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Abstract
Adherence to the Mediterranean diet (MD) has a preventive effect on
colorectal cancer (CRC). Several biological mechanisms have been
hypothesized to explain this effect, but the involvement of clinical mediators
has not been experimentally proven. We examined the role of abdominal
adiposity (i.e. waist-to-hip ratio, WHR) as a potential mediator of the
relationship between the MD and CRC in the Italian centres of the European
Prospective Investigation into Cancer and Nutrition.
We evaluated the effect of the Italian Mediterranean Index (IMI) on WHR
and of WHR on CRC risk. We then estimated the natural indirect effect (NIE,
mediated by WHR) and the pure direct effect (PDE, unmediated) of IMI on
CRC risk using mediation analyses, considering age, sex, education, physical
activity, smoking, and EPIC centre as confounders.
Increased IMI was associated with significantly decreased odds of high
WHR (hazard ratio [HR] for an IMI of 6-11 vs 0-1: 0.88, 95% confidence
interval [CI]: 0.81-0.97). There was a positive relationship between WHR and
CRC (HR for high vs low WHR: 1.34, 95%CI: 1.09-1.66). The total effect of IMI
was protective on CRC risk and was mainly explained by the PDE (HR for an
IMI of 6-11 vs 0-1: 0.51, 95%CI: 0.31-0.83), whereas the NIE was 1.00
(95%CI: 0.94-1.10). In this Mediterranean cohort, the protective effect of the
MD on the development of CRC was not mediated by abdominal adiposity.
Since this is the first study to investigate the mediating effect of abdominal
obesity, other studies are needed to replicate this result.
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Novelty and impact of the work
This analysis is the first attempt to generate rigorous evidence on possible biological
mediators of the well- known relationship between t h e M e d i t e r r a n e a n d i e t
( MD) and colorectal cancer (CRC) risk. We concluded that abdominal adiposity is not
a mediator o f the association between the MD and CRC risk. In order to better
explain the mechanisms of cancer development from a preventive point of view, we
will undertake new research to evaluate other possible mediators of this relationship.
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Introduction
Adherence to t h e Mediterranean diet (MD) has well-known beneficial effects on
human health; studies conducted in different cohorts h a v e

shown

an

association between greater adherence to the MD and a reduced risk of
mortality and cancer incidence (1-2). Several studies have evaluated the
relationship between the MD and colorectal cancer (CRC) risk. In particular,
previous studies from the European Prospective Investigation into Cancer and
Nutrition (EPIC) showed that increased adherence to t h e MD was associated with
a significantly decreased risk of CRC in men and women (3-4). Furthermore, a
recent pooled analysis of three Italian case-control studies also reported that
adherence to the MD played a favourable role in CRC risk (5).
Obesity is a well-known risk factor for chronic diseases, specifically CRC (6-7).
The results of several studies, including EPIC, have suggested that, in addition to
total body adiposity (approximated by body mass index, BMI), visceral abnormalities
(approximated by waist-to-hip ratio, WHR) may play a crucial role in the onset of
colon cancer (8-13). Indeed, abdominal adiposity is considered to be more closely
related to insulin resistance than total body fat. In turn, insulin resistance can lead to
hyperinsulinemia, which may stimulate the proliferation of colon cancer cells. As
such, insulin resistance is one of the proposed mechanisms linking adiposity to
cancer (14). BMI and/or WHR have also shown an inverse relationship with the MD
in some (15-18), but not all, studies (19-20).
Since no specific clinical mediators or biological patterns have been
experimentally proven to be involved in the relationship between the MD and CRC,
and given that adiposity, particularly abdominal adiposity, has been related to both
4

CRC and the MD, we investigated whether the association between the MD and
CRC is mediated by abdominal adiposity.

