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Supplementary Material 2.  MediCul elements, cut points, scoring and rationale 

 

Elements  Sub-elements  Description of 

Measure 

Cut Points Total 

Score  

Rationale 

1. Olive oil Q25 Fat types 

frequency 

Days/wk 0 = No added 

fats used                               

0 = Total other 

fats > olive oil 

3 = Total other 

fats = olive oil 

6 = Total other 

fats < olive oil 

6 Olive oil was the primary culinary fat used in the 

traditional Med diet(1).   

The relative frequency of exposure to various fat 

types is easier to rate than quantifying amounts.   

This also avoids scoring for MediCul using the 

leading MEDAS Q(2)  

 

 Q26 Butter/cream 

intake 

Serves/d N/R 

Q included for 

MEDAS score 

only 

N/R As below for Q27(3). 

 Q27 Margarine 

intake 

Serves/d N/R 

Q included for 

MEDAS score 

only 

N/R Not scored in MediCul as difficult to accurately 

quantitate serves. 

For purposes of MEDAS scoring, MediCul defines 1 

serve=1 tsp (5g), and makes an adjustment (as 

MEDAS 1 serve=12g), as this amount is easier to 

visualise and more consistent with typical food 

portions consumed by Australian adults (5-7g 

margarine for 31-71+ years)(3). 

 Q28 Olive oil 

quantity 

 

TBSP/d 

(1 Australian 

TBSP = 15 g or 

20 ml) 

0 = 0-1.99 

TBSP/d 

3 = 2-3.99 

TBSP/d 

6 = ≥4 TBSP/d 

6 High olive oil intake (i.e. 60g/d) is consistent with 

traditional Cretan use (e.g., 95g/d edible fats in 

1960s; mostly olive oil)(4) and meets or exceeds 

MEDAS cut point ≥4 TBSP/d(4). 
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Elements  Sub-elements  Description of 

Measure 

Cut Points Total 

Score  

Rationale 

Note MEDAS 1 TBSP=13.5 g, hence 53 g/d 

required. 

 Q29a Olive oil as 

main culinary fat 

Subjective 

response as to 

whether olive 

oil is main fat in 

diet: no or yes 

N/R 

Q included for 

MEDAS score 

only 

N/R Not scored in MediCul as leading Q.  

Original MEDAS Q(2), slightly improved for 

inclusion within MediCul by prompting to consider 

use of all fats/oils, including spreads.   

Also, this Q follows others on various fat serves 

consumed, to help participant identify more correctly 

whether olive oil is the main culinary fat. 

 Q29b Olive oil 

type 

N/R 0 = lite, classic, 

other                             

4 = extra virgin 

4 Traditionally, olive oil was all extra virgin, which 

contains polyphenols.  Research shows polyphenols 

are key to the efficacy of olive oil(5,6).  Many olive 

oils are refined and do not contain significant 

polyphenols(7) so it is important to know which type 

is used. 

No other Med diet tools assess this, likely because in 

the past the role of the minor constituents of olive oil 

was underappreciated. 

2. Vegetables  Q1 Vegetable 

intake 

 

Serves/d 0 = 0-2.99 

serves/d  

1 = 3-4.99 

serves/d 

2 = ≥5 serves/d 

2 Based on validated Q in Australia for national 

monitoring.  Measures all vegetables/salads including 

potato, which was included in original Med diet 

index tool as traditionally consumed cooked as a 

vegetable (not fast food)(8).  

Consistent with AGTHE serves(9).  AGTHE 1 serve = 

½ cup (75g), hence ≥5 serves/d = 375 g.  

MEDAS cut point ≥2 serves/d (where 1 serve = 200 

g, hence ≥400 g/d). 
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Elements  Sub-elements  Description of 

Measure 

Cut Points Total 

Score  

Rationale 

AGTHE recommends 375 g/d, which approximates 

400 g/d cut point in MEDAS(2,9). 
 

Q2 Vegetable 

variety 

Types/wk 0 = <10 

types/wk 

1 = ≥10 

types/wk 

 

1 Dietary guidelines promote increased dietary variety. 

Increased vegetable variety is associated with higher 

diet quality(10).  Vegetable variety is also associated 

more strongly with reduced cancer risk than 

vegetable quantity(11).  Simply assessing vegetable 

quantity may therefore not fully capture the 

mechanisms whereby vegetables decrease disease 

risk.  Keim et al. (10) used cut point ≥10 different 

vegetables/wk for high variety.  

CSIRO Healthy Diet Score includes multiple Qs on 

vegetable variety(12). 

No other Med diet tools assess this.  
Q3 Vegetable raw 

frequency 

Times/wk 0 = 0-3.99 

times/wk 

1 = ≥4 times/wk 

1 Traditional Med diet regularly included raw 

vegetables in the form of salads e.g. cabbage salad, 

village salad (mixed), dakos (grated tomato on rusks 

with EVOO).  Hence frequency of raw vegetable 

exposure over most days per week is assessed.  

Research suggests raw vs. cooked vegetables are 

associated with better mental health and reduced 

mortality(13,14).     

Ciccarone et al. (15) in their Med tool used cut point 

for exposure to raw vegetables of ≥3 times/wk. 

CSIRO Healthy Diet Score assesses salad 

vegetables(12).  
Higher lutein 

vegetable 

Times/wk 0 = 0-1.99 

times/wk 

2 Dark green leafy vegetables were consumed in the 

traditional Med diet, mostly picked wild from the 
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Elements  Sub-elements  Description of 

Measure 

Cut Points Total 

Score  

Rationale 

frequency: 

Q4a Other green 

vegetables 

Q4b Dark green 

leafy vegetables 

1 = 2-3.99 

times/wk 

2 = ≥4 times/wk 

mountains(16,17).  These are rich in lutein, nitrate and 

vitamin K, which provide vascular and cognitive 

benefits(18-20).  Higher plasma lutein levels and green 

leafy vegetable intake is associated with decreased 

dementia risk, slowing of cognitive decline and age-

related macular degeneration(21-23).   

Two questions are asked about different types of 

green vegetables to minimise response bias.  Cut 

point relates to frequency of exposure for most days 

per week, which is simpler to estimate than quantity 

consumed. 

MIND study(21) cut point is ≥ 6 serves/wk.  

No other Med diet tools assess this except Italian 

Mediterranean Index (IMI)(24).  
Q5 Onions/garlic 

frequency 

Times/wk 0 = 0-3.99 

times/wk 

1 = ≥4 times/wk 

1 The allium family of vegetables is regularly 

consumed (mostly daily) in the traditional Med diet 

in salads and cooked dishes and contributes to 

polyphenol intake(25).  Cut point relates to frequency 

of exposure for most days per week, which is simpler 

to estimate than quantity consumed. 

