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Abstract

:

Introduction: The Mediterranean diet (MD) has been shown to be a good tool for the prevention of obesity and other chronic noncommunicable diseases (NCDs) and to have a low environmental impact. The aim of the present study was to evaluate the relationship between declared morbidity, lifestyles and other sociodemographic factors with high adherence to the MD (AMD) in an adult population in southeastern Spain. Material and Methods: We conducted a cross-sectional study of a sample (n = 2728) representative of a non-institutionalized population ≥16 years. The data corresponded to the 2010-11 Nutrition Survey of the Valencian Community. The AMD was assessed using the Mediterranean Diet Adherence Screener questionnaire. The association of variables and high AMD was assessed by univariate and multivariate logistic regression determining crude and adjusted odds ratios. Results: Multivariate analysis showed that age 45 years or older, living with a partner, eating between meals, and not smoking were associated with high AMD. The age groups 45–64 years and 65 years or older showed the strongest association with high AMD in both sexes. Conclusion: The investigation showed a generational loss of AMD. People older than 45 years and living in company are more likely to adhere to DM, the risk group being young people living alone and smokers.
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1. Introduction


In recent years, the Spanish population has undergone significant changes in lifestyles and, in particular, in diet, which can have a negative influence on people’s state of health [1]. These changes have resulted in an increase in the rates of overweight, obesity and chronic noncommunicable diseases (NCDs), which have become an important challenge for public health as they reduce the quality of life of the people who suffer from them, as well as that of their families, and lead to an increase in healthcare expenditure [1]. On the other hand, the obesogenic environments in which the current population live have favored the development of obesity by stimulating unhealthy habits or behaviors [2,3].



For these reasons, to reduce the risk factors associated with NCDs, such as overweight and obesity, emphasis should be placed on the promotion of healthy diets, physical activity, smoking cessation, protection against alcohol consumption, as well as support for effective interventions aimed at changing environments so that the healthiest options are also the easiest [4,5]. In this contextual framework, the Mediterranean diet (MD) is presented as a healthy dietary model capable of guaranteeing adequate nutrient intake, preventing and reducing complications associated with NCDs, regulating body weight, and having a low environmental impact [6,7,8,9]. At present, numerous studies suggest that adherence to the Mediterranean Diet (AMD) plays an important role in the primary and secondary prevention of cardiovascular diseases (CVD), in addition to improving health in people with various pathologies [10]. Although it has been shown that AMD can vary according to socioeconomic characteristics of the population, as well as other determinants of health [11,12,13,14]; it is of interest to know the factors that may affect the level of adherence to this dietary pattern in a population in order to be able to carry out equitable actions that facilitate high AMD and better health for all.



For these reasons, the study of adherence to the Mediterranean dietary pattern may be relevant for public health, both in the promotion of healthy lifestyles and in the prevention of chronic diseases and obesity.



The aim of the present study was to evaluate the relationship between declared morbidity, lifestyles and other sociodemographic factors with high AMD in a sample of the adult population of southeastern Spain.




2. Materials and Methods


Description of the study: We conducted a cross-sectional population-based study of a representative sample of the adult population (16 years of age or older). The population and intake data used came from the Nutrition Survey of the Valencian Community 2010–2011 (ENCV2010-11) [15], which collects epidemiological data on the non-institutionalized population of southeastern Spain. In the ENCV2010-11, a random cluster sampling was performed, proportional to provincial demarcation and stratified by age and sex groups. The Population Information System of the Conselleria de Sanidad Universal y Salud Pública (Regional Ministry of Universal Health and Public Health) was used as the sampling frame, and the universe was the population residing in southeastern Spain over 6 years of age. The ENCV2010-11 worked with 4500 people, and the final participation rate was 68.9% (3102 individuals). The aim of the ENCV2010-11 was to find out what the eating habits of the children and adult population of southeastern Spain were and how they were related to their state of health.



For the present study, we selected all records corresponding to persons between 16 and 95 years of age who had completed the main questionnaire and the food consumption frequency questionnaire (CFQ) of the ENCV2010-11. The sample used for the analyses consisted of 2728 records corresponding to 1311 men and 1417 women.



Assessment of the AMD: To assess the AMD, the data available in the CFQ (of 142 items) of the origin survey (ENCV2010-11) were adapted to the Mediterranean Diet Adherence Screener (MEDAS) questionnaire [16,17] by converting the food consumption frequencies declared in the CFQ, expressing the results as daily servings. The conversion factors used for each category were standardized by consumption of servings per day, using the following values: less than 1 time per month (0.02 servings/day); less than 1 time per week (0.07 servings/day); 1 time per week (0.14 servings/day); 3 times per week (0.43 servings/day); between 4 and 6 times per week (0.79 servings/day); 1 time per day (1 serving/day).



In order to be able to answer all the questions in the MEDAS questionnaire, some adaptations had to be made, as was the case with the item “sofrito”, which was not included in the CFQ of the ENCV2010-1. For the assessment of the item “traditional tomato sauce” (sofrito) that appears in the MEDAS questionnaire, we proceeded to adapt the variables of the CFQ used, making use of the data on the intake of onion, spring onion, garlic and fried tomato sauce reflected in the CFQ.



Each item of the MEDAS questionnaire was assigned a value of 0 if the condition was not met or a value of 1 if it was met. The criteria followed to assign a value of 1 to each item were as follows: using olive oil as the main fat; eating at least 4 tablespoons (≥60 g) of olive oil throughout the day; eat at least 2 servings (≥300 g) of vegetables per day; eat at least 3 servings (≥360 g) of fruit per day; eat less than 1 serving (<125 g) of red meat and hamburger per day; eat less than 1 serving (<12.5 g) of butter per day; drink less than 1 serving (<250 mL) of sweetened or carbonated beverages per day; drink 7 servings (700 mL) of wine per week or more; eat at least 3 servings (≥240 g raw or 600 g if cooked) of pulses per week; eat at least 3 servings (≥450 g) of fish per week; eat no more than 3 servings (≤150 g) per week of industrial bakery products; eat at least 3 servings (≥90 g) of nuts per week; preferably consuming more white meat than red meat; eating pasta, vegetables, rice or other dishes with soffit at least 2 times per week. Cases that did not meet these conditions were assigned a value of 0.



To estimate the degree of AMD, a sum of the score obtained in each question was made. The possible range of scores ranged from 0 to 14 points, being 0 when no condition defined in the Mediterranean dietary pattern was met and 14 when all conditions were met (14). This allowed the population to be classified into three groups according to the degree of AMD. Scores between 0–5 formed the “low adherence” group, between 6–9 “medium adherence”, and scores between 10 and 14 (both included) made up the group of “high adherence” to DM [17].



For the analyses on the association between AMD and declared morbidity, lifestyles and sociodemographic factors, the population was classified into two groups according to the level of AMD (scores of 0 to 9 formed the “low-medium AMD” group, and scores of 10 to 14 formed the “high AMD” group), which allowed us to perform binomial logistic regressions.



Study variables: The variables and categories used for the analyses were as follows: sex (male or female); age groups (16–24 years, 25–44 years, 45–64 years, ≥65 years); country of birth (Spain or others); educational level (no education, primary education, secondary education or higher education); employment status (with full-time or part-time paid work or without paid work which in turn included unemployed persons, students, retired, permanently disabled, engaged in housework and other kinds of economic activity); living with a partner (yes or no); perception of health (good health, which in turn included the responses very good, good and acceptable and bad health which included bad and very bad); leisure-time physical activity (little or none or several times a week) [18]; sedentary behavior (<2 h/day or ≥2 h/day); hours of screen time per day of television, computer and Internet (>2 h/day or ≤2 h/day) [19]; smoking (yes, no or ex-smokers); snacking between hours (yes or no), alcohol consumption (no consumption–low-risk consumption, risk consumption or harmful consumption) [20], arterial hypertension (AHT) (yes or no), myocardial infarction (yes or no), neurological diseases (yes, no) hypercholesterolemia (yes or no), cancer (yes or no), diabetes (yes or no), body mass index (BMI) (underweight, normal weight, overweight or obesity) [21].



Alcohol consumption (in grams) was calculated by converting the frequency of consumption of wine, cava, beer, spirits and distillates (whiskey, gin, vodka) declared in the CFQ, to daily servings, expressing the results as grams of alcohol per day based on the following formula: grams of alcohol = [(alcohol content × volume (cl))/100] × 8. The reference alcohol content used in the conversions was 12% for wine and champagne, 5% for beer, 25% for spirits and 40% for distillates [17].The total grams of alcohol consumed per day were then summed and categorized into 3 groups: no consumption–low risk consumption (<20 g/day in women, <40 g/day in men), risk consumption (20–40 g/day in women, 40–60 g/day in men) and harmful consumption (>40 g/day in women, >60 g/day in men).



Statistical analysis: IBM® SPSS® Statistics version 27 software (IBM Corp., Armonk, New York, NY, USA) as used for statistical analysis. Quantitative variables were described by means of their mean, standard deviation and medians. The Student t test or analysis of variance (ANOVA) was used to establish differences according to sex and age group, depending on the number of categories considered. For qualitative variables, their frequencies were estimated, and the Chi-square test (X2) was used for comparison. A p-value of less than 0.05 was established as the level of statistical significance.



The possible association, for the total sample and stratified by sex, between the dependent variable (AMD) and the rest of the variables was explored with the aim of making a first approximation to the estimation of the measure of association, classifying the variables according to the value of the odds ratio (OR) as a measure of the strength of association, their corresponding 95% confidence intervals and the statistical significance in the contrast to the hypothesis X2.



To evaluate the possible association, a univariate binary logistic regression analysis was performed to explore the distribution. We worked with dichotomous categorical variables except for age groups, educational level, smoking, alcohol consumption and BMI, which were polytomous and were included in the analysis as dummy variables.