5

Materials and Methods
A total of 47,745 volunteers were recruited from five centres in Italy (Varese, Turin,
Florence, Naples, and Ragusa) in 1993-1998 within the framework of EPIC. We
excluded all participants with prevalent cancers except non-melanoma skin cancer
(N=576), those with missing information on diet, anthropometry, or lifestyle (N=4059),
and those with implausible energy intake (N=216). This left 42,894 participants in our
study sample.
Over a mean follow-up of 11.0 years, 414 cases of CRC were diagnosed (311
colon cancers and 103 rectal cancers). Colon cancers were primary incident cases,
identified as proximal (International Classification of Diseases for Oncology, 3rd
Edition [ICD-O-3] codes C18.0-C18.5; N=121), distal (ICD-O-3 codes C18.6-C18.7;
N=154), and over-lapping or unspecified sites (ICD-O-3 codes C18.8-C18.9; N=36).
Rectal cancers were identified by ICD-O-3 codes C19.9 and C20. The end of followup was 31 December 2006 for Varese, Florence, and Naples; and 31 December 2008
for Turin and Ragusa.
All participants in the study sample completed a validated semi-quantitative foodfrequency questionnaire at enrolment, which was designed to capture the frequency
of consumption of food items and eating behaviour in the 12 months prior to
enrolment. We used the Italian Mediterranean Index (IMI) (21) as a summary
measure of adherence to the MD. Briefly, this index is calculated based on the intake
of 11 food items: high intakes of pasta, Mediterranean vegetables (raw tomatoes,
cooked leafy vegetables, raw leafy vegetables, onion or garlic, mixed salad, or mixed
vegetables), fruits, legumes, olive oil, and fish (if consumption is in the 3rd tertile of
the distribution, the person receives 1 point for each item, otherwise this value is set
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at 0); low intakes of soft drinks, butter, red meat, and potatoes (if consumption is in
the 1st tertile of the distribution, the person receives 1 point for each item, otherwise
this value is set at 0); and alcohol consumption (a person receives 1 point for
consumption up to 12 g/day; abstainers and people who consume more than 12
g/day receive 0). The corresponding points for these food items are summed to
determine the IMI, which can range from 0-11, with increasing IMI indicating better
adherence to the MD.
Upon recruitment into EPIC, self-administered questionnaires were used to
collect information on lifestyle factors, and trained staff took anthropometric
measurements such as weight (to the nearest 0.1 kg), height (to the nearest 0.5 or
1.0 cm), waist and hip circumferences (in cm), and blood pressure. BMI was
calculated as weight in kg divided by height in m2 (kg/m2). Waist circumference was
measured at the midpoint between the lower ribs and the iliac crest. Hip
circumference was measured over the buttocks. WHR was calculated as waist
circumference divided by hip circumference.
The possible confounders included in the analysis were age, sex, education
level (tertiles of the relative index of inequality (22), a standardized and validated
index that allows researchers to avoid residual confounding due to differences in the
distribution of education levels determined by sex, birth cohort, and geographical area
– the first tertile is for higher education levels), total physical activity (i.e., occupational
and recreational physical activity measured according to a validated physical activity
index: inactive, moderately inactive, moderately active, and active), and smoking
status (never, former, and current smokers).
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Statistical analysis
Descriptive statistics of CRC risk factors were reported using medians and
percentages according to the IMI categories (0-1, 2-3, 4-5, and 6-11). The receiver
operating characteristic curve was used to determine the optimum cut-off point of
WHR for predicting CRC among men and women separately, and the best cut-off
point was chosen using Youden’s Index (i.e., the value that maximizes the quantity
“sensitivity+specificity-1”). These cut-off values were then used to create the binary
variable “high WHR” (participants below the cut-off were categorized as “no”; those
above the cut-off were categorized as “yes”).
A logistic regression model was used to estimate odds ratios of high WHR
comparing the three highest IMI categories to the lowest one. Two different models
were fitted: model A was adjusted for age, sex, and centre; and model B was
adjusted for all the covariates in model A plus education level, total physical activity,
and smoking status. The analysis was performed for the whole cohort and for men
and women separately (first the interaction between sex and IMI score was tested by
including the cross-product interaction term in the model and then using the Wald test
to assess the statistical significance). Linearity of trends across IMI categories was
tested by considering the categorical variable as a continuous variable in the logistic
model.
A Cox regression model was fitted to estimate hazard ratios (HRs) of CRC
comparing high WHR versus low WHR. Three different models were fitted: model A
was adjusted for age and sex and stratified by centre; model B was adjusted for all
the covariates in model A plus total physical activity and smoking status and stratified
by centre and education level; and model C was adjusted for all the covariates in
8

