterworth
AS, et al. Lifestyle factors and risk of multimorbidity of cancer and
cardiometabolic diseases: a multinational cohort study. BMC Med
2020;18(1):5.

47. Jacobs S, Boushey CJ, Franke AA, Shvetsov YB, Monroe KR, Haiman
CA, et al. A priori-defined diet quality indices, biomarkers and risk for
type 2 diabetes in five ethnic groups: the Multiethnic Cohort. Br J Nutr
2017;118(4):312–20.

48. Jacobs S, Harmon BE, Boushey CJ, Morimoto Y, Wilkens LR, Le
Marchand L, et al. A priori-defined diet quality indexes and risk
of type 2 diabetes: the Multiethnic Cohort. Diabetologia 2015;58(1)
:98–112.

49. Khalili-Moghadam S, Mirmiran P, Bahadoran Z, Azizi F. The
Mediterranean diet and risk of type 2 diabetes in Iranian population.
Eur J Clin Nutr 2019;73(1):72–8.

50. Bantle AE, Chow LS, Steffen LM, Wang Q, Hughes J, Durant NH, et al.
Association of Mediterranean diet and cardiorespiratory fitness with the
development of pre-diabetes and diabetes: the Coronary Artery Risk
Development in Young Adults (CARDIA) study. BMJ Open Diabetes
Res Care 2016;4(1):e000229.

51. Cespedes EM, Hu FB, Tinker L, Rosner B, Redline S, Garcia L, et al.
Multiple healthful dietary patterns and type 2 diabetes in the Women’s
Health Initiative. Am J Epidemiol 2016;183(7):622–33.

52. de Koning L, Chiuve SE, Fung TT, Willett WC, Rimm EB, Hu FB. Diet-
quality scores and the risk of type 2 diabetes in men. Diabetes Care
2011;34(5):1150–6.

53. Koloverou E, Panagiotakos DB, Pitsavos C, Chrysohoou C,
Georgousopoulou EN, Grekas A, et al. Adherence to Mediterranean
diet and 10-year incidence (2002-2012) of diabetes: correlations with
inflammatory and oxidative stress biomarkers in the ATTICA cohort
study. Diabetes Metab Res Rev 2016;32(1):73–81.

54. de Leon AC, Coello SD, Gonzalez DA, Diaz BB, Rodriguez JCD,
Hernandez AG, et al. Impaired fasting glucose, ancestry and waist-
to-height ratio: main predictors of incident diagnosed diabetes in the
Canary Islands. Diabet Med 2011;29(3):399–403.

55. André P, Proctor G, Driollet B, Garcia-Esquinas E, Lopez-Garcia E,
Gomez-Cabrero D, et al. The role of overweight in the association
between the Mediterranean diet and the risk of type 2 diabetes mellitus:
a mediation analysis among 21 585 UK Biobank participants. Int J
Epidemiol 2020;49(5):1582–90.

56. Abiemo EE, Alonso A, Nettleton JA, Steffen LM, Bertoni AG, Jain
A, et al. Relationships of the Mediterranean dietary pattern with
insulin resistance and diabetes incidence in the Multi-Ethnic Study of
Atherosclerosis (MESA). Br J Nutr 2013;109(8):1490–7.

57. Hlaing-Hlaing H, Dolja-Gore X, Tavener M, James EL, Hodge AM,
Hure AJ. Diet quality and incident non-communicable disease in the
1946–1951 cohort of the Australian Longitudinal Study on Women’s
Health. Int J Environ Res Public Health 2021;18(21):11375.

58. Hodge AM, Karim MN, Hébert JR, Shivappa N, de Courten B.
Association between diet quality indices and incidence of type 2

diabetes in the Melbourne Collaborative Cohort Study. Nutrients
2021;13(11):4162.

59. Chen GC, Koh WP, Neelakantan N, Yuan JM, Qin LQ, van Dam RM.
Diet quality indices and risk of type 2 diabetes mellitus: the Singapore
Chinese Health Study. Am J Epidemiol 2018;187(12):2651–61.

60. Soltani S, Jayedi A, Shab-Bidar S, Becerra-Tomás N, Salas-Salvadó J.
Adherence to the Mediterranean diet in relation to all-cause mortality:
a systematic review and dose-response meta-analysis of prospective
cohort studies. Adv Nutr 2019;10(6):1029–39.