A multivariate analysis was performed for the total sample and by sex by means of logistic regression. The variables included in the analysis were those that could cause confusion according to current scientific evidence and those with p < 0.2 in the univariate analysis. This procedure made it possible to obtain adjusted measures of association (OR) with 95% confidence intervals and the contrast of hypotheses by means of the Wald statistical test.




3. Results


3.1. Dscriptive Analysis


Table 1 and Table 2 show the distribution of the sample according to the health determinants studied based on the level of AMD.



The study showed that 18.2% of the population was classified as having high AMD, and that the AMD level of men and women was similar. No significant differences (p > 0.05) were found between sexes, but the level of AMD did differ between age groups.



When analyzing the proportion of the population classified as high AMD (Table 1) according to age group, it was observed that the population aged 16–24 years had the least number of respondents classified in this category. Only 6.6% (n = 23) of the total (n = 352) respondents in the 16–24 age group had high AMD. The percentages of those classified in the high AMD group increased in parallel with the age group so that 12% (n = 113) of the total (n = 940) population aged 25–44 years had high AMD; 24.6% (n = 208) of the total (n = 846) population aged 45–64 years had high AMD; 26% (n = 153) of the total (n = 589) population aged ≥65 years had high AMD.



Regarding the relationship between BMI and AMD, Table 3 shows the distribution of the sample according to the declared anthropometry as a function of the AMD level.




3.2. Univariate Analysis


Univariate analysis showed the association between sociodemographic factors, lifestyles and health–disease states with high AMD (Table 4).



Among the variables referring to the sociodemographic situation of the sample, it was observed that there was a positive association between age group and high AMD, and the strength of the association increased as the age of the study group increased. The group aged ≥65 years obtained an OR = 5.04 and 95% CI = 3.18–7.98. The variable country of birth showed significant results in the male group. It was observed that those who were not born in Spain had a negative association with high AMD (OR = 0.44; 95% CI = 0.25–0.76). Educational level also showed an association with high AMD. Having secondary and higher education levels was negatively associated with high AMD in the whole population (OR = 0.60; 95% CI = 0.42–0.86). Employment status was a variable that remained associated with high AMD. The condition of being without paid work was negatively associated with high AMD for the whole population and for men (OR = 0.70; 95% CI = 0.53–0.94). The type of cohabitation showed statistical significance in the analysis of the association with AMD. Not living with a partner was negatively associated with high AMD in all cases: in the general population (OR = 0.48; 95% CI = 0.38–0.60), in the men’s group (OR = 0.39; 95% CI = 0.27–0.55) and in the women’s group (OR = 0.56; 95% CI = 0.42–0.76).



Lifestyle variables were also associated with high AMD. Smoking was significantly associated with high AMD, with a negative association between smoking and high AMD in the whole population (OR = 0.76; 95% CI = 0.60–0.96). Eating between meals was also negatively associated with high AMD in the whole population (OR = 0.63; 95% CI = 0.51–0.78), in men (OR = 0.62; 95% CI = 0.46–0.85) and in women (OR = 0.64; 95% CI = 0.48–0.86). Risky alcohol consumption was positively associated in all cases with high AMD (OR = 2.17; 95% CI = 1.37–3.43) but not with harmful consumption (OR = 1.20; 95% CI = 0.52–2.78). The practice of leisure-time physical activity and sedentary behavior did not obtain statistically significant results in the study of the association with high AMD.



Health–disease status was also associated with high AMD. Having HT was positively associated with high AMD in the general population (OR = 1.81; 95% CI = 1.44–2.26), in men (OR = 1.93; 95% CI = 1.40–2.67), and in women (OR = 1.70; 95% CI = 1.24–2.32). Hypercholesterolemia was positively associated with high AMD in the general population (OR = 1.88; 95% CI = 1.49–2.39), in men (OR = 2.02; 95% CI = 1.43–2.87), and in women (OR = 1.77; 95% CI = 1.28–2.44). Having diabetes was also positively associated with high AMD in men (OR = 1.70; 95% CI = 1.07–2.68). Having suffered a myocardial infarction was positively associated with high AMD in the general population (OR = 2.25; 95% CI = 1.34–3.77) and in men (OR = 2.69; 95% CI = 1.48–4.88). Suffering from neurological diseases was negatively associated with high AMD in women (OR = 0.26; 95% CI = 0.08–0.85). The perception of health status did not show statistical significance in the study of the association with high AMD.




3.3. Multivariate Analysis


Multivariate analysis (Table 5, Table 6 and Table 7) showed the association between the study variables and high AMD by means of adjusted ORs and their 95% CIs.



The variables included in the model for the general population are shown in Table 5, of which age group, cohabitation with a partner and snacking between meals were statistically significant (p < 0.05). The results of the multivariate analysis for men are shown in Table 6. In the men’s group, the variables of age group, cohabitation and smoking were significantly associated with high AMD. In the women’s group, the variables of age group and cohabitation were statistically significant, as shown in Table 7.





4. Discussion


The present study evaluated the risk factors associated with adherence to the Mediterranean dietary pattern in the adult population of southeastern Spain. The results provide a clearer view of the sociodemographic factors, lifestyles, and health–disease states associated with high AMD in order to propose interventions to promote well-being at different stages of life and reduce morbidity and premature mortality due to NCDs, which is one of the Sustainable Development Goals [22].



The results obtained indicated that less than one-fifth of the population followed traditional, healthy, and sustainable MD, which is in agreement with the results of other studies performed in the general Spanish population [23]. Apart from the low proportion of the population classified at a high level of AMD, the results of the present study also showed that the younger population had the highest proportion of those classified in the low AMD group and the lowest proportion of those classified in the high AMD group. The results of the present work show how the older age groups, which are those that experienced the Spanish epidemiological–nutritional transition in the 1960s and 1970s [24], have a higher AMD. The progressive incorporation of dietary patterns typical of Western countries, which fundamentally affect younger groups, distances the young Spanish population from the traditional MD. This study highlights the generational loss of the MD and the shift away from the high AMD that is occurring in younger age groups. It would therefore be necessary to direct MD promotion and adherence actions to the groups with the lowest adherence as a public health strategy and for the prevention of overweight and obesity.



In recent years, the prevalence of overweight and obesity along with NCDs has steadily increased worldwide and the European Regional Obesity Report 2022 [25] points out that Spain is one of the European countries with the highest prevalence of childhood obesity. The World Health Organization (WHO) [26] explains that unhealthy dietary patterns and sedentary lifestyles could be some of the causes of weight gain in the population. Actions should therefore be promoted in this regard. There is an urgent need to promote dietary patterns that guarantee the well-being of people and planetary health (as is the case with the Mediterranean diet). The results of this research show that the young population of southeastern Spain is the segment of the population that most departs from the Mediterranean dietary pattern, and this departure can lead to health problems (as explained by the WHO). The predominance of Westernized dietary patterns in the general population and more specifically among the young population is no coincidence. Rather, it is a combination of factors that have resulted in the deterioration of the quality of the population’s diet. In recent decades, as a result of changes in the global food supply [27], high and middle income countries have seen food environments saturated with unhealthy, highly accessible, relatively cheap and highly promoted foods, with easy access to foods high in sodium, saturated fats and/or added sugars [28]. These obesogenic environments encourage overconsumption of energy-dense, nutrient-poor foods. Given this situation, it is recommended at the global level to favour regulations to restrict exposure of children in terms of marketing unhealthy foods, better labelling of products and policies that encourage the consumption of healthy and sustainable foods [29].



The sociodemographic and economic changes that occurred from the mid-20th century to the present also favored the change in the pattern of food consumption in Mediterranean areas [24], the shift away from the Mediterranean dietary pattern and the increase in NCDs and rates of overweight and obesity [30,31]. The present study detected the association between sociodemographic factors with high AMD. On the one hand, the condition of living in a couple was positively associated with high AMD. Previous research [32] had already detected that people living alone were more likely to have deficient intakes of staple foods such as fruits, vegetables, and fish compared to those living with a partner. On the other hand, it was observed that male smokers had a negative association with high AMD, i.e., they had a higher risk of having a low AMD. This same phenomenon was already observed in other studies in which smokers had a low AMD [33]. As a consequence of the results obtained in the present study, as well as the data available in the scientific literature, it would be of interest to study the level of AMD in individuals with toxic habits (such as the consumption of legal and illegal drugs) in order to explain the observed phenomenon in greater detail, since smoking is a toxic habit that should be adequately controlled through the application of effective actions [34]. Despite the advances that have been made [35], smoking continues to be an important public health problem that causes cancer and respiratory and cardiovascular diseases and is one of the main causes of preventable death [36].



Snacking between meals was also negatively associated with high AMD. In a first estimation of the association, it showed statistical significance for the whole population and in both sexes. After adjusting the analysis in the multivariate model, the variable showed statistical significance in the general population, and it was observed that snacking between meals was associated with lower AMD. Dietary guidelines recommend eating three main meals a day [37] to promote dietary balance. However, snacking between meals implies an alteration of the usual eating schedules, an increase in daily food intake and therefore an alteration of circadian rhythms with possible harmful consequences for health [38]. Apart from the negative impact on health of altered mealtimes, in the present study we observed a shift away from MD that may be a consequence of the nutritional quality of the foods chosen for these snacks. If highly processed foods are introduced during snacking, the quality of the diet will be diminished [39] because they are usually products that induce excessive intake of free sugar [40], low-quality fats and, in short, foods that are nutritionally uninteresting and dispensable in a healthy diet [41]. All this is closely related to body weight, since the recurrent intake of this type of products favors an increase in dietary energy, which can result in excess body weight [42]. In any case, there is a clear need to prioritize fresh and plant-based foods and to promote eating habits that emphasize quality, quantity and meal times, as three fundamental aspects to achieve healthy lifestyles [43,44].



