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Supplementary material
Full search strategy

PubMed database (https://pubmed.ncbi.nlm.nih.gov)

“(Mediterranean diet) AND (Adherence)” Sort by: Publication Date
("diet, mediterranean"[MeSH Terms] OR ("diet"[All Fields] AND "mediterranean”[All
Fields]) OR "mediterranean diet"[All Fields] OR (“mediterranean”[All Fields] AND
"diet"[All Fields])) AND ("adherance"[All Fields] OR "adhere"[All Fields] OR
"adhered"[All Fields] OR "adherence"[All Fields] OR "adherences"[All Fields] OR
"adherent"[All Fields] OR "adherents"[All Fields] OR "adherer"[All Fields] OR

"adherers"[All Fields] OR "adheres"[All Fields] OR "adhering"[All Fields]).

Scopus database (https://www.scopus.com/home.uri)

TIT-ABST-KEYWORDS: (“Mediterranean diet” AND Adherence)

Web of Science database (www.webofknowledge.com )

(“Mediterranean diet” AND Adherence) (ALL FIELDS)

EMBASE database (https://www.embase.com/)



https://pubmed.ncbi.nlm.nih.gov/
https://www.scopus.com/home.uri
http://www.webofknowledge.com/
https://www.embase.com/

(Mediterranean diet and adherence).mp. [mp=title, abstract, heading word, drug
trade name, original title, device manufacturer, drug manufacturer, device trade name,
keyword, floating subheading word, candidate term word]

CENTRAL (Cochrane Central Register of Controlled trials) database

(https://www.cochranelibrary.com/)

(“Mediterranean diet” AND Adherence) (ALL FIELDS)

Google Scholar database (https://scholar.google.gr/schhp?hl=el)

(“Mediterranean diet” AND Adherence) (TIT & exclude patents and citations)


https://www.cochranelibrary.com/
https://scholar.google.gr/schhp?hl=el

Table S1: Search results

Database Results Results Results Total
11/1/2021 20/11/2021 1/11/2022

PubMed 2203 521 475 3199
Scopus 2309 476 975 3760
Web of Science 2940 467 1185 4592
EMBASE 3005 464 103 3572
CENTRAL 496 65 170 731
Google Scholar 512 133 280 925

Total 11467 2126 3188 16779
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Table S2: Study Characteristics
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Multi-Ethnic .
. HR/ 127 item FFQ
Abiemo et al, Study of - 62+10.3 5390 Aret L: 4936 L: 99 L:20.1
2013 [1] Atherosclerosis 45-84 46.5/53.5 27.8845 incidence AIterngte med 1 1.09 (0.80-1.49) H- 5013 H- 89 H-17.8
rate diet
MESA
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2020 [2] Study 52.949.9 W HR Med diet score 1 0.70 (0.62-0.79)
Diab: 30.7 =
Andre et al, n - 56.5 21585 5.5 HR Med diet score A
2020 [3] LI it (40-71) 48/52 Non diab: JOR by Sofi et al 1 e (e
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2023[11] Health Initiative) ~ diabetes ERES/ ST H:26.745.4 ali aliiEe . 055 (01220 25 H:498638  H:2411
Australia Free from
. . Longitudinal L:1769
Hlaing Hlaing et Non L:52.4#5 . )
al, 2021[12] Study on communicable  H:52.6+1.4 H:642 OR MDS 1 0.76 (0.48-1.21)
Women’s Health diseases W
(ALSWH)
Hodge et al, Melbourne Excluded 40.3% M Med Diet Adh IRR
2021 [13] Collaborative diabetes Szl 59.7% W ZGEs I by Trichopoulou . 0.98 (0.85-1.13)
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Martinez- . 136 FFQ -Med
Gonzalez et al, SUN Navarra Without DM (2%7_50) 391 37%38 3 23.443.4 In0|deRnce/R diet by (in%itérﬁgéogt(;z;)io)
2008 [18] ' ' Trichopoulou
Mozaffarian et
GISSI - 59 +11 8291 L: 1423 L: 83 . .
al, Prevezione (20-90) 87.03/12.97 263+34 HR FFQ ! 0.65 (0.49-0.85) H: 6289 H:179 L:58 H:28
2007 [19]
Atherosclerosis L:1.8
oConnor et al, risk in - 5435 11991 L: 796 H:1.6
2020 [20] Communities (45-65) 43.7/56.3 PSEE2 il el L D (R ) H:376 (per 100
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Differentiated .
. 5076 . Med diet by
Ortegaetal,  TheDi@betes free from 45 2177 (43% )M L. 281456 OR Panagiotakos et 1 0.73 (0.69-0.98)
2013[21] Study diabetes with H:28.144.8
) 2899(57%) W al
diabetes
Free of
Ramezan et al, Tehran Glucose diabetes in L:48.1+2.9 L: 45.6% men L:2945.7 OR Med diet adh by 1 0.93 (0.44-1.96)
2019[22] and Lipid Study® previous H:52.8+12.7 H:41.2% men H:29.145.2 Trichopoulou ' ' '
reports
~50
Rossi et al, - (20-80) o ) L: 73.997 L:716
2013 [23] EPIC baseline 22295 27-28 HR MDS by FFQ 1 0.88 (0.78-0.99) H:59.542 H: 582
(39-63)°
REasons for
Geographic And Adjusted for
- Racial n Men: 3834 (43.8%) dementia(Block9 .
Tz'g‘;gfzt 4‘3" Differences in \(;\I’;m:i 63.248.5 Women: NA RR 8 FFQ) Med 1 1.15 (0.93-1.41) higg
Stroke 4916 (56.2%) diet by e
(REGARDS) Trichopoulou
study.
Tobias et al, Nurses Health History of 37.8+4.8 L:12.198 L: 137
2012 [25] Study 11 GDM 24-44 43w 25-28 HR aMed ! 0.60 (0.44-0.82) H:13.423 H: 106