model B plus IMI category and stratified by centre and education level. The
Schoenfeld residuals test was used to assess the proportional hazard assumption.
Sex-WHR interactions and IMI-WHR interactions were tested by including the crossproduct interaction term in the model. The analysis was performed for the whole
cohort and for men and women separately. Sensitivity analyses that considered only
the first 2 years of follow-up were carried out to avoid reverse causality.
Mediation analysis
A mediation analysis was used to understand how much of the effect MD has CRC
risk can be explained by WHR, using the weighting approach developed by
Vanderweele and Vansteelandt (23). This method was chosen because it can be
extended to survival outcomes without requiring the assumption of a rare outcome.
We assumed that WHR measures would temporally follow overall adherence to the
MD. This assumption was reasonable since the dietary questionnaire on which IMI
scores were based refers to the previous 12 months, while WHR was based on
measurements taken at enrolment.
We refer to the indirect effect as natural indirect effect (NIE) and to the direct
effect as pure direct effect (PDE) (24). On the multiplicative scale, it has been
shown that the total causal effect (TCE) is equal to the product of the NIE and
the PDE (25). Identification of these effects requires s e v e r a l assumptions,
including no unmeasured exposure-mediator, mediator-outcome, and exposureoutcome confounding; and no effect of any exposure that may confound the
mediator-outcome relationship (24). We used sensitivity analysis formulae on HR
scales (26) to evaluate bias in the estimates of PDE and NIE due to unmeasured
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confounding of exposure-outcome and mediator-outcome associations. All analyses
were performed using Stata version 13 (StataCorp, College Station, TX, USA).
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Results
No crude association was evident between IMI category and WHR, and there
was a suggestion of an inverse association with BMI. The percentage of women
who adhered to the MD was slightly greater than that of men; and those recruited in
the Naples centre fell into higher IMI c a t e g o r i e s than did participants from other
centres. Subjects in different IMI categories were also different in terms of
education level, physical activity, and smoking status (Table 1).
The receiver operating characteristic analysis identified the values 0.95 for
men and 0.78 for women as the optimum WHR cut-offs to predict CRC (area under
curve 0.59 in men and 0.55 in women). Increasing IMI category was associated with
significantly decreasing odds of high WHR in the study sample (p-trend=0.003 in
model B); all three higher IMI categories were associated with reduced odds of high
WHR, but the association was significant only for an IMI of 6-11 vs 0-1. In men no
association was found, whereas for women all three higher IMI categories were
significantly associated with a decrease in odds when compared to the lowest IMI
category. The p-value of the interaction between sex and IMI was nearly significant
(p=0.051) (Table 2 Panel A).
Participants with high WHR seemed to be at higher risk of developing CRC
(HR: 1.34, 95% CI: 1.09-1.66 in model C ). The interactions between sex and
WHR and between IMI and WHR were not statistically significant (p-value=0.131
and p-value=0.705, respectively). However, stratification by sex revealed stronger
associations in men compared to women. In particular, in women the direction of the
associations appeared to confirm the results obtained in the whole cohort, but the
HRs were not significant (Table 2 Panel B).
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Since IMI was strongly associated with CRC risk, we evaluated how much
of this effect could be explained via WHR, w h i c h i s also associated with CRC
risk. Our mediation analysis showed that when a n IMI o f 6 - 1 1 w a s c o m p a r e d
t o a n I M I o f 0 - 1 , the TCE on CRC risk was 0.51 (95% CI: 0.31-0.85), the PDE
was 0.51 (95% CI: 0.31-0.83), and the NIE (i.e., the effect mediated by WHR) was
1.00 (95% CI: 0.94-1.10). Sensitivity analyses on the association between
unmeasured confounding factors and the exposure, the mediator, and the
outcome supports the c o n cl u si o n t h a t a s u b s t a n t i a l portion of the effect was
direct (Table 3).
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Discussion
The results of this study suggest that the MD has a beneficial effect on CRC risk
in a Mediterranean population, but it has a pathway that is independent from
abdominal obesity. A previous study on the Italian EPIC cohort published by our
research group showed that increased IMI was associated with a significantly
decreased CRC risk (4). This was consistent with several previous observational
studies on cancer (2, 27), and in particular on colon cancer (3, 5, 28-29).
So far, the proposed biological mechanisms of the MD in cancer prevention have
been related to the favourable effect of a balanced ratio of omega 6 and omega 3
essential fatty acids and the high amount of fibre, antioxidants, and polyphenols that
can be found in fruit, vegetables, and olive oil, which can attenuate pro-inflammatory
mediators (30). Another proposed mechanism is the opposition to the adipocytemediated chronic low-grade inflammation represented by the acute-phase C-reactive
protein, which is particularly active in overweight subjects (31). In fact, adherence to
the MD has been suggested to be protective against obesity (32).
In our Mediterranean population, higher adherence to the MD was associated
with lower abdominal adiposity (as measured by WHR) but not with lower BMI. This
is in agreement with a previous paper by Romaguera et al (17) that looked at the
whole European EPIC cohort and used a modified Mediterranean Index.
There are several physiological explanations as to why adherence to the
MD might protect against abdominal adiposity. Firstly, the MD is rich in dietary
fibres, a nutrient group that increases the feeling of satiety (33). Furthermore,
the MD has a low energy density, low glycaemic load, and high water content
compared to other Western dietary patterns (32); all these characteristics could
13