It is noteworthy that variables such as educational level, physical activity, sedentary lifestyle, hypercholesterolemia and BMI, did not obtain statistical significance in the multivariate model in any of the cases since scientific evidence closely relates them to AMD.



In the present study, in a first estimation of risk, an association was observed between health–disease status and high AMD, in both men and women. The population with chronic health problems showed a positive association with high AMD, although when the analysis was adjusted, the statistical significance of the observed phenomenon disappeared. Some studies explain the phenomenon that the majority of people with these pathologies present a moderate AMD and associate it with sociodemographic factors and health status [45,46,47]. Likewise, other studies indicate that dietary recommendations play an important role in the prevention of certain diseases and that MD should be promoted among the population with cardiovascular pathologies [48]. Therefore, it is not surprising that those who suffer from CVD or related health problems have a higher AMD than those who do not, although it would be of interest to find out when this change in diet occurred. Due to the typology of the study (an official survey of a public health agency and endorsed by the Department of Health and the General Directorate of Public Health, with a scope of 4500 people), we could not add an additional questionnaire to solve the dilemma, but we can explain and justify it with the scientific literature and propose that for future occasions this section be considered. The authors point out the importance of carrying out further research that contemplates people with pathologies in order to provide an answer to the unknown. However, it is to be expected that in the population with CVD, cancer and other chronic NCDs, a change in dietary pattern will occur after their detection and diagnosis, since diet plays a very important role in the prevention of these pathologies, and specifically the MD is referenced in many medical guides as a recommended dietary pattern [49,50,51].



Improving diet is a public health priority that can lead to a significant reduction in CVD morbidity and mortality [52]. It is therefore important for healthcare providers to understand current dietary practice guidelines and to apply evidence-based dietary counseling to persons at high risk for CVD. In addition, there is evidence demonstrating that a change in dietary pattern after the diagnosis of some disease or pathology can be explained by the “health belief model” [53]. This model pays preferential attention to the role of the individual’s perception or belief about his or her vulnerability to a disease that threatens his or her health and the actions he or she can take to prevent that threat and avoid the possible disease. According to this model, the person has to feel threatened by his or her previous or current pattern of behavior (in this case a poor diet) in order to make the change towards healthier actions (in this case, the MD) [54].



In view of the above, in our study sample we observed participants modifying their diet towards a Mediterranean dietary pattern to improve their health when confronted with disease diagnoses. It would be interesting to conduct future cohort studies along these lines that would allow us to confirm these observations.



Limitations


The present investigation was able to use data from a regional nutrition and health survey to assess AMD using the validated MEDAS questionnaire, although not all available survey data could be used due to the lack of responses from participants.



Regarding the methodology and instruments used, the choice of the diet quality index is one of the most relevant aspects of the study since it establishes the cut-off points on which the conclusions will be drawn. Although diet quality indices are very useful for assessing adherence to dietary patterns in specific populations [18], there is no universal indicator that can be extrapolated to all populations.



In relation to the study sample, the present study evaluated the quality of the diet in relation to the pattern of MD and the factors associated with its practice in the adult population of southeastern Spain but did not consider the population under 16 years of age.



For future lines of research, it would be of interest to observe whether changes in dietary patterns and other lifestyles occur after the diagnosis of CVD and whether these are associated with the traditional Mediterranean pattern. Moreover, as this is a cross-sectional epidemiological study, the results obtained do not allow us to affirm that those with CVD have always had a high AMD. It would be of interest to analyze this phenomenon by means of different surveys (past and future) to be able to observe this change in the pattern of food consumption and corroborate the hypothesis. It would also be of interest to know how the elements of the food and physical environment favor or hinder high AMD and other healthy lifestyles. It would also be interesting to widen the study area to have a clearer and more detailed view of AMD, making use of the different nutrition and health surveys available.





5. Conclusions


The present study evaluated the relationship between declared morbidity, lifestyles, and other sociodemographic factors associated with high AMD in a sample of the adult population of southeastern Spain. Age, type of cohabitation, and smoking habit were found to be related to the level of AMD.



Evidence suggests that MD has salutogenic effects in healthy populations, preventing overweight and obesity and other NCDs, and that it has a lower environmental footprint than the current dietary pattern of the Spanish and Western population [55]. Therefore, it is a priority for public health to promote MD adherence. Likewise, public health actions and policies should focus their efforts on promoting MD in younger groups living alone and on maintaining adherence in older groups. This association should be analyzed in depth, and priority should be given to interventions aimed at the most vulnerable groups in order to facilitate the adoption of healthy lifestyles among the entire population. Likewise, health interventions with a multifactorial approach, including diet and smoking, can be positive in improving lifestyles.







Author Contributions


Conceptualization, N.S.O.B., J.Q.i.I. and E.M.T.-L.; methodology, N.S.O.B., J.Q.i.I. and E.M.T.-L.; software, N.S.O.B.; validation, E.M.T.-L. and J.Q.i.I.; formal analysis, N.S.O.B.; investigation, N.S.O.B.; data curation, N.S.O.B.; writing—original draft preparation, N.S.O.B.; writing—review and editing, N.S.O.B., J.Q.i.I. and E.M.T.-L.; visualization, N.S.O.B., J.Q.i.I. and E.M.T.-L.; supervision, J.Q.i.I. and E.M.T.-L. All authors have read and agreed to the published version of the manuscript.




Funding


This research received no external funding.




Institutional Review Board Statement


Not applicable.




Informed Consent Statement


Not applicable.




Data Availability Statement


Not applicable.




Acknowledgments


We would like to thank all those who participated in the regional survey.




Conflicts of Interest


The authors declare no conflict of interest.




References


	



World Health Organization. Combating NCDs: “Best Investments” and Other Recommended Interventions for the Prevention and Control of Noncommunicable Diseases; World Health Organization: Geneva, Switzerland, 2017; Available online: https://extranet.who.int/iris/restricted/handle/10665/259351 (accessed on 15 August 2022).

	



Gómez, S.F.; Rajmil, L. Advertising, obesity and child health: The case of Spain. BMJ Paediatr. Open 2022, 6, e001482. [Google Scholar] [CrossRef]

	



Muzenda, T.; Dambisya, P.M.; Kamkuemah, M.; Gausi, B.; Battersby, J.; Oni, T. Mapping food and physical activity environments in low- and middle-income countries: A systematized review. Health Place 2022, 75, 102809. [Google Scholar] [CrossRef]

	



Massimo, F.P.; Arno, W.H.; Stefan, A.; Christian, A.; Carlos, B.; Alberico, L.; Cooney, M.T.; Corrà, U.; Cosyns, B.; Deaton, C.; et al. 2016 European Guidelines on cardiovascular disease prevention in clinical practice. Rev. Esp. Cardiol. 2016, 69, 939. [Google Scholar]

	



Ministry of Health, Consumer Affairs and Social Welfare. Public Health Strategy 2022 Improving the Health and Well-Being of the Population. 2022. Available online: https://www.sanidad.gob.es/ciudadanos/pdf/Estrategia_de_Salud_Publica_2022___Pendiente_de_NIPO.pdf (accessed on 10 September 2022).

	



Barrea, L.; Muscogiuri, G.; Pugliese, G.; de Alteriis, G.; Colao, A.; Savastano, S. Metabolically Healthy Obesity (MHO) vs. Metabolically Unhealthy Obesity (MUO) Phenotypes in PCOS: Association with Endocrine-Metabolic Profile, Adherence to the Mediterranean Diet, and Body Composition. Nutrients 2021, 13, 3925. [Google Scholar] [CrossRef]

	



Scannell, N.; Moran, L.; Mantzioris, E.; Cowan, S.; Villani, A. Efficacy, Feasibility and Acceptability of a Mediterranean Diet Intervention on Hormonal, Metabolic and Anthropometric Measures in Overweight and Obese Women with Polycystic Ovary Syndrome: Study Protocol. Metabolites 2022, 12, 311. [Google Scholar] [CrossRef] [PubMed]

	



AlAufi, N.S.; Chan, Y.M.; Waly, M.I.; Chin, Y.S.; Mohd Yusof, B.-N.; Ahmad, N. Application of Mediterranean Diet in Cardiovascular Diseases and Type 2 Diabetes Mellitus: Motivations and Challenges. Nutrients 2022, 14, 2777. [Google Scholar] [CrossRef] [PubMed]

	



Galiuto, L.; Patrono, C. Efficacy of a Mediterranean diet for the secondary prevention of cardiovascular disease. Eur. Heart J. 2022, 43, 2727–2728. [Google Scholar] [CrossRef]

	



Franquesa, M.; Pujol-Busquets, G.; García-Fernández, E.; Rico, L.; Shamirian-Pulido, L.; Aguilar-Martínez, A.; Medina, F.X.; Serra-Majem, L.; Bach-Faig, A. Mediterranean Diet and Cardiodiabesity: A Systematic Review through Evidence-Based Answers to Key Clinical Questions. Nutrients 2019, 11, 655. [Google Scholar] [CrossRef]

	



Alonso-Cabezas, M.; Pollán, M.; Alonso-Ledesma, I.; Fernández de Larrea-Baz, N.; Lucas, P.; Sierra, Á.; Castelló, A.; Pino, M.N.; Pérez-Gómez, B.; Martínez-Cortés, M.; et al. Sociodemographic and Lifestyle Determinants of Adherence to Current Dietary Recommendations and Diet Quality in Middle-Aged Spanish Premenopausal Women. Front. Nutr. 2022, 14, 904330. [Google Scholar] [CrossRef]

	



Tong, T.Y.N.; Imamura, F.; Monsivais, P.; Brage, S.; Griffin, S.J.; Wareham, N.J.; Forouhi, N.G. Dietary cost associated with adherence to the Mediterranean diet, and its variation by socio-economic factors in the UK Fenland Study. Br. J. Nutr. 2018, 119, 685–694. [Google Scholar] [CrossRef]

	



Bibiloni, M.d.M.; Gallardo-Alfaro, L.; Gómez, S.F.; Wärnberg, J.; Osés-Recalde, M.; González-Gross, M.; Gusi, N.; Aznar, S.; Marín-Cascales, E.; González-Valeiro, M.A.; et al. Determinants of Adherence to the Mediterranean Diet in Spanish Children and Adolescents: The PASOS Study. Nutrients 2022, 14, 738. [Google Scholar] [CrossRef]

	



Mattavelli, E.; Olmastroni, E.; Bonofiglio, D.; Catapano, A.L.; Baragetti, A.; Magni, P. Adherence to the Mediterranean Diet: Impact of Geographical Location of the Observations. Nutrients 2022, 14, 2040. [Google Scholar] [CrossRef] [PubMed]

	



Quiles, J.; Jiménez, R.; Marín, S.; Rizk, J.; Zubeldía, L. Nutrition Survey of the Valencian Community 2010–2011: Reduced Report; Generalitat Valenciana, Conselleria de Sanitat: Valencia, Spain, 2013.