No other Med diet tools assess this except Italian 

Mediterranean Index (IMI)(24).  
Q8 Grow own 

vegetables 

N/R 0 = No 

1 = Yes 

 1 Having a home garden was traditional and is 

positively correlated with a high Med diet score in 

the Australian arm of the MEDIS Study(26).  Growing 

any vegetables may promote an increased intake, 

physical activity and higher vitamin D levels(27). 

No other Med diet tools assess this. 
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Elements  Sub-elements  Description of 

Measure 

Cut Points Total 

Score  

Rationale 

3. Fruit  Q12 Fruit intake Serves/d 0 = 0-0.99 

serves/d 

3 = 1-2.99 

serves/d 

6 = ≥3 serves/d 

6 Q based on standard Q from national surveys in 

Australia.  Examples of dried fruit also provided 

since consumed in the Mediterranean(4). 

Cut point is consistent with MEDAS(2) ≥ 3/d (but 

MEDAS also counts fruit juice), Greek dietary 

guidelines(28) and high traditional (1960s) Cretan 

intake of 464 g/d(4). 

Higher fruit intake is associated with reduced stroke 

risk(29-31). 

MediCul cut point exceeds 2 serves/d recommended 

by AGTHE(9). 

MediCul excludes juice as this increases the 

glycaemic load, thereby providing different effects to 

whole fruit.  Also, juice was not regularly consumed 

in the traditional Med diet. 

4. Nuts  Q24 Nuts intake Serves/wk 

(1 serve = 30g 

or 1.5 TBSP 

nut/seed butter) 

 

0 = 0-0.99 

serves/wk 

2 = 1-2.99 

serves/wk 

4 = 3-4.99 

serves/wk 

6 = ≥5 

serves/wk 

6 Nuts were regularly consumed in the traditional 

diet(16).  Observational studies show greater CVD 

protection with exposure to nuts ≥5 times/wk(32,33).  

Clinical and observational studies show improved 

cognition or reduced cognitive decline with age with 

nut consumption(34-36). 

MediCul uses wider range of cut points then MEDAS 

for increased discernment.   

MEDAS(2) cut point ≥3 serves/wk. 

Goulet et al. (37) cut point >2 portions/d is for 

legumes and nuts/seeds combined. 
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Elements  Sub-elements  Description of 

Measure 

Cut Points Total 

Score  

Rationale 

5. Wholegrains  Q20 

Wholegrain/lower 

GI bread frequency 

Frequency 0 = No bread 

used  

0 = White > 

(wholegrain + 

wholemeal + rye 

+ sourdough)                  

3 = White = 

(wholegrain + 

wholemeal + rye 

+ sourdough)              

6 = White < 

(wholegrain + 

wholemeal + rye 

+ sourdough) 

6 Grain foods were an important part of the traditional 

Med diet and mostly unrefined (intact, cracked or 

coarsely milled)(38).  Bread was made using a 

sourdough culture(39).  Such forms result in a lower 

GI, which is associated with health benefits (40-42).   

This Q uses bread as a proxy for quality of grains 

most frequently consumed. 

MIND diet(21) uses cut point ≥3 serves/d but serves 

for different grain foods vary and are difficult to 

estimate, hence not used in MediCul. 

MEDLIFE criteria(43) for wholegrains = fibre >25 

g/d, which requires nutritional calculations.  

6. Legumes  Q19 Legume 

intake 

Serves/wk 

(1 serve = 1 cup 

cooked dry 

beans or 150g) 

0 = 0-0.99 

serves/wk 

3 = 1-2.99 

serves/wk 

6 = ≥3 

serves/wk 

6 Legumes were a core food in traditional peasant Med 

diets in the 19th century, used as a meat 

replacement(28,44).   

MediCul cut point is consistent with MEDAS(2) ≥ 3 

serves/wk and serve size. 

The AGTHE protein serve (1 cup cooked), rather 

than vegetable serve (1/2 cup cooked), is used as 

more consistent with traditional food use(9). 

GLNC recommends legumes are consumed 2-3 

times/wk(45). 

7. Fish/shellfish   Q16 Fish/shellfish 

intake 

Serves/wk 

(1 serve= 1 

small fish fillet 

or 1 small can 

0 = 0-0.99 

serves/wk 

3 = 1-2.99 

serves/wk 

6 Fish was part of the traditional Med diet but intake 

depended on proximity to the sea(1).  Research shows 

fish may contribute to brain structure benefits and 

consumption is associated with reduced risk of 
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Elements  Sub-elements  Description of 

Measure 

Cut Points Total 

Score  

Rationale 

of fish or 200 g 

shellfish) 

6 = ≥3 

serves/wk 

AD/dementia(46,47).  

MediCul is consistent with MEDAS(2) serves and cut 

point ≥ 3 serves/wk. 

The Heart Foundation recommends 2-3 serves oily 

fish/wk for all Australians in their position statement 

on fish and CV health(48). 

8. Eggs  

 

Q18 Egg intake Eggs/wk 0 = ≥7 eggs/wk 

1 = >4-6.99 

eggs/wk 

2 = 0-4 eggs/wk 

2 Eggs were consumed in moderation in the traditional 

Med diet(1).  Some studies have associated egg intake 

with a higher risk of type 2 diabetes, and stroke in 

those with existing type 2 diabetes(49,50).   

MediCul cut point is based on the original Med diet 

pyramid(51). 

Goulet et al. (37) cut point 0-4 eggs/wk with a zero 

score for ≥7 eggs/wk. 

Ciccarone et al. (15) cut point 0-2 eggs/wk. 

MEDLIFE(43) cut point 2-4 eggs/wk. 

Spanish Med pyramid cut point 2-4/wk(52). 

Eggs are not commonly assessed by Med diet index 

tools.  

9. Dairy 

products   

Q21 Dairy product 

intake 

Serves/d 

(1 serve = half a 

cup (120 g) 

ricotta/cottage 

cheese, 50 g 

fetta, ¾ cup 

(200 g) yoghurt, 

2 slices (40 g) 

0 = >2 serves/d 

2 = 0-2 serves/d 

2 Dairy intake was moderately low in the traditional 

diet and did not focus on low fat products, popular in 

Western countries(28,39,51).   

MediCul cut point relates to maximum exposure for 

total dairy of any type i.e., cow, sheep, goat, full fat, 

low fat, reduced fat.   

Serve size for fetta is provided based on calcium 

equivalence.  
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Elements  Sub-elements  Description of 

Measure 

Cut Points Total 

Score  

Rationale 

hard yellow 

cheese) 

 Q22 Milk type Response to 

which type of 

milk usually 

consumed 

N/R 

Q included for 

qualitative 

purpose only 

N/R Not used in MediCul scoring. 

