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A plethora of studies has documented the benefits of the Mediterranean diet (MedDiet) for both human and environmental health. At the core of these investigations lies the assessment of adherence to it. In this manuscript, we aim to examine existing original scores used to assess adherence to the MedDiet and propose a framework for a unified score to address current challenges and complement the existing scores. A literature search was conducted to identify original MED scores, excluding those derived from earlier scores. A total of nineteen original scores were identified and examined. At the conceptual level, across existing scores, the following issues were identified: inconsistencies in food items, lack of holistic lifestyle approaches with focus on food-based components, limited cultural specificity, absence of sustainability evaluations, and regional focus solely on economically developed countries. At the methodological level, the majority of scores were based on cutoffs set by the population-specific distributions of dietary intake. Such cutoffs may be in discordance with the dietary recommendations of the different food groups considered. In addition, the definition of “adherence” is inconsistent across the scores, making the interpretation and comparability of the prevalence of adherence another methodological challenge. As a result, a framework for a Unified Mediterranean diet Score (UMEDS) is proposed. This framework consists of 10 food groups (whole grains, fruits, vegetables, dairy products, fish, legumes, olive oil, nuts and seeds, poultry, and red meat). These food groups are the common denominators of a traditional Mediterranean diet. In addition to the food-related components, the UMEDS also addresses physical activity, sleep, conviviality, and culture-specific food consumption (mainly composite dishes based on olive oil). For each of these items, evidence-based cut-offs were proposed. The total score for the UMEDS ranges from 0 to 22 with higher scores indicating a higher adherence (≤12 poor adherence, 13–17 moderate adherence, ≥18 good adherence). By integrating key components of dietary intake, lifestyle habits, and cultural practices, the UMEDS provides a comprehensive unified approach that aligns with global health guidelines and reflects the true spirit of the Mediterranean diet, rooted in food, lifestyle, culture, lifestyle, and traditional knowledge and practices.
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1 Introduction

The Mediterranean diet (MedDiet) refers to the eating and lifestyle habits that were prevalent among populations living in countries located around the Mediterranean shores, started in the early 1960s (1), even though elements of the diet originated in antiquity (2). As defined and published by UNESCO, the MedDiet is derived from the Greek word “díaita,” which means lifestyle, and is recognized as a social practice that encompasses not only food consumption but a broader lifestyle in which regular physical activity plays an integral role (3). The traditional Mediterranean diet is characterized by a high intake of vegetables, legumes, fruits and nuts, and cereals (that in the past were largely unrefined), and a high intake of olive oil but a low intake of saturated lipids, a moderately high intake of fish (depending on the proximity of the sea), a low-to-moderate intake of dairy products (and then mostly in the form of cheese or yogurt), and a low intake of meat and low-to-moderate intake of poultry (depending on the access to the fish) (4). Interest in this diet was sparked by Prof. Keys from the University of Minnesota and Prof. Bergami from the University of Naples, who, back in the 1950's, observed the rarity of incidence of heart attacks in the population of Naples. Following these observations, the Seven Countries Study, consisting of 16 prospective cohorts in seven different countries (Greece, Italy, Japan, Finland, the former Yugoslavia, the Netherlands, and the US) was published. The Mediterranean diet was initially considered as a low saturated lipid diet conveying protection against coronary heart disease by lowering plasma cholesterol levels; however, current evidence indicates that its cardiovascular benefits are multifactorial, resulting from the combined effects of high intakes of unsaturated fats, fiber, polyphenols, and antioxidants (5–7). Since then, a vast body of scientific literature has documented several health benefits of the MedDiet, including a reduced risk of chronic health conditions such as cardiovascular disease (CVD), type 2 diabetes, neurodegenerative diseases, and some cancers, while promoting longevity and improving quality of life (8–12). More specifically, a more recent comprehensive review confirmed these findings by showing that adherence to MedDiet was strongly associated with reduced age-related chronic diseases (21.5%), neurological disorders (19%), and obesity-related metabolic features (12.65%), followed by CVDs (11.4%), cancer (10.1%), diabetes (7.5%), liver health (6.3%), inflammation (5%), mortality (5%), and renal health (1.2%) (13). Since the turn of the century and with the release of the sustainable development goals in 2015, a paradigm shift took place in the evaluation of dietary intake, whereby the focus extended beyond health to reach environmental and socioeconomic aspects of food consumption. In this context, the MedDiet has been extensively studies for its various sustainability dimensions and has consistently been shown to have a rich biodiversity, lower environmental impacts, high socio-cultural food value, and positive local economic returns (14, 15). The diet's emphasis on plant-based foods contributes to its sustainability, as it reduces greenhouse gas emissions and lowers the overall environmental footprint. Additionally, it promotes the consumption of local and seasonal produce and embraces sociocultural traditions making it a holistic approach to health and sustainability (16).