A: regression coefficient not applicable for synthesis, b: was included also because it was included in the synthesis of odds ratio



Table S3. Adjustments in models of each study

Study
(Author, year)

Adjustments

Abiemo et al, 2013[1]

Age, gender, nationality, health center, education status, family income, smoking, PA, energy intake, waist circumference

Ahmad et al, 2020[2]

Age, treatment, energy intake, insulin resistance, BMI, HDL, LDL, hypertension, HbA1c, biochemical markers and inflammation markers

Andre et al, 2020[3]

Age, gender, education status, energy intake, sedentary life, smoking, overweight

Bantle et al, 2016[4]

Age, sex, race, field center, BMI, education, smoking, caloric intake, and tertiles of physical activity

Brunner et al, 2008[26]

Age, gender, nationality, smoking, PA, social economic status, dietary misreporting

Cabrera De Leon et al,
2011[6]

Age, sex, impaired fasting glucose, Canary Islands ancestry, metabolic syndrome, low HDL cholesterol, arterial hypertension, waist-to-height ratio >0.55, waist circumference > 94 or >
80 cm, insulin resistance, BMI >= 30 kg/m?2, family history of Type 2 diabetes mellitus, alcohol intake, sedentarism, adherence to Mediterranean diet, social class, and interaction terms
between these variables.

Chen et al, 2018 [7]

Model 1 adjusted for age at baseline interview (years), sex, dialect group (Hokkien or Cantonese), year of baseline interview (1993-1995 or 1996-1998), and energy intake (kcal/day).
Model 2 included the potential confounders in model 1 and additionally adjusted for body mass index, physical activity (no moderate or vigorous activity; 0.5-3.9 hours/week of
moderate activity or 0.5-1.9 hours/ week of vigorous activity; or >4.0 hours/week of moderate activity or >2.0 hours/week of vigorous activity), education (no for- mal education,
primary school, or secondary school or higher), smoking (never smoker, former smoker, current smoker of 1-12 cigarettes/day, or current smoker of >13 cigarettes/day), and self-
reported history of physician-diagnosed hypertension. Analyses for the aMED, AHEI-2010, and DASH indices additionally adjusted for coffee consumption (cups/day), and analyses for
the DASH, PDI, and hPDI indices additionally adjusted for alcohol consumption (none, light (<0.5 servings/ day), moderate (0.5-1.9 servings/day for men and 0.5-1.4 servings/day for
women), moderate to heavy (2.0-3.4 servings/ day for men and 1.5-2.4 servings/day for women), or heavy (>3.5 servings/day for men and >2.5 servings/day for women)).