lead to a reduction in weight gain in adulthood. In the Italian EPIC cohort, in
agreement with other previous studies (19-20), the association between IMI and
anthropometric measures was evident only for WHR, not for BMI or waist
circumference alone (data not shown). Overweight is a major problem in
several Mediterranean countries, such as Greece, Spain, and Italy, in which an
important proportion of population showed good IMI scores (21). Recent
studies demonstrated that the beneficial effect of the MD is not evident in
general subcutaneous fat, but it is clearly associated to visceral abdominal
tissue, which can be measured by WHR (15).
The association between abdominal obesity and CRC has been assessed in
the present study and in previous studies (8). The hypothesized biological
mechanisms involved in this association are related to insulin resistance and
metabolic dysfunction (3). WHR is positively correlated with insulin resistance,
hyperinsulinaemia, and chronic inflammation, which all play a role in
carcinogenesis (3).
We found a clear relationship between the MD and WHR, and between
WHR and CRC, both in previous studies and in the present report. This makes
a strong case that WHR may be a mediator in the association between MD and
CRC risk. Nevertheless, in the present study abdominal adiposity was not a
mediator o f the association between MD and CRC risk.
In a previous, large case-control study conducted in another Italian population, Grosso
et al reported that the protective effect of the MD on CRC risk was evident even among
obese patients (28). This finding addresses the possible important role of biological
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mechanisms other than adiposity that could mediate the beneficial effect of the MD on
CRC risk.
Intervention studies have showed that MD has a beneficial effect on several
metabolic and inflammatory risk factors (such as fasting blood glucose, Creactive protein, etc.) (34). Other observational studies have reported that the
MD is associated with a reduced incidence of metabolic syndrome (35) and low
inflammation levels (35). In particular, olive oil, an important food in the MD,
attenuated the expression of pro-inflammatory genes cyclooxygenase-2 (34).
This analysis is the first attempt to assess the mediating role of adiposity in the
well- known relationship between t h e MD and CRC. Further research efforts must
be undertaken in order to evaluate other possible mediators of the relationship
between MD and CRC, such as inflammation, fasting blood glucose, or
antioxidants, either alone or in combination. Indeed, knowledge of biological
mediators

is

fundamental

to the exploration of mechanisms of cancer

development, but also to the planning of prevention strategies. We found that
adherence to the MD and WHR act on CRC risk through different biological
pathways. This suggests that public health interventions for CRC should
focus on both greater adherence to the MD and maintaining a correct body
weight,