Despite proving to be a prototype of a dietary pattern that is healthy and sustainable, rates of adherence to the MedDiet continue to decline in many countries of the Mediterranean region (17). The erosion of this diet is mostly taking place among youth, whereby the MedDiet is increasingly being replaced by Western types of diets, characterized by high intake of refined grains, red meat, added sugar, and ultra-processed foods (18). In Greece, youth adherence is low, reflecting a shift toward Westernized eating patterns (19). In Italy, evidence shows a significant drop in adherence, particularly in southern regions (20). In Lebanon, a low adherence among adolescents has been observed (21). These trends in food consumption fueled regional and national efforts in many countries to develop evidence-based interventions aimed at halting this nutrition transition and promoting a greater adherence to the MedDiet (22, 23).

At the core of studying the MedDiet, its health benefits, sustainability, prevalence and promotion is the science of assessment of adherence to this diet. In 1995, Trichopoulou et al. (24) created the first and the most frequently used Mediterranean diet score, following which a myriad of dietary scores were proposed, all based on the frequency of pattern-consistent and pattern-inconsistent food consumption, as well as compliance with recommended intake. However, these scores varied in content (i.e., the selection of food groups) and methodology (i.e., the scoring framework used, such as median-based cutoffs or MedDiet recommendations) as some did not consistently include the same food groups, often excluded traditional Mediterranean diet foods such as olive oil (25–28), and rarely incorporated cultural and lifestyle components (29). For example, the MEDLIFE score is among the few that explicitly included physical activity as part of adherence to the MedDiet (30).

The differences among the existing scores partially led to inconsistent findings and challenged comparability across different studies. To this end, few studies reviewed these scores addressing either conceptual (inclusion of specific foods and/or lifestyle habits) or methodological (methods of calculation and validation) aspects of the scores used (31–34). A summary of the currently available scores is presented in Table 1, which provides an overview of the included food groups, their respective contributions, and the inclusion of lifestyle factors and traditional food items in each score.

TABLE 1  Conceptual description of existing Mediterranean diet scores.


	Score name
	MDQIa
	RevisedMDScaleb 
	MDP scorec
	MD scorec
	aMED scored
	MedDietScorec
	Med-DQIe
	MDSc
	rMED indexf
	ITALIAN-MEDg
	MLDSh
	PREDIMED-MEDASi 
	mMDSj
	MEDLIFEk
	MDSSl, 18
	MED-stylec
	SMDQm
	MEDI-LITEn
	New MDSS°





	Year
	2001
	2003
	2004
	2004
	2005
	2006
	2006
	2009
	2009
	2011
	2011
	2012
	2012
	2014
	2015
	2015
	2016
	2017
	2021

 
	Setting
	France
	Greece
	Spain
	Spain
	United States
	Greece
	France
	Chile
	Spain
	Italy
	Spain
	Spain
	Spain
	Spain
	Spain
	Japan
	Italy
	Italy
	United States

 
	Cereals
	✓(+)
	✓(+)
	✓2 (sum of bread, pasta, and rice)
	✓(+)
	
	✓(+)
	✓(+)
	✓
	✓(+)
	✓(+) (pasta)
	✓(+)
	
	
	✓12
	✓(+)
	
	
	✓(+)
	

 
	Whole grains
	
	
	
	
	✓(+)
	✓(+)
	
	✓(+)
	
	
	
	
	✓(+)
	✓12
	
	✓19
	✓(+)
	
	✓(+)

 
	Refined cereals and pastries
	✓(+) (white bread and white pasta and breakfast cereal)
	
