
Table 6 Summary of key construct validity data and relationships with other variables from the different assessments of MD  adherence scores 
 

Instrument  Relationships with other variables  Relationships with other scales  
MD Indices based on positive or negative components  
Scali and colleagues 
(2001)44 

The MDQI score is related with: socio-demographic variables (p=0.021), level of education (p=0.006) and the use of tobacco (p=0.001). 
 

N.R.  

 
Sánchez-Villegas and 
colleagues (2002)16 

 
Age and time spent engaged in physical activity associated with increase adherence  to MDP  
The habit of taking an afternoon nap or siesta is associated with adherence to the MDP among M, (β= 1.4, IC 95%; 0-2.7). No association 
between the habit of smoking and adherence to MDP. 

 
N.R.  

 
Serra-Majem and 
colleagues (2004)11 

 
Relationship with socio-economic variables (favourable index for low social class 42.8% vs. 54.9% high), level of education (favourable index 
for low levels of education 42.3% vs. 53.5% high) and population size (favourable index for small populations 44.3% vs. 52,8% large).  

 
N.R. 

 
Panagiotakis and 
colleagues (2006)6 

 
Score inversely associated with: total antioxidants (β-coefficient 1.55, p= <0.001), Energy intake (β-coefficient -76.8, p= 0.003) 
The score was positively associated with: MUFA vs. SFA (β-coefficient: 0.16, P= 0.020).  
The score increase with the consumption of fruit (p0.03), Vegetable (p=0.010), potatoes (p=0.040), unrefined cereals (p=0.020), fish 
(p=0.010), legumes (0.001) and olive oil (p=0.010), whereas the consumption of red meat (p=0.030), poultry (p=0.030), full fat dairy 
(p=0.040) gave a decrease score. 

 
N.R. 
 
 
 

 
Knoops and colleagues 
(2004)46 

 
Score average: North Europe=3 and South Europe=5. Alcohol intake: North Europe=17.5g i/d j among M and 5.5g/d W, and South=31g/d 
among M and 6g/d W 

 
Compares the rMED with the MDS 
(Trichopoulou et al., 2003). The original score 
had a 14% decrease in mortality and the 
proposed score a 23% decrease.  

 
Gerber (2006)47 

 
The Med-DQI was associated with age, residence in rural areas, moderate-high alcohol consumption among M (inverse case for W).  
W with increase level of education = better quality of diet, inverse case for M. 
Obesity associated with decrease quality of diet among W, and with medium-low quality among M.  
Carotene (r=-0.12, p=0.016), vitamin E (r=-0.20, p<0.050), EPA (r=-0.-30, p<0.001) and DHA (r=-0-28, p<0.001) were increase with the 
quality of diet.  

 
N.R. 

 
Buckland and colleagues 
(2009)26 

 
N.R. 
  

 
Compares the rMED with the MDS 

(Trichopoulou et al., 2003). The same results are 
obtained. 

 
Mariscal-Arcas and 
colleagues (2009)31 

 
N.R. 

 
Compares the MDS  (Trichopoulou et al., 2003). 
MDS= 4.31 (SD=1.32) ranking from 1 to 7  and 
MDS-P=7.53 (SD=1.44) ranking from 4 to 11.   

Schroder and collleagues  
• 200448 

 
 
 

• 201132 
 

• 201249 
 

 
Among M, consumption of Fruit (p<0.001), Vegetable (p<0.001), fish (p<0.001), legumes (p<0.010, among M and among W ns), nuts 
(<0.001) and olive oil (p<0.001), carbohydrates (p<0.001), and proteins (p<0.001) ! significantly with a increase adherence to the MD in 
both sexes. M and W with increase adherence are more active (p<0.001), less smokers (p<0.050) and less drinkers of alcohol (p<0.001).  
 
Moderate correlation (r= 0.52) between the MEDAS score and the score calculated by means of FFQ.  
 
R= 0.40 between the 24 hour reminder and the mMDS. Association between dietary fibre, vitamin C, vitamin E, magnesium and potassium.  

 

 
N.R. 
 
 
 
N.R. 
 
N.R.                         