	



Schröder, H.; Fitó, M.; Estruch, R.; Martínez-González, M.A.; Corella, D.; Salas-Salvadó, J.; Lamuela-Raventós, R.; Ros, E.; Salaverría, I.; Fiol, M.; et al. A short screener is valid for assessing Mediterranean diet adherence among older Spanish men and women. J. Nutr. 2011, 141, 1140–1145. [Google Scholar] [CrossRef]

	



Martínez-González, M.A.; García-Arellano, A.; Toledo, E.; Salas-Salvadó, J.; Buil-Cosiales, P.; Corella, D.; Covas, M.I.; Schröder, H.; Arós, F.; Gómez-Gracia, E.; et al. A 14-Item Mediterranean Diet Assessment Tool and Obesity Indexes among High-Risk Subjects: The PREDIMED Trial. PLoS ONE 2012, 7, e43134. [Google Scholar] [CrossRef]

	



San Onofre Bernat, N.; Trescastro-López, E.M.; Quiles, J. Different classification of a population by two validated indices of adherence to Mediterranean diet. Nutr. Hosp. 2019, 36, 1116–1122. [Google Scholar] [CrossRef] [PubMed]

	



Ministry of Health, Consumer Affairs and Social Welfare. Strategy for Health Promotion and Prevention in the SNS. 2014. Available online: https://www.mscbs.gob.es/profesionales/saludPublica/prevPromocion/Estrategia/docs/EstrategiaPromocionSaludyPrevencionSNS.pdf (accessed on 15 August 2022).

	



Anderson, P.; Gual, A.; Colon, J. Alcohol and Primary Health Care: Basic Clinical Information for the Identification and Management of Risks and Problems; Pan American Health Organization: Washington, DC, USA, 2008; Available online: www.who.int/substance_abuse/publications/alcohol_atencion_primaria.pdf (accessed on 16 August 2022).

	



World Health Organization. Obesity: Preventing and Managing the Global Epidemic; Report of a WHO Consultation; WHO Technical Report Series 894; World Health Organization: Geneva, Switzerland, 2000. [Google Scholar]

	



United Nations, General Assembly. Draft Outcome Document of the United Nations Summit for the Adoption of the Post-2015 Development Agenda; United Nations: New York, NY, USA, 2015; Available online: https://www.cooperacionespanola.es/sites/default/files/agenda_2030_desarrollo_sostenible_cooperacion_espanola_12_ago_2015_es.pdf (accessed on 12 August 2022).

	



González, I.; Torres, M.; Martínez, C.A.; Luque, T. The Mediterranean diet in different age groups. Eur. J. Health Res. 2016, 2, 73–81. [Google Scholar] [CrossRef]

	



Trescastro-López, E.M.; Galiana-Sánchez, M.E.; Bernabeu-Mestre, J. Epidemiological-nutritional transition and demographic changes in contemporary Spain. Soc. Panor. 2016, 23, 63–71. [Google Scholar]

	



WHO. European Regional Obesity Report 2022; WHO Regional Office for Europe: Copenhagen, Denmark, 2022. [Google Scholar]

	



WHO. Obesity and Overweight. Available online: https://www.who.int/es/news-room/fact-sheets/detail/obesity-and-overweight (accessed on 20 September 2022).

	



White, M.; Aguirre, E.; Finegood, D.T.; Holmes, C.; Sacks, G.; Smith, R. What role should the commercial food system play in promoting health through better diet? BMJ 2020, 368, m545. [Google Scholar] [CrossRef] [PubMed]

	



Swinburn, B.A.; Sacks, G.; Hall, K.D.; McPherson, K.; Finegood, D.T.; Moodie, M.L.; Gortmaker, S.L. The global obesity pandemic: Shaped by global drivers and local environments. Lancet 2011, 378, 804–814. [Google Scholar] [CrossRef]

	



Swinburn, B.A.; Kraak, V.I.; Allender, S.; Atkins, V.J.; Baker, P.I.; Bogard, J.R.; Brinsden, H.; Calvillo, A.; De Schutter, O.; Devarajan, R.; et al. The global syndemic of obesity, undernutrition, and climate change: The Lancet Commission report. Lancet 2019, 393, 791–846. [Google Scholar] [CrossRef]

	



Varela-Moreiras, G.; Ávila, J.M.; Cuadrado, C.; del Pozo, S.; Ruiz, E.; Moreiras, O. Evaluation of food consumption and dietary patterns in Spain by the Food Consumption Survey: Updated information. Eur. J. Clin. Nutr. 2010, 64, 37–43. [Google Scholar] [CrossRef]

	



Partearroyo, T.; Laja, A.; Varela-Moreiras, G. Strengths and weaknesses of nutrition in the Spanish population of the 21st century. Nutr. Hosp. 2019, 36, 3–6. [Google Scholar] [CrossRef] [PubMed]

	



Hanna, K.L.; Collins, P.F. Relationship between living alone and food and nutrient intake. Nutr. Rev. 2015, 73, 594–611. [Google Scholar] [CrossRef]

	



Zaragoza, A.; Ferrer, R.; Cabañero, M.J.; Hurtado, J.A.; Laguna, A. Adherence to the Mediterranean diet and its relationship with nutritional status in the elderly. Nutr. Hosp. 2015, 31, 1667–1674. [Google Scholar] [CrossRef]

	



Fernández, E.; Peruga, A. Tobacco control in the 21st century: A global and local perspective. Med. Clin. 2022, 8, S0025-7753(22)00370-0. [Google Scholar]

	



Córdoba-García, R. Fourteen years of tobacco control law in Spain. Current situation and proposals. Aten. Primaria 2020, 52, 563–569. [Google Scholar] [CrossRef] [PubMed]

	



World Health Organization. Report on the Global Tobacco Epidemic, 2017: Monitoring Tobacco Use and Prevention Policies; World Health Organization: Geneva, Switzerland, 2017. [Google Scholar]

	



Bach-Faig, A.; Berry, E.M.; Lairon, D.; Reguant, J.; Trichopoulou, A.; Dernini, S.; Medina, F.X.; Battino, M.; Belahsen, R.; Miranda, G.; et al. Mediterranean diet pyramid today. Science and cultural updates. Public Health Nutr. 2011, 14, 2274–2284. [Google Scholar] [CrossRef]

	



Lopez-Minguez, J.; Gómez-Abellán, P.; Garaulet, M. Timing of Breakfast, Lunch, and Dinner. Effects on Obesity and Metabolic Risk. Nutrients 2019, 11, 2624. [Google Scholar] [CrossRef]

	



Martini, D.; Godos, J.; Bonaccio, M.; Vitaglione, P.; Grosso, G. Ultra-Processed Foods and Nutritional Dietary Profile: A Meta-Analysis of Nationally Representative Samples. Nutrients 2021, 13, 3390. [Google Scholar] [CrossRef]

	



Machado, P.P.; Steele, E.M.; Louzada, M.L.D.C.; Levy, R.B.; Rangan, A.; Woods, J.; Gill, T.; Scrinis, G.; Monteiro, C.A. Ultra-processed food consumption drives excessive free sugar intake among all age groups in Australia. Eur. J. Nutr. 2020, 59, 2783–2792. [Google Scholar] [CrossRef]

	



Monteiro, C.A.; Cannon, G.; Lawrence, M.; Costa Louzada, M.L.; Pereira, P. Ultraprocessed Foods, Diet Quality, and Health Using the NOVA Classification System; FAO: Rome, Italy, 2019. [Google Scholar]

	



Mendonça, R.D.; Pimenta, A.M.; Gea, A.; de la Fuente-Arrillaga, C.; Martinez-Gonzalez, M.A.; Lopes, A.C.; Bes-Rastrollo, M. Ultraprocessed food consumption and risk of overweight and obesity: The University of Navarra Follow-Up (SUN) cohort study. Am. J. Clin. Nutr. 2016, 104, 1433–1440. [Google Scholar] [CrossRef]

	



Manoogian, E.N.C.; Chaix, A.; Panda, S. When to Eat: The Importance of Eating Patterns in Health and Disease. J. Biol. Rhythms 2019, 34, 579–581. [Google Scholar] [CrossRef]

	



Serra-Majem, L.; Tomaino, L.; Dernini, S.; Berry, E.M.; Lairon, D.; Ngo de la Cruz, J.; Bach-Faig, A.; Donini, L.M.; Medina, F.X.; Belahsen, R.; et al. Updating the Mediterranean Diet Pyramid towards Sustainability: Focus on Environmental Concerns. Int. J. Environ. Res. Public Health 2020, 17, 8758. [Google Scholar] [CrossRef] [PubMed]

	



Magriplis, E.; Panagiotakos, D.; Kyrou, I.; Tsioufis, C.; Mitsopoulou, A.V.; Karageorgou, D.; Dimakopoulos, I.; Bakogianni, I.; Chourdakis, M.; Micha, R.; et al. Presence of Hypertension Is Reduced by Mediterranean Diet Adherence in All Individuals with a More Pronounced Effect in the Obese: The Hellenic National Nutrition and Health Survey (HNNHS). Nutrients 2020, 12, 853. [Google Scholar] [CrossRef] [PubMed]

	



Azorín, M.; Martínez, M.; Sánchez, A.B.; de la Ossa, M.; Hernández, I.; Tello Nieves, G.M. Adherence to the Mediterranean diet in hypertensive patients in Primary Care. Rev. Clin. Med. Fam. 2018, 11, 15–22. Available online: http://www.revclinmedfam.com/PDFs/85422afb467e9456013a2a51d4dff702.pdf (accessed on 16 August 2022).