	
	
	
	
	
	
	
	
	✓(–) (pastries)
	✓(–) (pastries)
	
	✓12 (pastries)
	✓
	
	✓(–) (white bread and rice)
	
	

 
	Olive oil
	✓(+)
	
	✓(+)
	
	
	✓(+)
	✓(+)
	✓(+)
	✓(+)
	✓(+)
	✓(+)
	✓(+)
	✓(+)
	✓(+)
	✓(+)
	
	✓(+)
	✓
	✓(+)

 
	Ratio MUFA/SFA
	
	✓(+)
	
	
	✓(+)
	
	
	
	
	
	
	
	
	
	
	✓(+)
	
	
	

 
	Fruits
	✓(+)
	✓(+)
	✓(+)
	✓(+)
	✓(+)
	✓(+)
	✓(+)
	✓(+)
	✓(+)
	✓(+)
	✓(+)
	✓(+)
	✓(+)
	✓13
	✓(+)
	✓(+)
	✓(+)
	✓(+)
	✓(+)

 
	Vegetables
	✓(+)
	✓(+) (except potatoes)
	✓(+)
	✓(+)
	✓(+) (except potatoes)
	✓(+)
	✓(+)
	✓(+) (except potatoes)
	✓(+) (except potatoes)
	✓(+)
	✓(+)
	✓(+)
	✓(+)
	✓(+)
	✓(+)
	✓(+)
	✓(+)
	✓(+)
	✓(+)

 
	Starchy vegetables
	
	
	
	
	
	✓(+) (potatoes)
	
	
	
	✓(–) (potatoes)
	
	
	
	✓(–) (potatoes)
	✓(–) (potatoes)
	
	
	
	✓(+) (potatoes)

 
	Legumes
	
	✓(+)
	✓(+)
	✓(+)
	✓(+)
	✓(+)
	
	✓(+)
	✓(+)
	✓(+)
	✓(+)
	✓(+)
	✓(+)
	✓(+)
	✓(+)
	✓(+)
	✓(+)
	✓(+)
	✓(+)

 
	Nuts and seeds
	
	
	✓
	✓(+)
	✓(+)
	
	
	✓(+)
	✓(+)
	
	✓(+)
	✓(+)
	✓(+)
	✓14
	✓(+)
	
	
	
	✓(+)

 
	Fish and seafood
	✓(+)
	✓(+)
	✓(+)
	✓(+)
	✓(+)
	✓(+)
	✓(+)
	✓(+)
	✓(+)
	✓(+)
	✓(+)
	✓(+)
	✓(+)
	✓(+)
	✓(+)
	✓(+)
	✓(+)
	✓(+)
	✓(+)

 
	Eggs
	
	
	
	
	
	
	
	
	
	
	
	
	
	✓15
	✓(+)
	✓20
	
	
	

 
	Milk and dairy products
	
	✓(–)
	
	✓(–)
	
	✓(–)
	
	✓6
	✓(–)
	
	✓(–)
	
	✓(–)
	✓16
	✓(+)
	✓21
	
	✓(–)
	✓24

 
	Sweets and SSBs
	
	
	
	
	
	
	
	✓(–) (sugar)
	
	✓(–) (SSBs)
	✓(–)
	✓(–)
	
	✓(–)
	✓(–)
	
	
	
	✓(–)

 
	Red meat and/or meat products
	✓(–)
	✓(–)
	✓(–)
	✓(–)
	✓(–)
	✓(–)
	✓(–)
	✓7
	✓(–)
	✓(–)
	✓(–)
	✓(–)
	✓(–)
	✓(–)
	✓(–)
	✓(–)
	✓(–)
	✓(–)
	✓(–)

 
	Poultry
	
	
	
	
	
	✓(–)
	
	
	
	
	✓(–)
	✓(+)
	✓(–)
	✓17
	✓(+)
	✓22
	
	
	✓(–)

 
	Alcohol
	
	✓1
	✓(+)
	✓3
	✓4
	✓5
	
	✓(–) (wine)
	✓9
	✓10
	✓11 (wine)
	✓(+) (wine)
	✓(+) (wine)
	✓(wine)
	✓(+)
	✓23
	✓(+) (wine)
	✓
	