(continued on next page)                           



MD, Mediterranean diet; Instrument, The results that don't reported for the score component means there are no significant; MDQI, Mediterranean diet quality index; N.R., not reported; MPD, Mediterranean pattern 
diet; M, men; MUFA, monounsaturated fatty acids; SFA, saturated fatty acids; g, grams; d, day; W, women; rMED, relative Mediterranean diet; MDS, Mediterranean diet score; EPA, Eicosapentaenoic acid; DHA, 
Docosahexaenoic acid; FFQ, food frequency questionnaire; MEDAS, Mediterranean diet adherence screener; mMDS, a modified Mediterranean diet score; DQI-I, diet quality index-international; MSDPS, 
Mediterranean-style dietary pattern score; OR, Odds ratio; MDSS, the Mediterranean dietary serving score; MEDLIFE, the Mediterranean lifestyle; PUFA, Polyunsaturated fatty acids; AHEI, the alternative healthy 
eating index; aMED, the alternative Mediterranean diet index; Ca, calcium; Fe, iron; MAI, the Mediterranean adequacy index. 

	

  
Table 6 Summary of key construct validity data and relationships with other variables from the different assessments of MD adherence (continued) 
  
Instrument Relationships with other variables Relationships with other scales  
MD Indices based on the diet quality index (DQI) 
Mariscal-Arcas and 
colleagues (2007) 12   

DQI-I associated with: duration of breakfast (p=0.003), level of physical activity (p=0.036) and age (p=0.007).  N.R. 
 

 

MD Indices based on the MD pyramid  
 
Rumawas (2009) 28  The MSDPS and the individual components of the score were more and significant with a range from r=0.11 for meat to r=0.50 for 

Vegetables.  
The MSDPS was associated with: dietary fibre, alcohol, omega 3 fatty acids, EPA, DHA, β- carotenes, lycopene, folic acid, vitamin C and E, 
calcium, magnesium, potassium and energy intake, (p<0.001).  
The MSDPS was associated with: age (p<0.001), <use of tobacco (p<0.001) and >consumption of multivitamins (p<0.001).  

N.R.  

 
Monteagudo (2015) 52  

 
Increase score with age (0Ru= 7.68; IC 3.66-16.13)  
Increase score with age adherence to MDSS = decrease snacking habits (p<0.050). 
Consumption of Vegetable, Fruit, olive oil, legumes and fish associated significantly with the 3rd tertile, Consumption of meat (white and 
red), sweets and pastries and fermented drinks associated with the 1st tertile  (p<0.001) 

 
Compares the MDSS with MDS (Trichopoulou 
et al., 1995).  The MDSS displays a 
discrimination capacity compared with the MDS 
of 81%= 0.81, IC 95%: 0.736-0.890). 
Sensitivity=74% (IC 95%: 72-75%), specificity= 
48% (IC 95%: 47-50%) 

 
Sotos-Prieto (2014) 53  

 
The MEDLIFE score associated inversely with the consumption of sweets and pastries (β= -0.29, p=0.019), red meat ( β= -0.14, p<0.001) and 
processed meat ( β= -0.11, p=0.001). Inversely associated with number of hours spent watching TV ( β= -0.10, p<0.001). The consumption of 
vegetable, fish, herbal teas, preference for whole grain cereals, limiting salt and limiting added sugar intake, and hours of physical activity 
correlated with the MEDLIFE, with β coefficients > 0.20.  
Nutrients, consumption of MUFA and PUFA, (omega 3) were associated with increase in the MEDLIFE. Similar results for vitamin C, Ca and 
Fe (p<0.001). Inverse association for trans fatty acids, saturated fatty acids, sugar, and levels of glucose (p<0.001). 
 

 
The MEDLIFE was significantly associated with 
the AHEI, aMED and MEDAS (range ρ: 0.44-
0.53; p<0,001) 

 
MD Index based on characteristic components of the MD  
Alberti-Fidanza and 
colleagues 

• 200455 

 
 
Increase of 2.8 points on the MAI after monitoring the population over the years.  

 
 
N.R.  

 
Woo et al and 
colleagues (2001) 56 

 
 
Variations in the dietary pattern detected according to gender (p<0.001), geographical area (p<0.001) and age (p<0.001) 

 
 
N.R. 

 