Acknowledgments
The authors thank all participants in the Italian section of the EPIC study. The Italian
Ministry of Health, the Italian Association for Cancer Research (AIRC) and the
Compagnia di San Paolo all provided financial support for EPIC Italy.
15

16

References

1) Trichopoulou A, Costacou T, Bamia C, Trichopoulos D. Adherence to a
Mediterranean diet and survival in a Greek population. N Engl J Med. 2003 Jun
26;348(26):2599-608.
2) Sofi F, Cesari F, Abbate R, Gensini GF, Casini A. Adherence to
Mediterranean diet and health status: meta-analysis. BMJ. 2008 Sep
11;337:a1344.
3) Bamia C, Lagiou P, Buckland G, Grioni S, Agnoli C, Taylor AJ, Dahm CC ,
Overvad K, Olsen A, Tjønneland A, Cottet V, Boutron-Ruault MC, Morois S,
Grote V, Teucher B, Boeing H, Buijsse B, Trichopoulos D, Adarakis G, Tumino
R, Naccarati A, Panico S, Palli D, Bueno-de-Mesquita HB, van Duijnhoven FJ,
Peeters PH, Engeset D, Skeie G, Lund E, Sánchez MJ, Barricarte A, Huerta
JM, Quirós JR, Dorronsoro M, Ljuslinder I, Palmqvist R, Drake I, Key TJ, Khaw
KT, Wareham N, Romieu I, Fedirko V, Jenab M, Romaguera D, Norat T,
Trichopoulou A. Mediterranean diet and colorectal cancer risk: results from a
European cohort. Eur J Epidemiol. 2013 Apr;28(4):317-28.
4) Agnoli C, Grioni S, Sieri S, Palli D, Masala G, Sacerdote C, Vineis P, Tumino
R, Giurdanella MC, Pala V, Berrino F, Mattiello A, Panico S, Krogh V. Italian
Mediterranean Index and risk of colorectal cancer in the Italian section of the
EPIC cohort. Int J Cancer. 2013 Mar 15;132(6):1404-11.
5) Rosato V, Guercio V, Bosetti C, Negri E, Serraino D, Giacosa A, Montella M,
La Vecchia C, Tavani A. Mediterranean diet and colorectal cancer risk: a

17

pooled analysis of three Italian case-control studies. Br J Cancer. 2016 Sep
27;115(7):862-5.
6) World Cancer Research Fund/American Institute for Cancer Research.
Continous update project report summary. Food N, physical activity, and the
prevention of colorectal cancer. 2011.
7) Arnold M, Pandeya N, Byrnes G, Renehan AG, Stevens GA, Ezzati M,
Ferlay J, Miranda JJ, Romieu I, Dikshit R, Forman D, Soerjomataram I. Global
burden of cancer attributable to high body-mass index in 2012: a populationbased study. Lancet Oncol. 2015 Jan;16(1):36-46.
8) Keimling M, Renehan AG, Behrens G, Fischer B, Hollenbeck AR, Cross AJ,
Leitzmann MF. Comparison of associations of body mass index, abdominal
adiposity, and risk of colorectal cancer in a large prospective cohort study.
Cancer Epidemiol Biomarkers Prev. 2013 Aug;22(8):1383-94.
9) Martinez ME, Giovannucci E, Spiegelman D, Hunter DJ, Willett WC, Colditz
GA. Leisure-time physical activity, body size, and colon cancer in women.
Nurses' Health Study Research Group. J Natl Cancer Inst 1997;89:948–55.
10) MacInnis RJ, English DR, Hopper JL, Haydon AM, Gertig DM, Giles GG.
Body size and composition and colon cancer risk in men. Cancer Epidemiol
Biomarkers Prev 2004;13:553–59.
11) MacInnis RJ, English DR, Hopper JL, Gertig DM, Haydon AM, Giles GG. .
Body size and composition and colon cancer risk in women. Int J Cancer
2006;118:1496–500.
12) Pischon T, Lahmann PH, Boeing H, Friedenreich C, Norat T, Tjønneland A,
Halkjaer J, Overvad K, Clavel-Chapelon F, Boutron-Ruault MC, Guernec G,
18