 
	Cholesterol
	✓(–)
	
	
	
	
	
	✓(–)
	
	
	
	
	
	
	
	
	
	
	
	

 
	SFA
	✓(–)
	
	
	
	
	
	✓(–)
	
	
	✓(–) (butter)
	
	✓(–) (butter/margarine)
	
	
	
	
	
	
	✓(–) (other fats)

 
	USFA
	
	
	
	
	
	
	
	✓8
	
	
	
	
	
	
	
	
	
	
	

 
	Inclusion of lifestyle factors
	
	
	
	
	
	
	
	
	
	
	
	
	
	✓
	
	
	
	
	

 
	Inclusion of traditional/indigenous food
	✓
	
	
	
	
	
	✓
	✓
	
	✓
	
	✓
	
	✓
	✓
	
	
	
	







(+) Food groups considered positive in the score.

(–) Food groups considered negative in the score.

aMediterranean diet quality index.

bRevised Mediterranean diet scale.

cMediterranean Diet score.

dAlternate Mediterranean diet index.

eMediterranean diet quality index.

fRelative Mediterranean diet.

gItalian Mediterranean index.

hMediterranean-like diet score.

iPrecention with Mediterranean diet adherence score.

jModified Mediterranean diet score.

kMediterranean lifestyle index.

lMediterranean diet serving score.

mShort Mediterranean diet questionnaire.

nMediterranean diet score based on the literature.

°New Mediterranean diet scoring system.

1A value of one was assigned to men who consumed between 10 and 50 g per day and to women who consumed between 5 and 25 g per day (25).

2One point is added when either consumption of both white bread and rice is low or when consumption of whole-grain bread is high (41).

3Red wine consumption was computed as alcohol intake from red wine (0 and >20 g of alcohol = 1, and up to 20 g of alcohol = 3) (26).

4Assigned one point for alcohol intake between 5 and 25 g/day (27).

5Assigned score five for consumption of < 300 ml per day, score 0 for consumption of more than 700 ml per day or for no consumption, and scores four to one for consumption of 300–400, 400–500, 500–600, and 600–700 ml per day (100 ml = 12 g ethanol) (42).

6Assigned positive score for low fat and fermented dairy products and negative score for full fat dairy products not fermented (44).

7Assigned positive score for lean meat and negative score for fatty meat and processed meat (44).

8Positive for 4–8 teaspoons per day, negative for >8 or < 2 teaspoons per day, and half-point for 2–4 teaspoons per day for vegetable oils; positive for avocado (44).

9Two points were assigned for moderate consumers (5–25 g/day for women and 10–50 g/day for men) and 0 points for above and below the sex-specific range (45).

10One point for intake up to 12 g/day; abstainers and persons who consumed > 12 g/day received a 0 (46).

11Moderate red wine consumption (up to 20 g) was included as a favorable component while exceeding the upper limit or reporting no red wine consumption was coded as 0 (47).

12Positive for 3–6 servings/day: one serving = 40 g of white and whole grain bread, one serving = one plate for cereals), negative for pastries (30).

13Positive for three to six servings/day (30).

14Positive for one to two servings/day for nuts and olives (30).

15Positive for two to four servings/week (30).

16Positive for two servings/day for low-fat dairy products (30).

17Positive for two servings/week (30).

18Different positive scores were given for different food groups: three for fruits, vegetables, cereals, and olive oil, two for nuts and dairy products, and one for legumes, eggs, fish, white meat, and fermented beverage (wine and beer) (50).

19Positive for three to seven servings per day (28).

20Positive for two to three times per week (28).

21Positive for 1.5–2.5 servings per day (28).

22Positive for two to three times per week (28).

23Positive for 10–30 g per day for men and 5–15 g per day for women (28).

24Positive for 14–18 servings/week of low-fat and non-fat dairy and ≤ 6 servings/week for regular dairy (53).



In this manuscript, we aim to (1) describe available scores used in assessing adherence to the MedDiet, highlighting both the conceptual and methodological gaps and inconsistencies, and opportunities; and (2) propose a framework for a unified comprehensive score addressing the challenges, building on opportunities, and complementing existing scores.