	



Menotti, A.; Puddu, P.E.; Maiani, G.; Catasta, G. Lifestyle behaviour and lifetime incidence of heart diseases. Int. J. Cardiol. 2015, 201, 293–299. [Google Scholar] [CrossRef]

	



Lönnberg, L.; Ekblom-Bak, E.; Damberg, M. Improved unhealthy lifestyle habits in patients with high cardiovascular risk: Results from a structured lifestyle programme in primary care. Ups. J. Med. Sci. 2019, 124, 94–104. [Google Scholar] [CrossRef]

	



Tang, C.; Wang, X.; Qin, L.-Q.; Dong, J.-Y. Mediterranean Diet and Mortality in People with Cardiovascular Disease: A Me-ta-Analysis of Prospective Cohort Studies. Nutrients 2021, 13, 2623. [Google Scholar] [CrossRef]

	



Prieto-González, P.; Sánchez-Infante, J.; Fernández-Galván, L.-M. Association between Adherence to the Mediterranean Diet and Anthropometric and Health Variables in College-Aged Males. Nutrients 2022, 14, 3471. [Google Scholar]

	



Barrea, L.; Pugliese, G.; Laudisio, D.; Colao, A.; Savastano, S.; Muscogiuri, G. Mediterranean diet as medical prescription in menopausal women with obesity: A practical guide for nutritionists. Crit. Rev. Food Sci. Nutr. 2021, 61, 1201–1211. [Google Scholar] [CrossRef]

	



Pallazola, V.A.; Davis, D.M.; Whelton, S.P.; Cardoso, R.; Latina, J.M.; Michos, E.D.; Sarkar, S.; Blumenthal, R.S.; Arnett, D.K.; Stone, N.J.; et al. A Clinician’s Guide to Healthy Eating for Cardiovascular Disease Prevention. Mayo Clin. Proc. Innov. Qual. Outcomes 2019, 3, 251–267. [Google Scholar] [CrossRef]

	



Khani Jeihooni, A.; Hidarnia, A.; Kaveh, M.H.; Hajizadeh, E. The effect of a prevention program based on health belief model on osteoporosis. J. Res. Health Sci. 2015, 15, 47–53. [Google Scholar]

	



Green, L. The health belief modeland personal health behavior. Health Educ. Monogr. 1974, 2, 324–325. [Google Scholar] [CrossRef]

	



Bôto, J.M.; Rocha, A.; Miguéis, V.; Meireles, M.; Neto, B. Sustainability Dimensions of the Mediterranean Diet: A Systematic Review of the Indicators used and Its Results. Adv. Nutr. 2022, 13, 2015–2038. [Google Scholar] [CrossRef] [PubMed]








[image: Table] 





Table 1. Distribution of the sample according to the determinants of health based on the level of adherence to the Mediterranean diet.
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General

	
Men

	
Women




	
Variables

	
Adherence to the Mediterranean Diet

	
Total

N (%)

	
Adherence to the Mediterranean Diet

	
Total

N (%)

	
Adherence to the Mediterranean Diet

	
Total

N (%)




	
≤9 Points

N (%)

	
10–14 Points

N (%)

	
≤9 Points

N (%)

	
10–14 Points

N (%)

	
≤9 Points

N (%)

	
10–14 Points

N (%)






	
Age groups abc

	

	

	

	

	

	

	

	

	




	
16–24 years old

	
330 (14.8)

	
23 (4.63)

	
353 (12.9)

	
161 (14.98)

	
9 (3.81)

	
170 (13)

	
169 (14.6)

	
14 (5.36)

	
183 (12.9)




	
25–44 years old

	
827 (37.1)

	
113 (22.7)

	
940 (34.5)

	
413 (38.42)

	
52 (22)

	
465 (35.5)

	
414 (35.8)

	
61 (23.7)

	
475 (33.5)




	
45–64 years old

	
638 (28.6)

	
208 (41.9)

	
846 (31)

	
312 (29.02)

	
89 (37.7)

	
401 (30.6)

	
326 (28.2)

	
119 (45.6)

	
445 (31.4)




	
≥65 years

	
436 (19.5)

	
153 (30.8)

	
589 (21.6)

	
189 (17.58)

	
86 (36.4)

	
275 (21)

	
247 (21.4)

	
67 (25.7)

	
314 (22.2)




	
Total

	
2231 (100)

	
497 (100)

	
2728 (100)

	
1075 (100)

	
236 (100)

	
1311 (100)

	
1156 (100)

	
261 (100)

	
1417 (100)




	
Country of birth b

	

	

	

	

	

	

	

	

	




	
Different from Spain

	
290 (13.1)

	
42 (8.47)

	
332 (12.2)

	
144 (13.4)

	
15 (6.38)

	
159 (12.2)

	
146 (12.7)

	
27 (10.3)

	
173 (12.3)




	
Spain

	
1932 (87)

	
454 (91.5)

	
2386 (87.8)

	
929 (86.6)

	
220 (93.6)

	
1149 (87.8)

	
1003 (87.3)

	
234 (89.7)

	
1237 (87.7)




	
Total

	
2222 (100)

	
49 (100)

	
2718 (100)

	
1073 (100)

	
235 (100)

	
1308 (100)

	
1149 (100)

	
261 (100)

	
1410 (100)




	
Level of education ab

	

	

	

	

	

	

	

	

	




	
No education

	
203 (9.15)

	
63 (12.7)

	
266 (9.80)

	
72 (6.75)

	
31 (13.1)

	
103 (7.90)

	
131 (11.4)

	
32 (12.4)

	
163 (11.6)




	
Primary education

	
453 (20.4)

	
143 (28.9)

	
596 (22)

	
210 (19.7)

	
74 (31.4)

	
284 (21.8)

	
243 (21.1)

	
69 (26.6)

	
312 (22.1)




	
Secondary education

	
1066 (48)

	
197 (39.8)

	
1263 (46.5)

	
552 (51.7)

	
90 (38.1)

	
642 (49.3)

	
514 (44.6)

	
107 (41.3)

	
621 (44)




	
Higher education

	
497 (22.4)

	
92 (18.6)

	
589 (21.7)

	
233 (21.8)

	
41 (17.4)

	
274 (21)

	
264 (22.9)

	
51 (19.7)

	
315 (22)




	
Total

	
2219 (100)

	
495 (100)

	
2714 (100)

	
1067 (100)

	
236 (100)

	
1303 (100)

	
1152 (100)

	
259 (100)

	
1411 (100)




	
Employment status

	

	

	

	

	

	

	

	

	




	
With paid work

	
900 (40.5)

	
181 (36.4)

	
1.081 (39.8)

	
576 (53.7)

	
147 (62.3)

	
585 (44.7)

	
745 (64.8)

	
169 (64.8)

	
496 (35.2)




	
No paid work

	
1321 (59.5)

	
316 (63.6)

	
1637 (60.2)

	
496 (46.3)

	
89 (37.7)

	
723 (55.3)

	
404 (35.2)

	
92 (35.3)

	
914 (64.8)




	
Total

	
2221 (100)

	
497 (100)

	
2718 (100)

	
1072 (100)

	
236 (100)

	
1308 (100)

	
1149 (100)

	
261 (100)

	
1410 (100)




	
Living together as a couple abc

	

	

	

	

	

	

	

	

	




	
Yes

	
1256 (59.2)

	
353 (75.3)

	
1609 (62.1)

	
616 (60.7)

	
180 (80)

	
796 (64.2)

	
640 (57.8)

	
173 (70.9)

	
813 (60.2)




	
No

	
866 (40.8)

	
116 (24.7)

	
982 (37.9)

	
399 (39.3)

	
45 (20)

	
444 (35.8)

	
467 (42.2)

	
71 (29.1)

	
538 (39.8)




	
Total

	
2122 (100)

	
469 (100)

	
2591 (100)

	
1015 (100)

	
225 (100)

	
1240 (100)

	
1107 (100)

	
244 (100)

	
1351 (100)




	
Health perception

	

	

	

	

	

	

	

	

	




	
Good condition

	
2009 (93.1)

	
438 (90.9)

	
2447 (92.7)

	
974 (94.3)

	
207 (92)

	
1181 (93.9)

	
90 (8)

	
26 (10.1)

	
1266 (91.6)




	
Poor condition

	
149 (6.90)

	
44 (9.13)

	
193 (7.31)

	
59 (5.71)

	
18 (8)

	
77 (6.12)

	
1035(92.00)

	
231 (89.9)

	
116 (8.39)




	
Total

	
2158 (100)

	
482 (100)

	
2640 (100)

	
1033 (100)

	
225 (100)

	
1258 (100)

	
1125 (100)

	
257 (100)

	
1382 (100)




	
Leisure time physical activity

	

	

	

	

	

	

	

	

	




	
Little or no physical activity

	
1934 (87.9)