61. Keys A, Menotti A, Karvonen MJ, Aravanis C, Blackburn H, Buzina R,
et al. The diet and 15-year death rate in the Seven Countries Study. Am
J Epidemiol 1986;124(6):903–15.

62. Willett WC, Sacks F, Trichopoulou A, Drescher G, Ferro-Luzzi A,
Helsing E, et al. Mediterranean diet pyramid: a cultural model for
healthy eating. Am J Clin Nutr 1995;61(6 Suppl):1402s–6s.

63. Salas-Salvadó J, Bulló M, Estruch R, Ros E, Covas MI, Ibarrola-Jurado
N, et al. Prevention of diabetes with Mediterranean diets: a subgroup
analysis of a randomized trial. Ann Intern Med 2014;160(1):1–10.

64. 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(7):1292–9.

65. Koloverou E, Esposito K, Giugliano D, Panagiotakos D. The effect of
Mediterranean diet on the development of type 2 diabetes mellitus:
a meta-analysis of 10 prospective studies and 136,846 participants.
Metabolism 2014;63(7):903–11.

66. Esposito K, Chiodini P, Maiorino MI, Bellastella G, Panagiotakos D,
Giugliano D. Which diet for prevention of type 2 diabetes? A meta-
analysis of prospective studies. Endocrine 2014;47(1):107–16.

67. Lotfi K, Saneei P, Hajhashemy Z, Esmaillzadeh A. Adherence to the
Mediterranean diet, five-year weight change, and risk of overweight
and obesity: a systematic review and dose-response meta-analysis of
prospective cohort studies. Adv Nutr 2021;13(1):152–66.

68. Schwingshackl L, Schwedhelm C, Galbete C, Hoffmann G. Adherence
to Mediterranean diet and risk of cancer: an updated systematic review
and meta-analysis. Nutrients 2017;9(10):1063.

69. Psaltopoulou T, Sergentanis TN, Panagiotakos DB, Sergentanis IN,
Kosti R, Scarmeas N. Mediterranean diet, stroke, cognitive impairment,
and depression: a meta-analysis. Ann Neurol 2013;74(4):580–91.

70. Sofi F, Macchi C, Abbate R, Gensini GF, Casini A. Mediterranean
diet and health status: an updated meta-analysis and a proposal for a
literature-based adherence score. Public Health Nutr 2014;17(12):2769–
82.

71. Evans JL, Goldfine ID, Maddux BA, Grodsky GM. Are oxidative stress-
activated signaling pathways mediators of insulin resistance and beta-
cell dysfunction? Diabetes 2003;52(1):1–8.

72. Barbagallo M, Dominguez LJ, Galioto A, Ferlisi A, Cani C, Malfa L, et al.
Role of magnesium in insulin action, diabetes and cardio-metabolic
syndrome X. Mol Aspects Med 2003;24(1-3):39–52.

73. Chandalia M, Garg A, Lutjohann D, von Bergmann K, Grundy SM,
Brinkley LJ. Beneficial effects of high dietary fiber intake in patients with
type 2 diabetes mellitus. N Engl J Med 2000;342(19):1392–8.

74. Bonnet F, Disse E, Laville M, Mari A, Hojlund K, Anderwald C,
et al. Moderate alcohol consumption is associated with improved
insulin sensitivity, reduced basal insulin secretion rate and lower
fasting glucagon concentration in healthy women. Diabetologia
2012;55(12):3228–37.

75. Schröder H. Protective mechanisms of the Mediterranean diet in obesity
and type 2 diabetes. Nutr Biochem 2007;18(3):149–60.

76. Hu FB, Manson JE, Stampfer MJ, Colditz G, Liu S, Solomon CG, Willett
WC. Diet, lifestyle, and the risk of type 2 diabetes mellitus in women. N
Engl J Med 2001;345(11):790–7.

1798 Sarsangi et al.


	Association between Adherence to the
Mediterranean Diet and Risk of Type 2 Diabetes: An
Updated Systematic Review and Dose–Response
Meta-Analysis of Prospective Cohort Studies
	Introduction
	Methods
	Literature search
	Eligibility criteria
	Data extraction
	Quality assessment
	Statistical analyses

	Results
	Literature search and study characteristics
	Findings from the meta-analysis

	Discussion
	Acknowledgments
	Data Availability
	References