Bergmann MM, Linseisen J, Becker N, Trichopoulou A, Trichopoulos D, Sieri S,
Palli D, Tumino R, Vineis P, Panico S, Peeters PH, Bueno-de-Mesquita HB,
Boshuizen HC, Van Guelpen B, Palmqvist R, Berglund G, Gonzalez CA,
Dorronsoro M, Barricarte A, Navarro C, Martinez C, Quirós JR, Roddam A,
Allen N, Bingham S, Khaw KT, Ferrari P, Kaaks R, Slimani N, Riboli E. Body
size and risk of colon and rectal cancer in the European Prospective
Investigation

Into

Cancer

and

Nutrition

(EPIC).

J

Natl

Cancer

Inst

2006;98:920–31.
13) Wang Y, Jacobs EJ, Patel AV, Rodríguez C, McCullough ML, Thun MJ,
Calle EE. A prospective study of waist circumference and body mass index in
relation to colorectal cancer incidence. Cancer Causes Control. 2008
Sep;19(7):783-92. doi: 10.1007/s10552-008-9141-x.
14) Sieri S, Krogh V, Agnoli C, Ricceri F, Palli D, Masala G, Panico S, Mattiello
A, Tumino R, Giurdanella MC, Brighenti F, Scazzina F, Vineis P, Sacerdote C.
Dietary glycemic index and glycemic load and risk of colorectal cancer: results
from the EPIC-Italy study. Int J Cancer. 2015 Jun 15;136(12):2923-31.
15) Bertoli S, Leone A, Vignati L, Bedogni G, Martínez-González MÁ, BesRastrollo M, Spadafranca A, Vanzulli A, Battezzati A. Adherence to the
Mediterranean diet is inversely associated with visceral abdominal tissue in
Caucasian subjects. Clin Nutr. 2015 Dec;34(6):1266-72.
16) Schröder H, Marrugat J, Vila J, Covas MI, Elosua R. Adherence to the
traditional mediterranean diet is inversely associated with body mass index
and obesity in a spanish population. J Nutr. 2004 Dec;134(12):3355-61.

19

17) Romaguera D, Norat T, Mouw T, May AM, Bamia C, Slimani N, Travier N,
Besson H, Luan J, Wareham N, Rinaldi S, Couto E, Clavel-Chapelon F,
Boutron-Ruault MC, Cottet V, Palli D, Agnoli C, Panico S, Tumino R, Vineis P,
Agudo A, Rodriguez L, Sanchez MJ, Amiano P, Barricarte A, Huerta JM, Key
TJ, Spencer EA, Bueno-de-Mesquita HB, Büchner FL, Orfanos P, Naska A,
Trichopoulou A, Rohrmann S, Kaaks R, Bergmann M, Boeing H, Johansson I,
Hellstrom V, Manjer J, Wirfält E, Uhre Jacobsen M, Overvad K, Tjonneland A,
Halkjaer J, Lund E, Braaten T, Engeset D, Odysseos A, Riboli E, Peeters PH.
Adherence to the Mediterranean diet is associated with lower abdominal
adiposity in European men and women. J Nutr. 2009 Sep;139(9):1728-37.
18) Boghossian NS1, Yeung EH, Mumford SL, Zhang C, Gaskins AJ,
Wactawski-Wende J, Schisterman EF; BioCycle Study Group. Adherence to
the Mediterranean diet and body fat distribution in reproductive aged women.
Eur J Clin Nutr. 2013 Mar;67(3):289-94.
19) Rossi M, Negri E, Bosetti C, Dal Maso L, Talamini R, Giacosa A, Montella
M, Franceschi S, La Vecchia C. Mediterranean diet in relation to body mass
index and waist-to-hip ratio. Public Health Nutr. 2008 Feb;11(2):214-7.
20) Trichopoulou A, Naska A, Orfanos P, Trichopoulos D. Mediterranean diet
in relation to body mass index and waist-to-hip ratio: the Greek European
Prospective Investigation into Cancer and Nutrition Study. Am J Clin Nutr.
2005 Nov;82(5):935-40.
21) Agnoli C, Krogh V, Grioni S, Sieri S, Palli D, Masala G, Sacerdote C, Vineis
P, Tumino R, Frasca G, Pala V, Berrino F, Chiodini P, Mattiello A, Panico S. A