De Koning et al, 2011[27]

Age, smoking, PA, BMI, family history, coffee consumption, energy intake

Esfandiar et al, 2022[9]

Age, sex, diabetes risk score, physical activity, smoking, dietary fiber, and total energy intake

Galbete et al, 2018[10]

Age, sex, smoking status, education, total energy (kcal/day), vitamin supplementation, body mass index (kg/mz2), waist circumference (cm), cycling, sports, prevalent hypertension (not
in the analyses on cancer)

Glenn et al, 2023[11]

Model 1 adjustments include age (continuous), region (Northeast, South, Mid- west, West), smoking (never, past, current) and study arm (HRT, DM, CaD).

Model 2 adjustments include model 1 adjustments plus self-identified race and ethnicity (White, African American, Hispanic, Asian), education (college or above, below college),
marital status (presently married, other), hysterectomy history (yes, no), physical activity (continuous), alcohol intake ($7 drinks/week, <7 drinks/week [excluded from aMED analysis,
as alcohol intake is included in the score]), energy intake (continuous), hypertension status (yes, no), family history of diabetes (yes, no), HT use (never, past, current), cholesterol-
lowering medication use (yes, no).

Model 3 adjustments include model 2 adjustments plus BMI (continuous).

Hlaing- Hlaing et al,
2021[12]

Adjusted covariates were age; socioeconomic status (marital status, residence, education, occupation, and ability to manage income); lifestyle variables (smoking status, physical
activity, taking prescribed and over-the-counter medicine) for all NCD outcomes. History of depression and/or anxiety at any previous survey(s) was included as a covariate

Hodge et al, 2021[13]

Age, sex, SEIFA, smoking status, drinking status, family history of diabetes and physical activity level at baseline, BMI, WHR, country of birth

InterAct Consortium et al
(Romaguera et al), 2011
[14]

Gender, smoking, PA, energy intake, education status & model was stratified based on research center and was adjusted for gender, BMI, education level, physical activity, smoking and
energy intake.

Jacobs et al, 2014[15]

age, adjusted for physical activity (h/week), smoking (current smoker, past smoker, never smoker), years of education (<12, 12, 13—15 and >16 years), total energy intake (kJ/day) and
BMI (<22, 22 to <25, 25 to <30 and >30 kg/m2 ). Models including men of all ethnicities combined were additionally adjusted for ethnicity (white, Japanese-American, Native Hawaiian
and other ethnicity)




Koloverou et al, 2015[28]

Age, gender, family DM history, smoking, hypertension, hypercholesterolemia, education, PA, waist circumference

Martinez Gonzalez et al,
2008[29]

Age, gender, education years, BMI, family DM history , hypertension, PA, hours of sedentary life, smoking, energy intake

Mozzafarian et al, 2007[19]

model was adjusted for age, gender, smoking, time since Ml to entry of study, treatment category, BMI, maximal capacity to exercise during stress testing (quintiles), presence of
ischemia during stress testing, New York Heart Association heart failure symptoms, Canadian Cardiovascular Society angina symptoms, history of hypertension, prior MI before the
incident that was for inclusion to the study, use of angiotensin converting enzyme inhibitors , use of b-blockers, use of diuretics, use of statins, cheese, wine and coffee consumption

O’Connor et al, 2020[20]

Age, gender, health center, energy intake, PA, smoking, clinical markers, social status, behavior, nationality, BMI

Ortega et al, 2013[21]

Multiple adjusted models included age, BMI and WC (as continuous variables), sex, educational level (university vs. lower than university education), civil status (married vs. others),
hypertension, dyslipidemia, physical exercise (exercising at least once a week), smoking status (current vs. never/former) and a family history of diabetes in 1st-degree relatives.

Ramezan et al, 2019[22]

Model 1: conditional analysis matched on age, sex, and date of data collection and controlled for family history of diabetes, body mass index, educational level, smoking status, physical
activity, and total energy intake.
Model 2: multiple adjusted model, additionally adjusted for waist circumference, hypercholesterolaemia, and hypertension.

Rossi et al, 2013[23]

Age, gender, education status, BMI, PA, WHR, energy intake

Tison et al, 2022[24]

Crude model: unadjusted estimates. Model 1: adjustment for TEI and demographics of age, race, sex, region, income, and education. Model 2: further adjustment for lifestyle factors of
smoking, physical activity, and alcohol.