10. White meat   Q15 White meat 

calculated 

preference 

Serves/wk 0 = Q13 + Q14 

serves/wk > 

Q15 + Q16 

serves/wk 

1 = Q13 + Q14 

serves/wk = 

Q15 + Q16 

serves/wk 

2 = Q15 + Q16 

serves/wk > 

Q13 + Q14 

serves/wk OR 

Q13 + Q14 + 

Q15 + Q16 

serves/wk = 0 

(vegetarian) 

2 Exposure to meat was low in the traditional Med 

diet(1).  Red meat in particular is associated with 

chronic disease risk, and may be related to risk of 

dementia(53,54).    

MEDAS(2) includes a leading Q to assess white meat 

preference.  While that MEDAS Q is embedded 

within MediCul (Q17) for the purpose of calculating 

a MEDAS score, this particular MediCul Q is 

designed to assess whether serves of white meat are 

consumed more frequently than serves of red meat.  

MediCul does not score for number of chicken 

serves. 

 Q17 White meat 

subjective 

preference 

Subjective 

response as to 

which is 

preferentially 

eaten: white, 

red or no meats 

N/R 

Q included for 

MEDAS score 

only 

N/R Included to derive MEDAS(2) score, but not scored in 

MediCul as leading Q. 
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Elements  Sub-elements  Description of 

Measure 

Cut Points Total 

Score  

Rationale 

11. 

Red/processed  

Q13 Red meat 

intake 

 

Serves/wk 

(1 serve= 100-

150 g) 

0 = >3 

serves/wk 

1.5 = >1-3 

serves/wk 

3 = 0-1 serve/wk 

3 Exposure to red meat was low in the traditional Med 

diet(28,55).  Red meat in particular is associated with 

chronic disease risk, and may be related to risk of 

dementia(53,54).   

This Q is based on MEDAS(2) and the original Willett 

Med pyramid(51).  However, serves are based on 

commonly consumed portions in Australia rather 

than 65 g as defined in AGTHE(3). 

MedDietScore(56) uses cut point ≤1/wk. 

MEDLIFE(43) uses cut point <2/wk. 

MIND diet(21) allows higher exposure to red meat and 

meat products <4 meals/wk. 

AGTHE(9) recommends not > 455 g/wk. 

 Q14 Processed 

meat intake 

Serves/wk 

(1 serve= 1 ½ 

thick or 2 

thinner 

sausages; 2 

rashers bacon; 4 

slices processed 

meats (100 g);  

1 meat pie, 

pastie, sausage 

roll; 6 chicken 

nuggets) 

0 = >1 serve/wk 

1.5 = 0.5-1 

serve/wk 

3 = 0-<0.5 

serve/wk 

3 Exposure to processed meat was low in the 

traditional Med diet(1).  Processed meat is strongly 

associated with chronic disease risk and mortality(57).   

Q is based on MEDAS(2) Q.  However, cut point is 

consistent with MEDLIFE(43) ≤ 1 serve/wk and 

Ciccarone et al. (15) 0 times/wk, which is closer to 

traditional intakes.  This Q uses a similar serve size 

to that for fresh red meat so responses can be 

summed for MEDAS scoring. 

MEDAS cut point <7 serves/wk.  

Goulet et al. (37) cut point <1 portion (50-100g)/wk. 

MIND diet(21) allows higher exposure to red meat and 

meat products <4 meals/wk(21). 

12. Sweets & 

sugary drinks   

Q31 Biscuits/cakes 

frequency 

Times/wk 0 = ≥2 times/wk 

1 = 1-1.99 

2 Sugar containing foods were rare in the traditional 

Med diet(1,51).  High sugar foods can increase insulin 
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Elements  Sub-elements  Description of 

Measure 

Cut Points Total 

Score  

Rationale 

times/wk 

2 = 0-0.99 

times/wk 

resistance, which is associated with significantly 

lower regional cerebral glucose metabolism and 

Alzheimer’s disease(58).   

This Q is based on MEDAS(2) Q but includes 

examples of more typical sweets in Australia and 

includes all sweets, not just ‘commercial’ types as in 

MEDAS.  It excludes custard. 

MEDLIFE(43) cut point ≤2 serves/wk for all sweets. 

MEDAS cut point <3 times/wk for all 

sweets/pastries. 

MediCul scoring takes into account the effect of 

added sugars from additional sources assessed in 

other relevant Qs i.e., Q32b, Q33. 

 Q32a Custard 

frequency 

Times/wk N/R 

Q included for 

MEDAS score 

only 

N/R This is not scored in MediCul but included to obtain 

a MEDAS(2) score for sweets/pastries.  MEDAS 

includes custard as part of sweets/pastries. 

 Q32b Ice cream 

frequency 

Times/wk 0 = ≥2 times/wk 

1= 1-1.99 

times/wk 

2 = 0-0.99 

times/wk 

2 Ice cream was not part of the traditional Med diet but 

is a popular dessert or snack in Australia(51).   

MediCul scoring takes into account the effect of 

added sugars from additional sources assessed in 

other relevant Qs i.e., Q31, Q33. 

No other Med diet tools assess this. 

 Q33 Sugary drinks 

intake 

Cups/wk 0 = ≥2 cups/wk 

1 = 1-1.99 

cups/wk 

2 = 0-0.99 

cups/wk 

2 Sugary drinks were rare in the traditional Med diet(1).  

They can increase insulin resistance, which is 

associated with significantly lower regional cerebral 

glucose metabolism and Alzheimer’s disease(58).  

Q based on MEDAS(2) Q but provides standardised 
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Elements  Sub-elements  Description of 

Measure 

Cut Points Total 

Score  

Rationale 

serves, whereas MEDAS simply asks re number of 

sugary drinks consumed per day. 

MediCul scoring takes into account the effect of 

added sugars from additional sources assessed in 

other relevant Qs i.e., Q31, Q32b. 

 Q34 Fruit juice 

intake 

Cups/wk 0 = >7 cups/wk                                    

2 = 0-7 cups/wk 

2 Intake of fruit juice was rare in the traditional Med 

diet, although some fruit syrups were home-made to 

offer to guests, diluted with water(1).   

Q is included to assess excessive exposure to fruit 

juice which, like other sugary drinks, may increase 

the glycaemic load and promote weight gain and 

insulin resistance(59,60). 

Q also allows fruit juice to be counted in total serves 

of fruit to derive a MEDAS(2) score.  

 Q35 Fruit juice 

type 

Response to 

type usually 

consumed: 

commercial or 

freshly 

squeezed 

N/R 

Q included for 

MEDAS score 

only 

N/R This Q is not scored in MediCul. 