20

priori-defined dietary patterns are associated with reduced risk of stroke in a
large Italian cohort. J Nutr. 2011 Aug;141(8):1552-8.
22) Mackenbach JP, Kunst AE. Measuring the magnitude of socio-economic
inequalities in health: an overview of available measures illustrated with two
examples from Europe. Soc Sci Med. Mar 1997;44(6):757-771.)
23) VanderWeele TJ, Vansteelandt S. Mediation Analysis with Multiple
Mediators. Epidemiol Method. 2014 Jan;2(1):95-115.
24) Pearl J. Direct and indirect effects. In Proceedings of the Seventeenth Conference on Uncertainy in Artificial Intelligence, San Francisco, CA: Morgan
Kaufmann, 411-20, 2001.
25) VanderWeele TJ. Explanation in Causal Inference: Methods for Mediation
and Interaction. Oxford University Press (2015)
26) Vanderweele TJ. Unmeasured confounding and hazard scales: sensitivity
analysis for total, direct, and indirect effects. Eur J Epidemiol. 2013 Feb; 28(2):
113117.
27) Grosso G, Buscemi S, Galvano F, Mistretta A, Marventano S, La Vela V,
Drago F, Gangi S, Basile F, Biondi A. Mediterranean diet and cancer:
epidemiological evidence and mechanism of selected aspects. BMC Surg.
2013;13 Suppl 2:S14.

28) Grosso G, Biondi A, Galvano F, Mistretta A, Marventano S, Buscemi S,
Drago F, Basile F.Factors associated with colorectal cancer in the context of
the Mediterranean diet: a case-control study. Nutr Cancer. 2014;66(4):558-65.

21

29) Reedy J, Mitrou PN, Krebs-Smith SM, Wirfält E, Flood A, Kipnis V,
Leitzmann M, Mouw T, Hollenbeck A, Schatzkin A, Subar AF. Index-based
dietary patterns and risk of colorectal cancer: the NIH-AARP Diet and Health
Study. Am J Epidemiol. 2008 Jul 1;168(1):38-48.
30) Garcia M, Bihuniak JD, Shook J, Kenny A, Kerstetter J, Huedo-Medina TB.
The Effect of the Traditional Mediterranean-Style Diet on Metabolic Risk
Factors: A Meta-Analysis. Nutrients. 2016 Mar 15;8(3).
31) Nimptsch K, Pischon T. Obesity Biomarkers, Metabolism and Risk of
Cancer: An Epidemiological Perspective. Recent Results Cancer Res.
2016;208:199-217.
32) Buckland G, Bach A, Serra-Majem L. Obesity and the Mediterranean diet:
a systematic review of observational and intervention studies. Obes Rev. 2008
Nov;9(6):582-93.
33) Schröder H. Protective mechanisms of the Mediterranean diet in obesity
and type 2 diabetes. J Nutr Biochem. 2007 Mar;18(3):149-60.
34) Chrysohoou C, Panagiotakos DB, Pitsavos C, Das UN, Stefanadis C.
Adherence to the Mediterranean diet attenuates inflammation and coagulation
process in healthy adults: The ATTICA Study. J Am Coll Cardiol. 2004 Jul
7;44(1):152-8.
35) Kesse-Guyot E, Ahluwalia N, Lassale C, Hercberg S, Fezeu L, Lairon D.
Adherence to Mediterranean diet reduces the risk of metabolic syndrome: a 6year prospective study. Nutr Metab Cardiovasc Dis. 2013 Jul;23(7):677-83.

22