2 Evaluation process

The development of the proposed unified MedDiet score was carried out through a structured process to ensure scientific rigor and applicability. This process included four steps. First, a systematic search and review of existing scores was performed. Second, the content and methodology of these scores were evaluated. Third, a series of collegial discussions among experts was held to refine and reach consensus on the essential components. Finally, the new score was formulated based on the evidence gathered and the experts' comments and discussions.


2.1 Review of previous scores

A systematic search across databases (PubMed, Scopus, Web of Science, Cochrane Library, Google Scholar) identified studies that developed methods for measuring adherence to the Mediterranean diet. A combination of Medical Subject Headings (MeSH) and free-text terms related to the Mediterranean diet and adherence scoring methods were applied for the search strategy. Key search terms included “Mediterranean diet,” “adherence,” “scoring,” “index,” “score,” “assessment,” and “measure.” Inclusion criteria focused on peer-reviewed studies with original scoring methods, while exclusion criteria filtered out non-English articles, reviews, and studies lacking clear scoring descriptions.



2.2 Comments on the various scores

A total of 19 Mediterranean diet scores were identified and reviewed. Each score was examined in relation to the food groups included, scoring units and cut-offs, the incorporation of lifestyle and cultural elements, and the scoring methodology used to assess adherence to the MedDiet. This review highlighted both conceptual and methodological opportunities and challenges, such as inconsistencies in food item inclusion, reliance on population-specific cut-offs (medians and tertiles), and limited integration of lifestyle factors.



2.3 Collegial discussions

The findings of the literature review were discussed within the Joint Task Force established by the International Center for Advanced Mediterranean Agronomic Studies (CIHEAM). The task force weighed the strengths and limitations of existing approaches and reached agreement on the guiding principles to be used to develop a new unified score.



2.4 Development of the new score

Following the review of existing scores, collegial discussions, the evidence and expert input were synthesized to formulate the Unified Mediterranean Diet Score (UMEDS). All identified scores were first examined, their strengths and limitations were debated among the experts, and comments were compiled. National dietary guidelines from Italy (35), Spain (36), Greece (37), and Lebanon (38) were also consulted to ensure that the framework reflected country-specific nutritional recommendations and cultural practices. However, to enhance comparability across populations, the final cut-offs used in the UMEDS were based primarily on international, evidence-based recommendations, namely the Mediterranean diet guidelines calculated by Germani et al. (39) and the EAT-Lancet Commission (15). Building on this appraisal, a draft framework was constructed and refined through rounds of discussion, to be finalized into a new score, the UMEDS, which is grounded in scientific evidence and expert consensus.




3 Scores used to assess adherence to the Mediterranean diet

The 19 identified scores were: MDQI (40), Revised MDScale (25), MDP score (41), MD score (26), aMED score (27), MedDietScore (42), Med-DQI (43), MDS (44), rMED index (45), ITALIAN-MED (46), MLDS (47), PREDIMED-MEDAS (48), mMDS (49), MEDLIFE (30), MDSS (50), MED-style (28), SMDQ (51), MEDI-LITE (52), and New MDSS (53). The review of these scores revealed both conceptual and methodological variability.


3.1 Conceptual challenges in existing Mediterranean diet scores

Existing Mediterranean diet scores have played an important role in assessing and quantifying adherence to the Mediterranean diet. These scores have allowed researchers to investigate the relationship between the Mediterranean diet and various health outcomes, contributing to a deeper understanding of its role in reducing the risk of noncommunicable diseases (NCDs). While these scores provide valuable insights into dietary patterns, they also present several conceptual challenges and opportunities.


3.1.1 Inconsistency in food items across the scores

One major challenge was the inconsistency in food items across different Mediterranean diet scores which can affect the accuracy and comparability of adherence to the Mediterranean diet assessments. As detailed in Table 1, while scores consistently included core components such as fruits, vegetables, legumes, nuts and seeds, and fish, there was considerable variability in additional food items. For example, olive oil was featured in nearly all scores except four. Five scores included starchy vegetables (such as potatoes). Only eight of the 19 scores featured whole grains, 13 included cereals, and six addressed refined cereals and/or pastries. Variability also extended to the inclusion of fats and other dietary components: only five scores considered saturated fatty acids (SFA), while only one score included unsaturated fatty acids (USFA), and three accounted for the ratio of monounsaturated to saturated fatty acids (MUFA to SFA). Furthermore, poultry was included in eight scores, but only three considered eggs. Seven scores included sweets and/or sugar-sweetened beverages, and all but three scores included alcohol consumption, with only two scores that addressed cholesterol. While the 16 scores that included alcohol, particularly wine, considered moderate consumption as a positive factor, recent evidence challenges this concept. The World Health Organization (WHO) has stated that “no level of alcohol consumption is safe when it comes to human health” (54).