Tobias et al, 2012[25]

Age, energy intake, BMI, nationality, smoking, PA, family history. 3 models: 1% was adjusted for age and energy intake, 2" for number of births, age for the birth of first child,
nationality, family history of DMT-2, use of contraceptives, phase of reproductive age (menopause stages), smoking, physical activity, and in the 3" BMI was added to adjustments




Figure S2. Forest plot of Hazard ratio

Study

Abiemo et al., 2013

Ahmad et al., 2020

Brunner et al., 2008

Cabrera de Leon et al., 2011
Chen et al., 2018

De Koning et al., 2011
Esfandiar et al., 2022

Galbete et al., 2018

Glenn et al., 2023

Hodge et al., 2021

InterAct Consortium et al., 2011
Jacobs et al., 2014 (M)
Jacobs et al., 2014 (F)
Martinez-Gonzalez et al., 2008
Mozzafarian et al., 2007
o'Connor et al., 2020

Rossi et al., 2013

Tison et al., 2022

Tobias et al., 2012

Common effect model
Random effects model
Prediction interval

Heterogeneity: /2 = 47%, t* = 0.0118, p = 0.01

logHR SE(logHR)

0.0862
-0.0943
-0.0619

0.0953
-0.1744
-0.2877

0.0583
-0.1744
-0.1278
-0.0202
-0.1278
-0.1165
-0.0834
-1.7720
-0.4308
-0.1863
-0.1278

0.1398
-0.2744

0.1587
0.0613
0.1653
0.2264
0.0454
0.0675
0.1025
0.0725
0.0317
0.0726
0.0524
0.0544
0.0495
0.7374
0.1405
0.0645
0.0608
0.1062
0.1650

Hazard Ratio HR
A 1.09
—— 0.91
— 0.94
E 1.10
—+ 0.84
—a—! 0.75
—— 1.06
—— 0.84
= 0.88
e B 0.98
—— 0.88
—— 0.89
e 0.92
— 0.17
— 0.65
—= 0.83
—— 0.88
: O s — 1.15
—_— 0.76

b

k
& 0.88
< 0.89

|
0.5 1 2

Weight Weight
95%-Cl (common) (random)
[0.80; 1.49] 0.9% 2.9%
[0.81; 1.03] 6.1% 6.8%
[0.68; 1.30] 0.8% 2.7%
[0.70; 1.70] 0.5% 1.7%
[0.77; 0.92] 11.2% 7.7%
[0.66; 0.86] 5.1% 6.5%
[0.87; 1.30] 2.2% 4.8%
[0.73; 0.97] 4.4% 6.2%
[0.83; 0.94] 22.9% 8.3%
[0.85; 1.13] 4.4% 6.2%
[0.79; 0.97] 8.4% 7.3%
[0.80; 0.99] 7.8% 7.2%
[0.84; 1.02] 9.4% 7.4%
[0.04; 0.72] 0.0% 0.2%
[0.49; 0.85] 1.2% 3.4%
[0.73; 0.94] 5.5% 6.6%
[0.78; 0.99] 6.2% 6.8%
[0.93; 1.41] 2.0% 4.6%
[0.55; 1.05] 0.8% 2.7%
[0.85; 0.91] 100.0% -
[0.83; 0.95] - 100.0%
[0.70; 1.13]

Favors High Adherence Favors Low Adherence



Figure S3.Forest plot of Odds Ratio
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Table S4. Study Quality Assessment with Newscastle-Ottawa scale