Type required for MEDAS scoring only, since 

‘natural fruit juices’ counted as fruit.  Natural fruit 

juices assumed to be freshly squeezed juices.  

13. Takeaway Q7 Hot chips 

frequency 

Times/wk 0 = ≥2 times/wk 

1 = 1-1.99 

times/wk 

2 = 0-0.99 

times/wk 

2 Hot chips were not part of the traditional Med diet 

but are common in Western diets.  Hot chips may be 

a proxy for takeaway (fast food) consumption.  

Unlike boiled potato, fried potato contains significant 

acrylamide and AGEs content, associated with 

inflammation and negative health outcomes, such as 

cancer and neurotoxicity(61-64).   
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Elements  Sub-elements  Description of 

Measure 

Cut Points Total 

Score  

Rationale 

Previous Med diet tools have grouped all potato 

products either with vegetables or grains.  

No other Med diet tools assess this.  

 Q30 Takeaway 

frequency 

Times/wk 0 = ≥2 times/wk                                   

1 = 1-1.99 

times/wk                                     

2 = 0-0.99 

times/wk 

2 The traditional Med diet did not include takeaway 

(fast food) yet this is common in modern society and 

associated with negative health outcomes(55,65). 

MIND diet cut point <1 times/wk for fast fried 

foods(21). 

14. Water     Q36 Pure water 

intake 

Cups/d 0 = 0-2.99 

cups/d 

2 = 3-4.99 

cups/d 

4 = ≥5 cups/d 

4 Water was the main drink consumed traditionally(1).  

Adequate intake is associated with reduced risk of 

fatal coronary heart disease(66) and dehydration with 

impaired cognitive performance(67,68).   

Upper MediCul cut point is based on observational 

data and exceeds findings from MEDIS cross 

sectional analysis where estimated plain water intake 

by Greek-born Australians (from Med islands) is 947 

ml/d(69).  

No other Med diet tools assess this. 

 Q38 Herbal tea 

intake 

Cups/d 0 = Other teas or 

herbal tea <4 

cups/wk 

1 = ≥4 herbal tea 

cups/wk 

1 Wild herbs were picked from the mountains and 

herbal tea was regularly consumed in the traditional 

diet(44).  Greek mountain tea is rich in polyphenols 

and may benefit cognition(70,71).   

Green/black tea was not traditionally consumed so it 

is not scored, despite providing polyphenols.  

No other Med diet tools assess this.  

 Q39 Tea type Response to tea 

type mostly 

consumed 

N/R N/R Included for qualitative purposes and to inform 

scoring for Q38. 
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Elements  Sub-elements  Description of 

Measure 

Cut Points Total 

Score  

Rationale 

Although green/black tea contain polyphenols, they 

were not part of the traditional Med diet(1). 

15. Alcohol     Q40 Alcohol 

drinking days 

frequency 

Days/wk 0 = >5 days/wk 

2 = 0-5 days/wk 

2 Alcohol was consumed in the traditional Med diet 

but only with meals and in low amounts (usually 

diluted with water)(8).  

MediCul cut point is based on NHMRC guidelines(72) 

which recommend 2 alcohol free days per week, as 

frequency is associated with increased intake.  

 Alcohol standard 

drinks intake: 

Q41a F/S beer 

Q41b Light beer 

Q41c Wine 

Q41d Spirits 

Standard 

drinks/wk 

0 = >14 std 

drinks/wk  

1 = >7-14 std 

drinks/wk 

2 = 0-7 std 

drinks/wk 

2 Alcohol is associated with cancer risk, all-cause 

mortality and promotes excessive energy intake(73-75).   

Q assesses whether total alcohol intake is low, 

consistent with traditional intakes(8).  The upper cut 

point is deliberately conservative compared to other 

Med diet index tools as the negative effects of even 

small amounts of alcohol are now better appreciated, 

especially for cancer(76). 

 Most alcohol is 

wine and 

consumed only 

with meals: 

Q42a Wine type 

Q42b With meals 

N/R 0 = Wine not 

main drink or 

not exclusively 

consumed with 

meals                                              

2 = Wine main 

drink & 

exclusively 

consumed with 

main meals  

2 Drinking wine only with meals was customary in the 

Med diet(77) and may reduce negative effects of 

alcohol by slowing absorption rate.  Both red and 

white wines were traditionally consumed and contain 

antioxidants(78).  Type is assessed in MediCul for 

qualitative purposes.   

MEDLIFE(43) cut point 1-2 serves/d (1 serve=1 cup); 

also awards points for both red/white wine. 

MEDAS(2) only scores for red wine and does not 

require consumption with meals. 

16. Coffee  Q37a Coffee intake Cups/d 0 = >2 cups/d 

unless de-

1 Caffeinated coffee was part of the traditional Med 

diet but at lower levels than commonly believed 



14 
 

Elements  Sub-elements  Description of 

Measure 

Cut Points Total 

Score  

Rationale 

caffeinated 

1 = ≤2 cups/d or 

any quantity de-

caffeinated 

since coffee beans were not grown in the region and 

expensive to buy(16,44). This Q is a crude measure of 

coffee/caffeine exposure since it is difficult to assess 

intake without multiple Qs to determine variety of 

beans, roasting and brewing type, and volume of 

beverage consumed.   

Although some observational studies suggest higher 

intakes of coffee may benefit cognition and dementia 

risk, there is large methodological heterogeneity 

across studies precluding conclusions for these 

outcomes(79).   

MediCul uses a conservative cut point as higher 

intakes of coffee are associated with increased 

myocardial infarction risk in individuals with the 

commonly observed risk variant of the CYP1A2 

gene(80).   

No other Med diet tools assess this. 

 Q37b Caffeinated 

vs. non-caffeinated 

Response to 

type of coffee 

mostly 

consumed 

N/R N/R The response for this Q is included to inform scoring 

for Q37a. 

17. Cuisine & 

lifestyle  

 

Q6 Sofrito 

frequency 

Times/wk 0 = 0-0.99 

times/wk 

1 = 1-1.99 

times/wk 

2 = ≥2 times/wk 

2 Sofrito is a combination of tomato, olive oil and 

onion/garlic(81), used as basis of multiple Med dishes.  

It is high in phytonutrients including quercetin and 

lycopene, important for vascular function(82). Because 

it is in a lipid matrix, sofrito facilitates increased 

bioavailability of phytonutrients contained in the 

vegetables and EVOO.  Increased plasma lycopene is 
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Elements  Sub-elements  Description of 

Measure 

Cut Points Total 

Score  

Rationale 

associated with decreased plasma and CSF IL-6 (an 

inflammatory marker)(83).  

Q based on MEDAS(2) Q with cut point ≥ 2 times/wk. 