3.1.2 Lack of a comprehensive lifestyle approach with focus on food-based components in the scores

Another limitation in many of the Mediterranean diet scores was their focus on food intake without incorporating a comprehensive lifestyle approach. This was a challenge because adherence to the Mediterranean diet encompasses more than just dietary choices; it is deeply rooted in the lifestyle practices of Mediterranean regions, including physical activity, stress management, and social interactions, which are integral to the Mediterranean lifestyle and significantly impact overall health (55, 56). Recent research underscored the significant relationship between nutrition, sleep quality, and overall health (29). With the exception of the Mediterranean Lifestyle Index (MEDLIFE) score, which incorporated lifestyle factors, such as physical activity, social habits, and conviviality (30), all other Mediterranean diet scores, however, focused solely on food intake.



3.1.3 Limited cultural specificity in Mediterranean diet scores

A notable gap in current Mediterranean diet scores was their lack of cultural specificity, which limited the effectiveness of assessing dietary habits within the cultural context of different populations (29). Of note that the Greek Med Diet Score of 2003 (Revised MDScale), was assigned to each of nine indicated components with the use of study and gender-specific median values as the cutoff (25). Although several Med-type scoring systems had made efforts to incorporate traditional food items, such the MEDLIFE score, based on the Spanish Mediterranean food guide, which included eggs (30), these scoring systems primarily focused on food items rather than indigenous cooking recipes. For example, the Prevention with Mediterranean Diet Adherence Score (MEDAS) featured pasta, rice, and dishes seasoned with sofrito, a sauce made with tomato, onion, leek, or garlic, cooked with olive oil (48). The Mediterranean Diet Serving Score (MDSS), another Med-type score, validated within a female population from southern Spain, also accounted for potatoes (50). The Italian Mediterranean score (ITALIAN-MED) included potatoes as well (46). The Mediterranean-type Diet Score (MDS) diet score, developed in Chile, integrated avocadoes, a principal component of the Chilean diet (44). French diet scores, like the MDQI and Med-DQI (Mediterranean Diet Quality Index), factored in cholesterol and saturated fats (40, 43). However, as Godos et al. (29) argue, an underrated aspect of the Mediterranean diet relates to the consumption of foods using indigenous cooking methods and recipes. Without considering traditional culinary practices, dietary assessments may overlook the social and cultural elements that define the Mediterranean diet (57).



3.1.4 Mediterranean diet scores originated from a regional focus by economically developed countries

Another significant gap in the existing Mediterranean diet scores was their geographic and socio-economic bias, as most originated from the economically developed countries around the Mediterranean Basin. Specifically, as shown in Table 1, 15 of the 19 scores originated from Spain, Italy, France or Greece, while the remaining Med-type scores originated from countries like Chile, the United States, China, and Japan. This limited scope overlooked the fact that the Mediterranean diet, by definition, is rooted in the traditional eating habits of all countries bordering the Mediterranean Sea, including both develop and developing nations of the southern Mediterranean basin (58, 59). As such, the available scores did not fully capture the diversity of dietary patterns across the different countries of the Mediterranean basin which belong to varying levels of socio-economic and cultural contexts. It is noteworthy that the original Mediterranean diet pyramid specifically includes whole grains, such as bread, pasta, rice, couscous, polenta and bulgur (1). The predominance of scores originating from developed countries can lead to a less comparable assessment of adherence to the Mediterranean diet, as countries outside this developed group may have specific dietary habits and cultural practices that were not adequately represented by these existing scores (60).