	
440 (89.4)

	
2374 (88.2)

	
906 (85.6)

	
24 (10.3)

	
1115 (86.4)

	
1028(90)

	
231 (89.2)

	
1.259 (89.9)




	
Physical activity several times a week

	
266 (12.1)

	
52(10.6)

	
318 (11.8)

	
152 (14.4)

	
209 (89.7)

	
176 (13.6)

	
114 (10)

	
28 (10.8)

	
142 (10.1)




	
Total

	
2200 (100)

	
492 (100)

	
2692 (100)

	
1058 (100)

	
233 (100)

	
1291 (100)

	
1142 (100)

	
259 (100)

	
1401 (100)




	
Sedentary behavior

	

	

	

	

	

	

	

	

	




	
<2 h/day

	
496 (22.8)

	
88 (18.6)

	
584 (22.1)

	
264 (25.3)

	
44 (19.7)

	
308 (24.3)

	
232 (20.5)

	
44 (17.6)

	
276 (20)




	
≥2 h/day

	
1679 (77.2)

	
385 (81.4)

	
2064 (78)

	
780 (74.7)

	
179 (80.3)

	
959 (75.7)

	
899 (79.5)

	
206 (82.4)

	
1105 (80)




	
Total

	
2175 (100)

	
473 (100)

	
2648 (100)

	
1044 (100)

	
223 (100)

	
1267 (100)

	
1131 (100)

	
250 (100)

	
1381 (100)




	
Current smoking habit

	

	

	

	

	

	

	

	

	




	
Yes

	
677 (30.4)

	
122 (24.7)

	
799 (29.3)

	
383 (35.6)

	
69 (29.4)

	
452 (34.5)

	
294 (25.4)

	
53 (20.4)

	
347 (24.5)




	
No

	
1099 (49.3)

	
261 (52.7)

	
1360 (49.9)

	
419 (39)

	
94 (40)

	
513 (39.2)

	
680 (58.8)

	
167 (64.2)

	
847 (59.8)




	
Ex-smokers

	
455 (20.4)

	
112 (22.6)

	
567 (20.8)

	
273 (25.4)

	
72 (30.6)

	
345 (26.3)

	
182 (15.7)

	
40 (15.4)

	
222 (15.7)




	
Total

	
2231 (100)

	
495 (100)

	
2726 (100)

	
1075 (100)

	
235 (100)

	
1310 (100)

	
1156 (100)

	
260 (100)

	
1416 (100)




	
Snacking between meals abc

	

	

	

	

	

	

	

	

	




	
Yes

	
892 (40.7)

	
149 (30.3)

	
1041 (38.8)

	
427 (40.8)

	
70 (30)

	
497 (38.8)

	
465 (40.6)

	
79 (30.5)

	
544 (38.8)




	
No

	
1300 (59.3)

	
343 (69.7)

	
1643 (61.2)

	
620 (59.2)

	
163 (70)

	
783 (61.2)

	
680 (59.4)

	
180 (69.5)

	
860 (61.3)




	
Total

	
2192 (100)

	
492 (100)

	
2684 (100)

	
1047 (100)

	
233 (100)

	
1280 (100)

	
1145 (100)

	
259 (100)

	
1404 (100)




	
Alcohol consumption b

	

	

	

	

	

	

	

	

	




	
No consumption and low-risk consumption

	
2144 (96.1)

	
462 (93)

	
2606 (95.5)

	
1018 (94.7)

	
213 (90.2)

	
1231 (93.9)

	
1126 (97.4)

	
249 (95.4)

	
1375 (97)




	
Risky consumption

	
60 (2.69)

	
28 (5.63)

	
88 (3.2)

	
37 (3.4)

	
17 (7.20)

	
54 (4.12)

	
23 (2)

	
11 (4.22)

	
34 (2.40)




	
Harmful consumption

	
27 (1.21)

	
7 (1.41)

	
34 (1.3)

	
20 (1.9)

	
6 (2.54)

	
26 (2)

	
7 (0.61)

	
1 (0.38)

	
8 (0.56)




	
Total

	
2231 (100)

	
497 (100)

	
2728 (100)

	
1075 (100)

	
236 (100)

	
1311 (100)

	
1156 (100)

	
261 (100)

	
1417 (100)








a: p value < 0.05 in general; b: p value < 0.05 in men; c: p value < 0.05 in women.
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Table 2. Distribution of the sample according to the health status based on the level of adherence to the Mediterranean diet.
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General

	
Men

	
Women




	
Variables

	
Adherence to the Mediterranean Diet

	
Total

N (%)

	
Adherence to the Mediterranean diet

	
Total

N (%)

	
Adherence to the Mediterranean Diet

	
Total

N (%)




	
≤9 Points

N (%)

	
10–14 Points

N (%)

	
≤9 Points

N (%)

	
10–14 Points

N (%)

	
≤9 Points

N (%)

	
10–14 Points

N (%)






	
Arterial Hypertension

	

	

	

	

	

	

	

	

	




	
Yes

	
397 (17.8)

	
140 (28.2)

	
537 (19.7)

	
189 (17.6)

	
69 (29.2)

	
258 (19.7)

	
208 (18.1)

	
71 (27.2)

	
279 (19.7)




	
No

	
1828 (82.2)

	
357 (71.8)

	
2185 (80.3)

	
884 (82.4)

	
167 (70.8)

	
1051 (80.3)

	
944 (81.9)

	
190 (72.8)

	
1134 (80.3)




	
Total

	
2225 (100)

	
497 (100)

	
2.722 (100)

	
1073 (100)

	
236 (100)

	
1309 (100)

	
1152 (100)

	
261 (100)

	
1413 (100)




	
Infarction

	

	

	

	

	

	

	

	

	




	
Yes

	
45 (2.02)

	
22 (4.43)

	
67 (2.46)

	
32 (3)

	
18 (7.63)

	
50 (3.82)

	
13 (1.13)

	
4 (1.53)

	
17 (1.20)




	
No

	
2181 (98)

	
475 (95.6)

	
2656 (97.5)

	
1042 (97)

	
218 (92.4)

	
1260 (96.2)

	
1139 (98.9)

	
257 (98.5)

	
1396 (98.8)




	
Total

	
2226 (100)

	
497 (100)

	
2723 (100)

	
1074 (100)

	
236 (100)

	
1310 (100)

	
1152 (100)

	
261 (100)

	
1413 (100)




	
Diabetes

	

	

	

	

	

	

	

	

	




	
Yes

	
162 (7.27)

	
46 (9.26)

	
208 (7.64)

	
79 (7.36)

	
28 (11.9)

	
107 (8.17)

	
83 (7.20)

	
18 (6.90)

	
101 (7.14)




	
No

	
2065 (92.7)

	
451 (90.7)

	
2516 (92.4)

	
995 (92.6)

	
208 (88.1)

	
1203 (91.8)

	
1070 (92.8)

	
243 (93.1)

	
1313 (92.9)




	
Total

	
2227 (100)

	
497 (100)

	
2724 (100)

	
1074 (100)

	
236 (100)

	
1310 (100)

	
1153 (100)

	
261 (100)

	
1414 (100)




	
Neurological disease

	

	

	

	

	

	

	

	

	




	
Yes

	
76 (3.41)

	
12 (2.42)

	
88 (3.23)

	
27 (2.52)

	
9 (3.81)

	
36 (2.75)

	
49 (4.25)

	
3 (1.15)

	
52 (3.68)




	
No

	
2151 (96.6)

	
484 (97.6)

	
2635 (96.8)

	
1046 (97.5)

	
227 (96.2)

	
1273 (97.2)

	
1105 (95.8)

	
257 (98.8)

	
1362 (96.32)




	
Total

	
2227 (100)

	
496 (100)

	
2723 (100)

	
1073 (100)

	
236 (100)

	
1309 (100)

	
1154 (100)

	
260 (100)

	
1414 (100)




	
Hypercholesterolemia

	

	

	

	

	

	

	

	

	




	
Yes

	
322 (14.5)

	
120 (24.1)

	
442 (16.2)

	
143 (13.3)

	
56 (23.7)

	
199 (15.2)

	
179 (15.5)

	
64 (24.5)

	
243 (17.2)




	
No

	
1904 (85.5)

	
377 (75.9)

	
2281 (83.8)

	
930 (86.7)

	
180 (76.3)

	
1110 (84.8)

	
974 (84.5)

	
197 (75.5)

	
1171 (82.8)




	
Total

	
2226 (100)

	
497 (100)

	
2723 (100)

	
1073 (100)

	
236 (100)

	
1309 (10)

	
1153 (100)

	
261 (100)

	
1414 (100)




	
Cancer

	

	

	

	

	

	

	

	

	




	
Yes

	
52 (2.34)

	
15 (3.02)

	
67 (2.46)

	
17 (1.58)

	
6 (2.54)

	
23 (1.76)

	
35 (3.04)

	
9 (3.45)

	
44 (3.11)




	
No

	
2173 (97.7)

	
482 (97)

	
2655 (97.5)

	
1056 (98.4)

	
230 (97.5)

	
1286 (98.2)

	
1117 (97)

	
252 (96.6)

	
1369 (96.9)




	
Total

	
2225 (100)

	
497 (100)

	
2722 (100)

	
1073 (100)

	
236 (100)

	
1309 (100)

	
1152 (100)

	
261 (100)

	
1413 (100)




	
Body mass index (kg/m2)

	

	

	

	

	

	

	

	

	




	
Underweight (<18.5 kg/m2)

	
58 (2.81)

	
13 (2.86)

	
71 (2.82)

	
11 (1.08)

	
0 (0,00)

	
11 (0.89)

	
47 (4.50)

	
13 (5.60)

	
60 (4.70)




	
Normal weight (18.5–24.99 kg/m2)

	
973 (47.2)

	
181 (39.8)

	
1154 (45.8)

	
408 (40.1)

	
78 (35)

	
486 (39.2)

	
565 (54.1)

	
103 (44.4)

	
668 (52.4)




	
Overweight (25–30 kg/m2)

	
710 (34.4)

	
381 (83.7)

	
1091 (43.3)

	
436 (42.8)

	
107 (48)

	
543 (43.8)

	
274 (26.3)

	
76 (32.8)

	
350 (27.4)




	
Obesity (>30 kg/m2)

	
321 (15.6)

	
78 (17.1)

	
399 (15.8)

	
163 (16)

	
38 (17)

	
201 (16.2)

	
158 (11.1)

	
40 (17.2)

	
198 (15.5)




	
Total

	
2063 (100)

	
455 (100)

	
2518 (100)

	
1018 (100)

	
223 (100)

	
1241 (100)

	
1044(100)

	
232(100)

	
1276 (100)
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Table 3. Adherence to the Mediterranean diet in an adult population of southeastern Spain according to body mass index.