 Q9 Herbs and 

spices frequency 

Times/wk 0 = 0-3.99 

times/wk 

1 = ≥4 times/wk 

 

1 Seasonings, particularly herbs, were used in 

traditional Med cuisine(1).  These provide 

antioxidants and anti-inflammatory phytonutrients 

and may reduce the formation of noxious chemicals 

during high temperature cooking e.g. AGEs, 

HCAs(84,85).   

MediCul scoring rewards if exposure occurs on more 

than half the days per week.   

MEDLIFE(43) cut point ≥1 serves/d but also includes 

onion and garlic. 

 Q10 

Lemon/vinegar 

frequency 

Times/wk 0 = 0-3.99 

times/wk 

1 = ≥4 times/wk 

1 These condiments were regularly used in traditional 

cuisine.  They may reduce the glycaemic load and 

retard formation of AGEs during/after cooking(62,86), 

as well as positively influence the microbiome to 

retard formation of TMA, a novel CVD risk 

factor(87).   

A score for exposure to more than half the days per 

week is awarded.   

No other Med diet tools assess this. 

 Fermented foods: 

Q11 Olives 

frequency 

Q23a Yoghurt 

frequency 

Times/wk 0 = Q11 + Q23a 

+ Q23b = 0-3.99 

times/wk 

1 = Q11 + Q23a 

+ Q23b = ≥4 

times/wk 

1 Fermented foods were regularly consumed as part of 

Med cuisine and may provide benefits for the 

microbiome(25,88-90).   

A novel combined exposure score for three 

fermented foods is calculated. 

MIND diet(21) criteria for total cheese <1 serve/wk. 
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Elements  Sub-elements  Description of 

Measure 

Cut Points Total 

Score  

Rationale 

Q23b Fetta cheese 

frequency 

No other Med diet tools assess exposure to fermented 

foods.   

 Q43 Main meal 

home cooked 

frequency 

Times/wk 0 = <5 

Times/wk 

1 = ≥5 

Times/wk 

1 Traditional Med cuisine involves home cooked 

meals(1).  In Western society, diet quality improves 

when cooking at home more often(91,92).  

No other Med diet tools assess this.   

 Q44 Main meal 

eaten alone 

frequency 

Times/wk 0 = ≥5 

Times/wk 

1 = <5 

Times/wk 

1 Main meals were usually eaten in company, which 

provides social connectedness(93,94).  This Q rewards 

when main meals for most days per week are 

consumed in company rather than alone. 

No other Med diet tools assess this. 

 Lower vs. higher 

AGEs cooking 

methods 

frequency: 

Q45 Warmer 

weather  

Q46 Cooler 

weather 

Frequency 0 = Total higher 

AGEs (Q45 + 

Q46) ≥ total 

lower AGEs 

(Q45 + Q46) 

1 = Total higher 

AGEs (Q45 + 

Q46) < total 

lower AGEs 

(Q45 + Q46) 

1 Traditional cooking methods generally used high 

moisture and lower temperature(1).  High 

temperature, dry heat, cooking methods common in 

Western countries promote formation of AGEs(62).  

AGEs are associated with dementia and other chronic 

diseases and their complications(64,95).   

This novel Q assesses frequency of high vs. low 

AGEs cooking methods during warmer and cooler 

weather and awards a score when the majority of 

cooking is done using lower AGEs methods. 

Higher AGEs methods = a) grill, BBQ, dry fry b) 

shallow/deep fry c) roast/bake. 

Lower AGEs methods = d) boil/stew e) steam f) stir 

fry. 

 Q47 Snacking 

frequency 

Times/d 0 = >2 Times/d 

1 = ≤2 Times/d 

1 Frequent snacking was uncommon in the traditional 

Med diet.  In Western countries frequent snacking is 
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Elements  Sub-elements  Description of 

Measure 

Cut Points Total 

Score  

Rationale 

associated with increased energy intake and 

obesity(96,97). 

 Q48 Fasting 

frequency 

Days/yr 0 = no fasting 

1 = any days/yr 

1 The traditional Med diet was frugal and fasting from 

animal foods was regularly undertaken due to 

religious reasons(98,99).  Increasing dietary fibre from 

plant foods and limiting exposure to animal products 

may beneficially influence the microbiome(27).  

Energy restriction is associated with improvement of 

multiple risk factors e.g., insulin resistance(100). 

Q assesses any deliberate fasting which may involve 

energy restriction or avoidance of animal products. 

No other Med diet tools assess this.  
Q49 Fasting type Response to 

indicate type 

usually 

practised  

N/R  N/R  Included for qualitative purposes only. 

As regular fasting is generally uncommon in Western 

countries, no scoring is provided for type of fasting.  

No other Med diet tools assess this. 

 Q50a Napping 

frequency 

Days/wk N/R N/R Napping after the midday meal was common in the 

traditional lifestyle and some studies in 

Mediterranean countries suggest short naps reduce 

risk of CVD(101,102).   

Q is included for qualitative purposes and not scored 

in MediCul. 

No other Med diet tools assess this. 

 Q50b Napping 

duration 

Less than 30 

mins 

30 mins or 

longer 

N/R N/R Q is included for qualitative purposes and not scored 

in MediCul. 

No other Med diet tools assess this. 
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Q, question; wk, week; Med, Mediterranean; MEDAS, Mediterranean Diet Adherence Screener used in PREDIMED study; d, day; N/R, not 

relevant or not scored for in MediCul; TBSP, tablespoon; g, grams; ml, millilitres; AGTHE, Australian Guide to Healthy Eating; CSIRO, 

Commonwealth Scientific and Industrial Research Organisation; EVOO, extra virgin olive oil; MIND, Mediterranean-DASH diet intervention 

for neurodegenerative delay diet; IMI, Italian Mediterranean Index; MEDIS, MEDiterranean ISlands study; CVD, cardiovascular disease; GI, 

glycaemic index; MEDLIFE, MEDiterranean LIFEstyle index; GLNC, Grains Legumes Nutrition Council; AD, Alzheimer’s disease; 

MedDietScore, Mediterranean diet score; F/S, full strength; NHMRC, National Health Medical Research Council; std, standard; CSF, 

cerebrospinal fluid; TMA, trimethylamine; AGEs, advanced glycation end products; HCAs, heterocyclic amines. 

 

 

  



19 
 

References 

1. Radd-Vagenas S, Kouris-Blazos A, Fiatarone Singh M et al. (2017) Evolution of Mediterranean diets and cuisine: concepts and definitions. 

Asia Pac J Clin Nutr 26, 749-763. 

2. Schroder H, Fito M, Estruch R et al. (2011) A short screener is valid for assessing Mediterranean diet adherence among older Spanish men 

and women. J Nutr 141, 1140-1145. 