3.2 Conceptual opportunities in existing Mediterranean diet scores

Another valuable opportunity in the existing Mediterranean diet scores was the consistency in the inclusion of many common foods. Despite the variability in a number of food groups, there were several core components that frequently appeared across different scores, such as olive oil, fruits, vegetables, legumes, nuts and seeds, and fish. This commonality reflected a shared understanding of the fundamental elements of the Mediterranean diets and highlighted the diet's score strengths (1, 4, 5). The widespread inclusion of these foods indicated a consensus on their importance for health and wellbeing, reinforcing the diet's validity as a model for nutrition (12–14, 61).



3.3 Methodological challenges in Mediterranean diet scores

Table 2 provides a comprehensive overview of the different methodologies used in Mediterranean diet scores, highlighting the associated challenges and opportunities.

TABLE 2  Methodological description of existing Mediterranean diet scores.


	Score
	Cutoff
	Unit





	
	Median
	Consumption (tertiles, quartiles, percentiles, etc.)
	MD recommendation
	Grams
	Servings

 
	MDQI
	
	✓
	
	✓
	

 
	Revised MD scale
	✓
	
	
	✓
	

 
	MDP score
	
	✓
	
	
	✓

 
	MD score
	
	✓
	
	✓
	

 
	aMED score
	✓
	
	
	✓
	

 
	MedDietScore
	
	
	✓
	
	✓

 
	Med-DQI
	
	✓
	
	✓
	

 
	MDS
	
	
	✓
	
	✓

 
	rMED index
	
	✓
	
	✓
	

 
	ITALIAN-MED
	
	✓
	
	✓
	

 
	MLDS
	
	✓
	
	✓
	

 
	PREDIMED
	
	
	✓
	
	✓

 
	mMDS
	
	✓
	
	
	✓

 
	MEDLIFE
	
	
	✓
	
	✓

 
	MDSS
	
	
	✓
	
	✓

 
	MED-style
	
	
	✓
	
	✓

 
	SMDQ
	
	
	✓
	
	✓

 
	MEDI-LITE
	
	✓
	
	✓
	

 
	New MDSS
	
	
	✓
	
	✓







3.3.1 Different scoring frameworks used in calculating the Mediterranean diet scores

The calculation of Mediterranean diet scores across the various scores presented its own set of challenges, primarily due to the use of different units of measurement and statistical approaches. For example, scoring frameworks such as those for the MDQI and rMED (relative Mediterranean Diet) index measured food intake in grams, while others like the MEDAS and MedDietScore (Mediterranean Diet Score) used servings (Table 2). Moreover, the statistical methods employed—ranging from median calculations, tertiles, quartiles, and percentiles of food consumption to Mediterranean dietary guidelines—further contributed to variability. Scores using median-based methods, such as the revised MD scale and the aMED (alternate Mediterranean Diet Index) scores, were less sensitive to dietary variations compared to those using tertiles or percentiles—like the MDQI, Med-DQI, and MEDI-LITE (Mediterranean Diet Score based on the literature)–which provided more nuanced insights but introduced variability based on population stratification. The use of median and tertiles-based scoring methods can be particularly problematic in developing countries, where median consumption levels for Mediterranean diet foods may fall below recommended amounts (28, 62). As a result, these scores risked overestimating adherence if the overall intake of the population was inherently low (34, 60). On the other hand, scores such as the MedDietScore, MDS, MEDAS, MEDLIFE, MDSS, MED-style, SMDQ (Short Mediterranean Diet Questionnaire), and new MDSS, which were based on the principles of Mediterranean diet recommendations (Table 2), offered a more objective and consistent scoring framework for assessing adherence, addressing some of the limitations of other scores (48, 59).



3.3.2 Complexities in interpreting adherence to the Mediterranean diet

A significant challenge in the available scores was the variability in the definition of what constituted “good” adherence. For instance, the MEDAS employed a scoring system where participants who achieved scores of 8–9 or ≥10 out of a possible 14 points (57%−64% or ≥71%) were classified as having high adherence to the Mediterranean diet, while those scoring ≤ 7 (≤ 50%) were categorized as having low adherence (48). In contrast, the MDSS designated individuals with a score of 16 or higher, out of a possible 24 points (67% or above), as adherent, applicable to both adults and elderly populations (50). This disparity in scoring presented a challenge in comparing results across different studies, as the same level of adherence may be classified differently. For example, an individual who scored 60% of the points would be considered highly adherent according to MEDAS but not adherent according to the MDSS. Such variability complicated cross-study comparisons and made it difficult to establish consistent conclusions about adherence to the Mediterranean diet.