Table 3. Adherence to the Mediterranean diet in an adult population of southeastern Spain according to body mass index.





	
MEDAS * Score

	
N

	
Median BMI †

	
Standard Deviation

	
Standard Error

	
95% Confidence Interval for the Mean

	
p-Value




	
Lower Limit

	
Upper Limit






	
2

	
5

	
22.21

	
4.368

	
1.95

	
16.79

	
27.64

	
0.002




	
3

	
18

	
24.20

	
4.98

	
1.17

	
21.72

	
26.68




	
4

	
60

	
23.57

	
4.38

	
0.56

	
22.44

	
24.70




	
5

	
183

	
24.65

	
5.27

	
0.39

	
23.89

	
25.42




	
6

	
312

	
25.23

	
4.94

	
0.28

	
24.69

	
25.79




	
7

	
484

	
26.08

	
9.14

	
0.42

	
25.26

	
26.89




	
8

	
565

	
26.19

	
5.19

	
0.22

	
25.76

	
26.62




	
9

	
436

	
26.06

	
4.79

	
0.23

	
25.61

	
26.51




	
10

	
300

	
26.29

	
4.99

	
0.29

	
25.73

	
26.86




	
11

	
124

	
26.48

	
3.53

	
0.32

	
25.85

	
27.11




	
12

	
27

	
24.93

	
3.30

	
0.64

	
23.62

	
26.24




	
13

	
5

	
25.77

	
1.52

	
0.68

	
23.89

	
27.65




	
Total

	
2519

	
25.84

	
5.98

	
0.12

	
25.61

	
26.08








* MEDAS: Mediterranean Diet Adherence Screener. † BMI: Body Mass Index
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Table 4. Univariate analysis of risk factors related to high adherence to the Mediterranean diet in the adult population of southeastern Spain.
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Univariate

	
General

	
Men

	
Women




	
Variables

	
p-Value

	
Odds Ratio (95% Confidence Interval)

	
p-Value

	
Odds Ratio (95% Confidence Interval)

	
p-Value

	
Odds Ratio (95% Confidence Interval)






	
Sex

	

	

	

	

	

	




	
 Men

	

	
1 (ref.)

	

	

	

	




	
 Women

	
0.78

	
1.03 (0.85–1.25)

	

	

	

	




	
Age groups

	

	

	

	

	

	




	
 16–24 years old

	

	
1 (ref.)

	

	
1 (ref.)

	

	
1 (ref.)




	
 25–44 years old

	
0.01

	
1.96 (1.23–3.13)

	
<0.01

	
2.25 (1.09–4.68)

	
<0.01

	
1.78 (0.97–3.27)




	
 45–64 years old

	
<0.01

	
4.68 (2.98–7.34)

	
<0.01

	
5.10 (2.51–10.39)

	
<0.01

	
4.41 (2.46–790)




	
 ≥65 years

	
<0.01

	
5.04 (3.18–7.98)

	
<0.01

	
8.14 (3.97–16.69)

	
0.13

	
3.27 (1.78–6.02)




	
Country of birth

	

	

	

	

	

	




	
 Different from Spain

	
0.57

	
0.95 (0.78–1.15)

	
<0.01

	
0.44 (0.25–0.76)

	
0.29

	
1.26 (0.82–1.95)




	
 Spain

	

	
1 (ref.)

	

	
1 (ref.)

	

	
1 (ref.)




	
Level of education

	

	

	

	

	

	




	
 No education

	

	
1 (ref.)

	

	
1 (ref.)

	
0.21

	
1 (ref.)




	
 Primary education

	
0.92

	
1.02 (0.72–1.43)

	
<0.01

	
0.82 (0.50–1.35)

	
0.05

	
1.16 (0.73–1.86)




	
 Secondary education

	
<0.01

	
0.60 (0.43–82)

	
<0.01

	
0.38 (0.24–0.61)

	
0.33

	
0.85 (0.55–1.33)




	
 Higher education

	
0.01

	
0.60 (0.42–0.86)

	
<0.01

	
0.41 (0.24–0.70)

	
0.26

	
0.79 (0.49–1.29)




	
Employment status

	

	

	

	

	

	




	
 With paid work

	

	
1 (ref.)

	

	
1 (ref.)

	

	
1 (ref.)




	
 No paid work

	
0.09

	
0.84 (0.69–1.03)

	
0.02

	
0.70 (0.53–0.94)

	
0.98

	
1.00 (0.76–1.33)




	
Living together as a couple

	

	

	

	

	

	




	
 Yes

	

	
1 (ref.)

	

	
1 (ref.)

	

	
1 (ref.)




	
 No

	
<0.01

	
0.48 (0.38–0.60)

	
<0.01

	
0.39 (0.27–0.55)

	
<0.01

	
0.56 (0.42–0.76)




	
Health perception

	

	

	

	

	

	




	
 Good condition

	

	
1 (ref.)

	

	
1 (ref.)

	

	
1 (ref.)




	
 Poor condition

	
0.09

	
1.35 (0.95–1.93)

	
0.20

	
1.44 (0.83–2.49)

	
0.27

	
1.29 (0.82–2.05)




	
Leisure time physical activity

	

	

	

	

	

	




	
 Little or no physical activity

	
0.34

	
1.16 (0.85–1.59)

	
0.10

	
1.46 (0.93–2.31)

	
0.69

	
0.92 (0.59–1.42)




	
 Physical activity several times a week

	

	
1 (ref.)

	

	
1 (ref.)

	

	
1 (ref.)




	
Sedentary behavior

	

	

	

	

	

	




	
 <2 h/day

	

	
1 (ref.)

	

	
1 (ref.)

	

	
1 (ref.)




	
 ≥2 h/day

	
0.05

	
1.29 (1.00–1.66)

	
0.08

	
1.38 (0.96–1.97)

	
0.30

	
1.21 (0.85–1.73)




	
Current smoking habit

	

	

	

	

	
0.19

	




	
 Yes

	
0.01

	
0.76 (0.60–0.96)

	
0.07

	
1.33 (0.98–1.81)

	
0.09

	
1.73 (0.52–1.03)




	
 No

	

	
1 (ref.)

	

	
1 (ref.)

	

	
1 (ref.)




	
 Ex-smokers

	
0.04

	
1.04 (0.81–1.33)

	
0.10

	
0.80 (0.57–1.13)

	
0.89

	
0.90 (0.61–1.31)




	
Snacking between meals

	

	

	

	

	

	




	
 Yes

	
<0.01

	
0.63 (0.51–0.78)

	
<0.01

	
0.62 (0.46–0.85)

	
<0.01

	
0.64 (0.48–0.86)




	
 No

	

	
1 (ref.)

	

	
1 (ref.)

	

	
1 (ref.)




	
 Alcohol consumption

	

	

	

	

	

	




	
 No consumption–low-risk consumption

	

	
1 (ref.)

	

	
1 (ref.)

	

	
1 (ref.)




	
 Risky consumption

	
<0.01

	
2.17(1.37–3.43)

	
0.01

	
2.20 (1.21–3.97)

	
0.03

	
2.16 (1.04–4.50)




	
 Harmful consumption

	
0.72

	
1.20 (0.52–2.78)

	
0.50

	
1.43 (0.57–3.61)

	
0.67

	
0.65 (0.08–5.27)




	
Arterial hypertension (AHT)

	

	

	

	

	

	




	
 Yes

	
<0.01

	
1.81 (1.44–2.26)

	
<0.01

	
1.93 (1.40–2.67)

	
<0.01

	
1.70 (1.24–2.32)




	
 No

	

	
1 (ref.)

	

	
1 (ref.)

	

	
1 (ref.)




	
Hypercholesterolemia

	

	

	

	

	

	




	
 Yes

	
<0.01

	
1.88 (1.49–2.39)

	
<0.01

	
2.02 (1.43–2.87)

	
<0.01

	
1.77 (1.28–2.44)




	
 No

	

	
1 (ref.)

	

	
1 (ref.)

	

	
1 (ref.)




	
Diabetes

	

	

	

	

	

	




	
 Yes

	
0.13

	
1.30 (0.92–1.83)

	
0.02

	
1.70 (1.07–2.68)

	
0.86

	
0.96 (0.56–1.62)




	
 No

	

	
1 (ref.)

	

	
1 (ref.)

	

	
1 (ref.)




	
Myocardial infarction

	

	

	

	

	

	




	
 Yes

	
<0.01

	
2.25 (1.34–3.77)

	
<0.01

	
2.69 (1.48–4.88)

	
0.59

	
1.36 (0.44–4.22)




	
 No

	

	
1 (ref.)

	

	
1 (ref.)

	

	
1 (ref.)