3. Zheng M, Wu JHY, Louie JCY et al. (2016) Typical food portion sizes consumed by Australian adults: Results from the 2011-12 Australian 

National Nutrition and Physical Activity Survey. Sci Rep 6, 19596. 

4. Kromhout D, Keys A, Aravanis C et al. (1989) Food consumption patterns in the 1960s in seven countries. Am J Clin Nutr 49, 889-894. 

5. Casamenti F, Stefani M (2017) Olive polyphenols: new promising agents to combat aging-associated neurodegeneration. Expert Rev 

Neurother 17, 345-358. 

6. Cicerale S, Conlan XA, Sinclair AJ et al. (2009) Chemistry and health of olive oil phenolics. Crit Rev Food Sci Nutr 49, 218-236. 

7. Aiello A, Guccione GD, Accardi G et al. (2015) What olive oil for healthy ageing? Maturitas 80, 117-118. 

8. Trichopoulou A, Kouris-Blazos A, Wahlqvist ML et al. (1995) Diet and overall survival in elderly people. BMJ 311, 1457-1460. 

9. National Health and Medical Research Council (2013) Australian dietary guidelines. Canberra, Australia: National Health and Medical 

Research Council. 

10. Keim NL, Forester SM, Lyly M et al. (2014) Vegetable variety is a key to improved diet quality in low-income women in California. J Acad 

Nutr Diet 114, 430-435. 

11. Jansen MCJF, Bueno-de-Mesquita HB, Feskens EJM et al. (2004) Reports: quantity and variety of fruit and vegetable consumption and 

cancer risk. Nutr Cancer 48, 142-148. 

12. Hendrie G, Noakes M (2017) Fruit, vegetables and diet score. https://my.totalwellbeingdiet.com/healthy-diet-score (accessed May 2018). 

13. Brookie KL, Best GI, Conner TS (2018) Intake of raw fruits and vegetables is associated with better mental health than intake of processed 

fruits and vegetables. Front Psychol 9. 

14. Masala G, Ceroti M, Pala V et al. (2007) A dietary pattern rich in olive oil and raw vegetables is associated with lower mortality in Italian 

elderly subjects. Br J Nutr 98, 406-415. 

15. Ciccarone E, Di Castelnuovo A, Salcuni M et al. (2003) A high-score Mediterranean dietary pattern is associated with a reduced risk of 

peripheral arterial disease in Italian patients with Type 2 diabetes. J Thromb Haemost 1, 1744-1752. 

16. Allbaugh LG (1953) Crete: a case study of an underdeveloped area. New Jersey: Princeton University Press. 

17. Keys A (1995) Mediterranean diet and public health: personal reflections. Am J Clin Nutr 61, 1321S-1323S. 

18. Mohn ES, Johnson EJ (2017) Lutein and cognition across the lifespan. Nutr Today 52, 183-189. 

19. Lidder S, Webb AJ (2013) Vascular effects of dietary nitrate (as found in green leafy vegetables and beetroot) via the nitrate-nitrite-nitric 

oxide pathway. Br J Clin Pharmacol 75, 677-696. 

https://my.totalwellbeingdiet.com/healthy-diet-score


20 
 

20. Bolton-Smith C, Price RJG, Fenton ST et al. (2000) Compilation of a provisional UK database for the phylloquinone (vitamin K1) content of 

foods. Br J Nutr 83, 389-399. 

21. Morris MC, Tangney CC, Wang Y et al. (2015) MIND diet slows cognitive decline with aging. Alzheimers Dement 11, 1015-1022. 

22. Morris MC, Tangney CC, Wang Y et al. (2015) MIND diet associated with reduced incidence of Alzheimer's disease. Alzheimers Dement 

11, 1007-1014. 

23. Tan JSL, Wang JJ, Flood V et al. (2008) Dietary antioxidants and the long-term incidence of age-related macular degeneration: The Blue 

Mountains Eye Study. Ophthalmology 115, 334-341. 

24. Agnoli C, Krogh V, Grioni S et al. (2011) A priori-defined dietary patterns are associated with reduced risk of stroke in a large Italian cohort. 

J Nutr 141, 1552-1558. 

25. Fidanza F, Alberti A (2005) The healthy Italian Mediterranean diet temple food guide. Nutr Today 40, 71-78. 

26. Darmos-Thodis T (2013) Depressive symptoms and the prevalence of cardiovascular risk factors among Greek Australians: preliminary 

findings from the Mediterranean Islands (MEDIS-Australia) study. www.atiner.gr/papers/PSY2013-0470.pdf (accessed May 2018). 

27. Kouris-Blazos A, Itsiopoulos C (2014) Low all-cause mortality despite high cardiovascular risk in elderly Greek-born Australians: 

attenuating potential of diet? Asia Pac J Clin Nutr 23, 532-544. 

28. Ministry of Health and Welfare: Supreme Scientific Health Council (1999) Dietary guidelines for adults in Greece. Arch Hellen Med 16, 

516-524. 

29. Hu D, Huang J, Wang Y et al. (2014) Fruits and vegetables consumption and risk of stroke: a meta-analysis of prospective cohort studies. 

Stroke 45, 1613-1619. 

30. Mizrahi A, Knekt P, Montonen J et al. (2009) Plant foods and the risk of cerebrovascular diseases: a potential protection of fruit 

consumption. Br J Nutr 102, 1075-1083. 

31. Dauchet L, Amouyel P, Dallongeville J (2005) Fruit and vegetable consumption and risk of stroke: A meta-analysis of cohort studies. 

Neurology 65, 1193-1197. 

32. Sabaté J, Ang Y (2009) Nuts and health outcomes: new epidemiologic evidence. Am J Clin Nutr 89, S1643-S1648. 

33. Aune D, Keum N, Giovannucci E et al. (2016) Nut consumption and risk of cardiovascular disease, total cancer, all-cause and cause-specific 

mortality: a systematic review and dose-response meta-analysis of prospective studies. BMC Med 14. 

34. Pribis P, Bailey RN, Russell AA et al. (2011) Effects of walnut consumption on cognitive performance in young adults. Br J Nutr 107, 1-9. 

35. Barbour JA, Howe PRC, Buckley JD et al. (2014) Nut consumption for vascular health and cognitive function. Nutr Res Rev 27, 131-158. 

36. O'Brien J, Okereke O, Devore E et al. (2014) Long-term intake of nuts in relation to cognitive function in older women. J Nutr Health Aging 

18, 496-502. 