11

- Indicate the
. ) Comparability Was median
Selection Demonstration of cohprts on follow-up duration of
. of the . that outcome of  the basis of the Adequacy of . . Outcome
Study Representativeness Ascertainment . desi Assessment long follow up and foll p Selection Comparability
(Author, year) of the sample non- of exposure Interest was not esign or of outcome  enough for a brief oflowup o domain domain Exposure NOS
' exposed present at start analysis . cohorts domain
outcomes rationale for
cohort of study controlled for
to occur? the assessment
confounders
above
Abiemo et al, * * * * Hk * *
2013[1] 6 4 2 2 Good
Ahmad et al, * * * Hok * *
2020[2] 19.8 3 2 2 Good
Andre et al - o~ * * * *
2020[3] 6 4 1 1 Poor
Bantle et al, * * * * ok * * *
2016[4] 25 4 1 2 Good
Brunner et al, * @ o * Hok * * *
2008[26] 15 4 2 3 Good
Cabrera De
Leon et al, * * * * o * 35 * 4 2 2 Good
2011[6]
Chenetal, - . . * ok * *
2018[7] 11,5 4 2 2 Good
DeKoning et al, % * * - * *
2011[27] 20 3 2 2 Good
Esfandiar et al, * * * * *k * *
2022[9] 6,6 4 2 2 Good
Galbete et al, - * * * *k * * *
2018[10] 10,6 4 2 2 Good
Glenn et al, * * * * *k * * *
2023[11] 16 4 2 3 Good
Hlaing-Hlaing - o o * * * * *
etal, 2021[12] 15 4 2 2 Good
Hodge et al, N * * * ok * *
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InterAct
Consortium
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Koloverou et al, * * * * * * * *
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Martinez- * o & * o * 4.4 4 2 1 Poor
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2007[19]
O’Connor et al,
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Table S5: Study Quality Assessment with Joanna Briggs Institute (JBI) Scale

13

Were the Was the Was follow
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f both exposed and L - long enough analysis
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Table S6: Subgroup analyses of the Mediterranean Diet and the risk of type 2 diabetes (highest versus lowest category metanalysis)

Number of 0 Prediction 2 1950 12 (%), (95%Cl),
studies () R (95%CD) Interval v (95%C1) Photrogereiy Poctueen
0 _
Al Studies 14 0.89(0.83-095  070-113 00118 (0.00-008) /4% %%-:1” 69.2), NA
Sex 0.57
0 _
Male 3 085(071-101)  013-552 00139 (000-149) 2% (0.0-893)
0 _
Female 5 0.89 (0.85-0.94)  0.83—0.97 0(0.00—0.12) 0%, (060 ; 79.2)
Continents 0.57
0 _
USA 9 089(082-0.96)  070-113  00085(0.00-006) %% (00773
0 _
Europe 7 083(067-103) 043-163  00568(0.00-153) 4% (8-20 76.4)
0 _
Asia 2 0.93 (0.74 - 1.16) NA 0.0208 76.8%, (()0(')2 94.7)
Australia 1 0.98 (0.85-1.13) NA NA NA
Follow-up (years) 0.89
0, _
<10 6 086 (0.60-124)  0.25-294  0.1617 (001-275)  °76% £%3621 86.4)
0, _
>10 13 088(084-092)  077-101  00033(0.00-002) > (090-665)
BMI status (kg/m?) 0.47
0 _
BMI<25 3 094(076-115)  015-584 00097 000-110) V(00 -789)
0 _
BMI>25 3 0.86 (0.80-093)  0.73—1.02 0 (0.00 - 0.00) 0%, (%%7 84.7)

BMI: Body mass index; Cl: Confidence interval; HR: Hazard ratio; NA: Not applicable



Figure S4. Funnel plot
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Figure S5. GRADE Certainty of evidence
Question: High adherence to the MD compared to low adherence for type 2 diabetes mellitus prevention

T — 7 o patients
Certainty

high

Inconsistency | Indirectness | Imprecision adherence 195 MK AOSTIE
y P considerations to the MD adherence | (95% ClI) (95% CI)

Importance

Ne of Other

studies

Diabetes risk (HR)

18 non- not serious? serious® not serious none 100 100 HR 0.89 0 fewer per OO
randomised | serious participants | participants (0.83 to 1,000 Low

studies 0.95) (from O fewer

[Diabetes to 0 fewer)

risk (HR)]
- - 0 fewer per
1,000

(from 0 fewer

to 0 fewer)

Diabetes risk (OR)

5 non- not not serious serious not serious none 100 100 OR 0.82 0 fewer per [1)1@)

randomised | serious participants | participants (0.72 to 1,000 Moderate
studies 0.93) (from 0 fewer

to 0 fewer)

- - 0 fewer per
1,000
(from O fewer
to 0 fewer)

CI: confidence interval; HR: hazard Ratio; OR: odds ratio
Explanations

a. No overlap of confidence intervals between studies. Also, the point estimates of the included studies were not similar
b. Not same populations and MD adherence tools
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