	
Neurological diseases

	

	

	

	

	

	




	
 Yes

	
0.26

	
0.70 (0.38–1.30)

	
0.27

	
1.54 (0.71–3.31)

	
0.03

	
0.26 (0.08–0.85)




	
 No

	

	
1 (ref.)

	

	
1 (ref.)

	

	
1 (ref.)




	
Cancer

	

	

	

	

	

	




	
 Yes

	
0.38

	
1.30 (0.73–2.33)

	
0.32

	
1.62 (0.63–4.16)

	
0.73

	
1.14 (0.54–2.40)




	
 No

	

	
1 (ref.)

	

	
1 (ref.)

	

	
1 (ref.)




	
Body mass index (BMI)

	
0.03

	

	
0.49

	

	
0.06

	




	
 Normal Weight

	

	

	

	
1 (ref.)

	

	
1 (ref.)




	
 Underweight

	
0.56

	
1.21 (0.65–2.24)

	
0.99

	
1 (0.00-)

	
0.21

	
1.52 (0.79–2.90)




	
 Overweight

	
<0.01

	
1.39 (1.10–1.74)

	
0.12

	
1.28 (0.93–1.77)

	
0.01

	
1.52 (1.09–2.12)




	
 Obesity

	
0.07

	
1.31 (0.97–1.75)

	
0.36

	
1.22 (0.79–1.87)

	
0.11

	
1.39 (0.93–2.08)
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Table 5. Multivariate analysis of risk factors related to high adherence to the Mediterranean diet in the adult population of southeastern Spain.
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General Multivariate Model




	
Variables

	
* Raw RO

	
Adjusted OR (** 95% CI)

	
p-Value






	
Age groups

	

	

	




	
16–24 years old

	
1 (ref.)

	
1 (ref.)

	
<0.01




	
25–44 years old

	
1.96

	
1.98 (1.10–3.59)




	
45–64 years old

	
4.68

	
4.23 (2.33–7.70)




	
≥65 years

	
5.04

	
3.61 (1.91–6.80)




	
Employment status

	

	

	




	
With paid work

	
1 (ref.)

	
1 (ref.)

	
0.29




	
No paid work

	
0.84

	
0.87 (0.66–1.13)




	
Living together as a couple

	

	

	




	
Yes

	
1 (ref.)

	
1 (ref.)

	
0.02




	
No

	
0.48

	
0.65 (0.50–0.85)




	
Health perception

	

	

	




	
Good condition

	
1 (ref.)

	

	
0.87




	
Poor condition

	
1.35

	
0.97 (0.62–1.49)

	




	
Snacking between meals

	

	

	




	
No

	
1 (ref.)

	
1 (ref.)

	
0.03




	
Yes

	
0.63

	
0.77 (0.59–0.98)




	
Sedentary behavior

	

	

	




	
<2 h/day

	
1 (ref.)

	
1 (ref.)

	
0.25




	
≥2 h/day

	
1.29

	
1.18 (0.89–1.58)




	
Current smoking habit

	

	

	




	
No

	
1 (ref.)

	
1 (ref.)

	
0.24




	
Yes

	
0.76

	
0.83 (0,62–1.11)




	
Ex-smokers

	
1.04

	
0.81 (0.61–1.07)




	
Alcohol consumption

	

	

	




	
No consumption–low-risk consumption

	
1 (ref.)

	
1 (ref.)

	
0.42




	
Risky consumption

	
2.17

	
1.44 (0.83–2.49)




	
Harmful consumption

	
1.20

	
1.12 (0.44–2.85)




	
Arterial hypertension (AHT)

	

	

	




	
No

	
1 (ref.)

	
1 (ref.)

	
0.29




	
Yes

	
1.81

	
1.18 (0.87–1.59)




	
Hypercholesterolemia

	

	

	




	
No

	
1 (ref.)

	
1 (ref.)

	
0.06




	
Yes

	
1.88

	
1.32 (0.98–1.76)




	
Diabetes

	

	

	




	
No

	
1 (ref.)

	
1 (ref.)

	
0.50




	
Yes

	
1.30

	
0.86 (0.56–1.33)




	
Myocardial infarction

	

	

	




	
No

	
1 (ref.)

	
1 (ref.)

	
0.83




	
Yes

	
2.25

	
1.08 (0.54–2.16)




	
Body mass index (BMI)

	

	

	




	
Normal Weight

	
1 (ref.)

	
1 (ref.)

	
0.09




	
Underweight

	
1.21

	
2.16 (1.07–4.34)




	
Overweight

	
1.39

	
1.02 (0.79–1.33)




	
Obesity

	
1.31

	
0.85 (0.60–1.18)








* OR = odds ratio, ** IC = confidence interval.
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Table 6. Multivariate analysis of risk factors related to high adherence to the Mediterranean diet in adult men in southeastern Spain.
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Multivariate Model Men




	
Variables

	
* Raw RO

	
Adjusted OR (** CI 95%)

	
p-Value






	
Age groups

	

	

	




	
16–24 years old

	
1 (ref.)

	
1 (ref.)

	
<0.01




	
25–44 years old

	
2.25

	
2.97 (1.10–8.06)




	
45–64 years old

	
5.10

	
6.16 (2.25–16.9)




	
≥65 years

	
8.14

	
8.16 (2.89–23.1)




	
Employment status

	

	

	




	
With paid work

	
1 (ref.)

	
1 (ref.)

	
0.19




	
No paid work

	
0.70

	
0.77 (0.52–1.14)




	
Living together as a couple

	

	

	




	
Yes

	
1 (ref.)

	
1 (ref.)

	
0.01




	
No

	
0.39

	
0.59 (0.40–0.90)




	
Snacking between meals

	

	

	




	
No

	
1 (ref.)

	

	
0.33




	
Yes

	
0.62

	
0.84 (0.59–1.19)

	




	
Leisure time physical activity

	

	

	




	
Physical activity several times a week

	
1 (ref.)

	
1 (ref.)

	
0.85




	
Little or no physical activity

	
1.46

	
0.95 (0.58–1.57)




	
Sedentary behavior

	

	

	




	
<2 h/day

	
1 (ref.)

	
1 (ref.)

	
0.46




	
≥2 h/day

	
1.29

	
1.16 (0.78–1.73)




	
Current smoking habit

	

	

	




	
No

	
1 (ref.)

	
1 (ref.)

	
0.03




	
Yes

	
1.33

	
0.60 (0.40–0.89)




	
Ex-smokers

	
0.80

	
0.71 (0.48–1.04)




	
Alcohol consumption

	

	

	




	
No consumption–low-risk consumption

	
1 (ref.)

	
1 (ref.)

	
0.24




	
Risky consumption

	
2.20

	
1.72 (0.89–3.32)




	
Harmful consumption

	
1.43

	
1.35 (0.47–3.90)




	
Arterial hypertension (AHT)

	

	

	




	
No

	
1 (ref.)

	
1 (ref.)

	
0.95




	
Yes

	
1.93

	
1.04 (0.70–1.53)




	
Hypercholesterolemia

	

	

	




	
No

	
1 (ref.)

	
1 (ref.)

	
0.08




	
Yes

	
2.02

	
1.41 (0.95–2.10)




	
Diabetes

	

	

	




	
No

	
1 (ref.)

	
1 (ref.)

	
0.71




	
Yes

	
1.70

	
0.90 (0.54–1.53)




	
Myocardial infarction

	

	

	




	
No

	
1 (ref.)

	
1 (ref.)

	
0.60




	
Yes

	
2.69

	
1.21 (0.60–2.44)








* OR = odds ratio, ** IC = confidence interval.
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Table 7. Multivariate analysis of risk factors related to high adherence to the Mediterranean diet in adult women in southeastern Spain.






Table 7. Multivariate analysis of risk factors related to high adherence to the Mediterranean diet in adult women in southeastern Spain.





	
Multivariate Model Women




	
Variables

	
* Raw RO

	
Adjusted OR (** 95% CI)

	
p-Value






	
Age groups

	

	

	




	
16–24 years old

	
1 (ref.)

	
1 (ref.)

	
<0.01




	
25–44 years old

	
1.78

	
1.55 (0.76–3.13)




	
45–64 years old

	
4.41

	
3.55 (1.76–7.18)




	
≥65 years

	
3.27

	
2.04 (0.94–4.45)




	
Living together as a couple

	

	

	




	
Yes

	
1 (ref.)

	
1 (ref.)

	
0.03




	
No

	
0.56

	
0.68 (0.48–0.97)




	
Snacking between meals

	

	

	




	
No

	
1 (ref.)

	

	
0.07




	
Yes

	
0.64

	
0.74 (0.53–1.02)

	




	
Alcohol consumption

	

	

	




	
No consumption–low-risk consumption

	
1 (ref.)

	
1 (ref.)

	
0.79




	
Risky consumption

	
2.16

	
1.20 (0.48–2.96)




	
Harmful consumption

	
0.65

	
0.54 (0.06–4.62)




	
Arterial hypertension (AHT)

	

	

	




	
No

	
1 (ref.)

	
1 (ref.)

	
0.11




	
Yes

	
1.70

	
1.41 (0.93–2.14)




	
Hypercholesterolemia

	

	

	




	
No

	
1 (ref.)

	
1 (ref.)

	
0.18




	
Yes

	
1.77

	
1.31 (0.88–1.95)




	
Neurological diseases

	

	

	




	
No

	
1 (ref.)

	
1 (ref.)

	
0.81




	
Yes

	
0.26

	
0.19 (0.05–0.82)




	
Body mass index (BMI)

	

	

	




	
Normal Weight

	
1 (ref.)

	
1 (ref.)

	
0.09




	
Underweight

	
1.52

	
2.43 (1.20–4.92)




	
Overweight

	
1.52

	
1.04 (0.72–1.50)




	
Obesity

	
1.39

	
0.93 (0.59–1.45)








* OR = odds ratio, ** IC = confidence interval.
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