37. Goulet J, Nadeau G, Lemieux S (2003) Effect of a nutritional intervention promoting the Mediterranean food pattern on plasma lipids, 

lipoproteins and body weight in healthy French-Canadian women. Atherosclerosis 170, 115-124. 

http://www.atiner.gr/papers/PSY2013-0470.pdf


21 
 

38. Trichopoulou A, Lagiou P (1997) Healthy traditional Mediterranean diet: an expression of culture, history, and lifestyle. Nutr Rev 55, 383-

389. 

39. Pes GM, Tolu F, Dore MP et al. (2015) Male longevity in Sardinia, a review of historical sources supporting a causal link with dietary 

factors. Eur J Clin Nutr 69, 411-418. 

40. Brand-Miller J, Hayne S, Petocz P et al. (2003) Low–glycemic index diets in the management of diabetes. Diabetes Care 26, 2261-2267. 

41. Goff LM, Cowland DE, Hooper L et al. (2013) Low glycaemic index diets and blood lipids: a systematic review and meta-analysis of 

randomised controlled trials. Nutr Metab Cardiovasc Dis 23, 1-10. 

42. Barclay AW, Petocz P, McMillan-Price J et al. (2008) Glycemic index, glycemic load, and chronic disease risk - a meta-analysis of 

observational studies. Am J Clin Nutr 87, 627-637. 

43. Sotos-Prieto M, Moreno-Franco B, Ordovás JM et al. (2014) Design and development of an instrument to measure overall lifestyle habits for 

epidemiological research: the Mediterranean lifestyle (MEDLIFE) index. Public Health Nutr 18, 959-967. 

44. Matalas A-L (2006) Disparities within traditional Mediterranean food patterns: an historical approach of the Greek diet. Int J Food Sci Nutr 

57, 529-536. 

45. Grains & Legumes Nutrition Council (2013) Lifting the lid on legumes: the benefits of choosing legumes. 

https://www.glnc.org.au/resources/healthcare-professionals/ (accessed May 2018). 

46. Gu YP, Brickman AMP, Stern YP et al. (2015) Mediterranean diet and brain structure in a multiethnic elderly cohort. Neurology 85, 1774-

1751. 

47. Barberger-Gateau P, Raffaitin C, Letenneur L et al. (2007) Dietary patterns and risk of dementia: the Three-City cohort study. Neurology 69, 

1921-1930. 

48. Heart Foundation (2015) Healthy hearts position statement: fish and seafood. https://www.heartfoundation.org.au/for-professionals/food-

and-nutrition/position-statements (accessed May 2018). 

49. Djoussé L, Gaziano JM (2008) Egg consumption in relation to cardiovascular disease and mortality: the Physicians' Health Study. Am J Clin 

Nutr 87, 964-969. 

50. Djoussé L, Khawaja OA, Gaziano JM (2016) Egg consumption and risk of type 2 diabetes: a meta-analysis of prospective studies. Am J Clin 

Nutr 103, 474-480. 

51. Willett WC, Sacks F, Trichopoulou A et al. (1995) Mediterranean diet pyramid: a cultural model for healthy eating. Am J Clin Nutr 61, 

1402S-1406S. 

52. Bach-Faig A, Berry EM, Lairon D et al. (2011) Mediterranean diet pyramid today: science and cultural updates. Public Health Nutr 14, 

2274-2284. 

53. Giem P, Beeson WL, Fraser GE (1993) The incidence of dementia and intake of animal products: preliminary findings from the Adventist 

Health Study. Neuroepidemiology 12, 28-36. 

https://www.glnc.org.au/resources/healthcare-professionals/
https://www.heartfoundation.org.au/for-professionals/food-and-nutrition/position-statements
https://www.heartfoundation.org.au/for-professionals/food-and-nutrition/position-statements


22 
 

54. Bellavia A, Stilling F, Wolk A (2016) High red meat intake and all-cause cardiovascular and cancer mortality: is the risk modified by fruit 

and vegetable intake? Am J Clin Nutr 104, 1137-1143. 

55. Martinez-Gonzalez MA, Hershey MS, Zazpe I et al. (2017) Transferability of the Mediterranean diet to non-Mediterranean countries: what is 

and what is not the Mediterranean diet. Nutrients 9, 1226. 

56. Panagiotakos D, Kalogeropoulos N, Pitsavos C et al. (2009) Validation of the MedDietScore via the determination of plasma fatty acids. Int 

J Food Sci Nutr 60, 168-180. 

57. Larsson SC, Orsini N (2014) Red meat and processed meat consumption and all-cause mortality: a meta-analysis. Am J Epidemiol 179, 282-

289. 

58. Willette AA, Bendlin BB, Starks EJ et al. (2015) Association of insulin resistance with cerebral glucose uptake in late middle–aged adults at 

risk for Alzheimer disease. JAMA Neurol 72, 1013-1020. 

59. Xi B, Li S, Liu Z et al. (2014) Intake of fruit juice and incidence of type 2 diabetes: a systematic review and meta-analysis. PLoS ONE 9, 

e93471. 

60. Sharma SP, Chung HJ, Kim HJ et al. (2016) Paradoxical effects of fruit on obesity. Nutrients 8, 633. 

61. Shojaee-Aliabadi S, Nikoopour H, Kobarfard F et al. (2013) Acrylamide reduction in potato chips by selection of potato variety grown in 

Iran and processing conditions. J Sci Food Agric 93, 2556-2561. 

62. Uribarri J, Woodruff S, Goodman S et al. (2010) Advanced glycation end products in foods and a practical guide to their reduction in the 

diet. J Am Diet Assoc 110, 911-916. 

63. Cai W, Uribarri J, Zhu L et al. (2014) Oral glycotoxins are a modifiable cause of dementia and the metabolic syndrome in mice and humans. 

Proc Natl Acad Sci U S A 111, 4940-4945. 

64. Kellow NJ, Coughlan MT (2015) Effect of diet-derived advanced glycation end products on inflammation. Nutr Rev 73, 737-759. 

65. Cahill LE, Pan A, Chiuve SE et al. (2014) Fried-food consumption and risk of type 2 diabetes and coronary artery disease: a prospective 

study in 2 cohorts of US women and men. Am J Clin Nutr 100, 667-675. 

66. Chan J, Knutsen SF, Blix GG et al. (2002) Water, other fluids, and fatal coronary heart disease: the Adventist Health Study. Am J Epidemiol 

155, 827-833. 

67. Lieberman HR (2007) Hydration and cognition: a critical review and recommendations for future research. J Am Coll Nutr 26, 555S-561S. 

68. Wilson M-MG, Morley JE (2003) Impaired cognitive function and mental performance in mild dehydration. Eur J Clin Nutr 57, S24-S29. 

69. Tsindos PS, Itsiopoulos C, Kouris-Blazos A (2015) Investigation into water consumption and its influence on depression, memory problems 

and constipation in older persons. J Aging Res Clin Pract 4, 137-143. 

70. Samanidou V, Tsagiannidis A, Sarakatsianos I (2012) Simultaneous determination of polyphenols and major purine alkaloids in Greek 

Sideritis species, herbal extracts, green tea, black tea, and coffee by high-performance liquid chromatography-diode array detection. J Sep Sci 

35, 608-615. 



23 
 

71. Hofrichter J, Krohn M, Schumacher T et al. (2016) Sideritis spp. extracts enhance memory and learning in Alzheimer's β-amyloidosis mouse 

models and aged C57Bl/6 mice. J Alzheimers Dis 53, 967-980. 

72. National Health and Medical Research Council (2001) Australian alcohol guidelines: health risks and benefits. Canberra, Australia: 

Commonwealth of Australia. 

73. Winstanley MH, Pratt IS, Chapman K et al. (2011) Alcohol and cancer: a position statement from Cancer Council Australia. Med J Aust 194, 

479-482. 

74. Knott CS, Coombs N, Stamatakis E et al. (2015) All cause mortality and the case for age specific alcohol consumption guidelines: pooled 

analyses of up to 10 population based cohorts. Br Med J 350, h384. 

75. National Health and Medical Research Council (2009) Australian guidelines to reduce health risks from drinking alcohol. Canberra, 

Australia: Commonwealth of Australia. 

76. Bagnardi V, Rota M, Botteri E et al. (2013) Light alcohol drinking and cancer: a meta-analysis. Ann Oncol 24, 301-308. 

77. Martinez-Gonzalez MA, Martin-Calvo N (2016) Mediterranean diet and life expectancy; beyond olive oil, fruits, and vegetables. Curr Opin 

Clin Nutr Metab Care 19, 401-407. 

78. Trichopoulou A, Bamia C, Trichopoulos D (2009) Anatomy of health effects of Mediterranean diet: Greek EPIC prospective cohort study. 

BMJ 338, b2337. 

79. Santos C, Costa J, Santos J et al. (2010) Caffeine intake and dementia: systematic review and meta-analysis. J Alzheimers Dis 20, S187-

S204. 

80. Cornelis MC, El-Sohemy A, Kabagambe EK et al. (2006) Coffee, CYP1A2 genotype, and risk of myocardial infarction. JAMA 295, 1135-

1141. 

81. Estruch R, Ros E, Salas-Salvado J et al. (2013) Primary prevention of cardiovascular disease with a Mediterranean diet. N Engl J Med 368, 

1279-1290. 

82. Rodriguez‐Rodriguez R, Jiménez‐Altayó F, Alsina L et al. (2017) Mediterranean tomato‐based sofrito protects against vascular alterations in 

obese Zucker rats by preserving NO bioavailability. Mol Nutr Food Res 61, n/a-n/a. 

83. Guest J, Grant R, Garg M et al. (2014) Cerebrospinal fluid levels of inflammation, oxidative stress and NAD+ are linked to differences in 

plasma carotenoid concentrations. J Neuroinflammation 11, 117. 

84. Dearlove RP, Greenspan P, Hartle DK et al. (2008) Inhibition of protein glycation by extracts of culinary herbs and spices. J Med Food 11, 

275-281. 

85. Murkovic M, Steinberger D, Pfannhauser W (1998) Antioxidant spices reduce the formation of heterocyclic amines in fried meat. Zeitschrift 

für Lebensmitteluntersuchung und -forschung A 207, 477-480. 

86. Chen H, Chen T, Giudici P et al. (2016) Vinegar functions on health: constituents, sources, and formation mechanisms. Compr Rev Food Sci 

Food Saf 15, 1124-1138. 



24 
 

87. Wang Z, Roberts Adam B, Buffa Jennifer A et al. (2015) Non-lethal inhibition of gut microbial trimethylamine production for the treatment 

of atherosclerosis. Cell 163, 1585-1595. 

88. Kushi LH, Lenart EB, Willett WC (1995) Health implications of Mediterranean diets in light of contemporary knowledge. 1. Plant foods and 

dairy products. Am J Clin Nutr 61, 1407S-1415S. 

89. Iriti M, Vitalini S (2012) Health-promoting effects of traditional Mediterranean diets: a review. Pol J Food Nutr Sci 62, 71-76. 

90. Peres CM, Peres C, Hernández-Mendoza A et al. (2012) Review on fermented plant materials as carriers and sources of potentially probiotic 

lactic acid bacteria – With an emphasis on table olives. Trends Food Sci Technol 26, 31-42. 

91. Monsivais P, Aggarwal A, Drewnowski A (2014) Time spent on home food preparation and indicators of healthy eating. Am J Prev Med 47, 

796-802. 

92. Tiwari A, Aggarwal A, Tang W et al. (2017) Cooking at home: a strategy to comply with U.S. dietary guidelines at no extra cost. Am J Prev 

Med 52, 616-624. 

93. Serra-Majem L, Bach-Faig A, Raido-Quintana B (2012) Nutritional and cultural aspects of the Mediterranean diet. Int J Vitam Nutr Res 82, 

157-162. 

94. Altomare R, Cacciabaudo F, Damiano G et al. (2013) The Mediterranean diet: a history of health. Iran J Publ Health 42, 449-457. 

95. Takeuchi M, Yamagishi S-i (2008) Possible involvement of advanced glycation end-products (AGEs) in the pathogenesis of Alzheimers 

disease. Curr Pharm Des 14, 973-978. 

96. Hoffman R, Gerber M (2013) Evaluating and adapting the Mediterranean diet for non‐Mediterranean populations: a critical appraisal. Nutr 

Rev 71, 573-584. 

97. Murakami K, Livingstone MBE (2015) Eating frequency is positively associated with overweight and central obesity in US adults. J Nutr 

145, 2715-2724. 

98. Kafatos A, Verhagen H, Moschandreas J et al. (2000) Mediterranean diet of Crete: foods and nutrient content. J Am Diet Assoc 100, 1487-

1493. 

99. Sarri KO, Linardakis MK, Bervanaki FN et al. (2004) Greek Orthodox fasting rituals: a hidden characteristic of the Mediterranean diet of 

Crete. Br J Nutr 92, 277-284. 

100. Mattson MP, Longo VD, Harvie M (2017) Impact of intermittent fasting on health and disease processes. Ageing Res Rev 39, 46-58. 

101. Trichopoulos D, Trichopoulos D, Tzonou A et al. (1988) Siesta and risk of coronary heart disease. Stress Med 4, 143-148. 

102. Naska A, Oikonomou E, Trichopoulou A et al. (2007) Siesta in healthy adults and coronary mortality in the general population. Arch Intern 

Med 167, 296-301. 

 