3.4 Methodological opportunities in existing Mediterranean diet scores
 
3.4.1 Leveraging Mediterranean diet scores for health outcomes improvement

The availability of diverse Mediterranean diet scores presented a significant opportunity due to their role in helping achieve a correlation between specific dietary intakes with various health outcomes. Many of these scoring systems have been shown to correlate with positive health indicators, such as reduced risk of cardiovascular diseases, improved metabolic profiles, and better overall health status (25, 27, 28, 45, 46, 51). For example, adherence to the Mediterranean diet as measured by the rMED index was associated with a significantly reduced risk of coronary heart disease (45). Lower adherence to the Mediterranean diet as measured by the SMDQ was associated with gastrointestinal symptoms (51). By utilizing these scores, researchers and healthcare professionals were able to effectively monitor dietary patterns and provide public health recommendations that align with the Mediterranean diet's proven health advantages.



3.4.2 Ranking adherence to the Mediterranean diet

The diverse Mediterranean diet scores offered the valuable opportunity to rank individuals based on their adherence to dietary guidelines, facilitating a more nuanced understanding of dietary patterns within populations (31, 33). By categorizing individuals according to their scores, researchers and healthcare professionals were able to identify varying levels of adherence, from high to low, which was crucial for tailoring personalized interventions and monitoring progress (31, 60). This ranking capability enabled the detection of dietary trends and disparities, helping to pinpoint those who may benefit most from dietary modifications or support (18, 34). Furthermore, it allowed for the stratification of study populations in research settings, enhancing the ability to examine the relationships between levels of adherence and health outcomes (5, 25).





4 Proposed framework for a unified Mediterranean diet score

To address the challenges of previous scoring systems, the Unified Mediterranean Diet Score (UMEDS) is introduced as a comprehensive framework that integrates dietary intake, lifestyle habits, and cultural practices. This approach enhances the accuracy, cultural relevance, and consistency of adherence assessments, making it applicable across diverse populations.

The development of the UMEDS was conducted within the context of a broader initiative led by the Joint Task Force of the International Center for Advanced Mediterranean Agronomic Studies (CIHEAM), the Federation of European Nutrition Societies (FENS), and the International Union of Nutritional Sciences (IUNS), with contributions from Dr. Farah Naja and Nour Massouh. The three critical components of the proposed framework—dietary intake, lifestyle habits, and cultural practices—ensure that the Mediterranean diet's rich cultural diversity is respected and incorporated into the evaluation process. Table 3 provides a description of the scoring system proposed for the UMEDS, including the number of points corresponding to (1) intake of various food items, (2) lifestyle components, and (3) cultural factors, as will be detailed in this section.

TABLE 3  Description of the proposed framework for a unified Mediterranean diet score (UMEDS).


	Components
	Scoring
	Reference for recommendation





	Food intake

 
	Whole grains
	0 = < 115 g
	Germani et al. (230 g/day) (39)


 
	
	1 = 115 through 229 g
	


 
	
	2 = ≥230 g
	

 
	Fruits
	0 = < 225 g
	Germani et al. (450 g/day) (39)


 
	
	1 = 225 through 449 g
	


 
	
	2 = ≥450 g
	

 
	Vegetables
	0 = < 200 g
	Germani et al. (400 g/day) (39)


 
	
	1 = 200 through 399 g
	


 
	
	2 = ≥400 g
	

 
	Dairy products
	0 = < 140 g
	Germani et al. (280 g/day) (39)


 
	
	1 = 140 through 279 g
	


 
	
	2 = ≥280 g
	

 
	Fish
	0 = >100 g
	Eat-Lancet (0–100 g/day) (15)


 
	
	1 = ≤ 100 g
	

 
	Legumes
	0 = < 50 g
	Germani et al. (100 g/day) (39)


 
	
	1 = 50 through 99 g
	


 
	
	2 = ≥100 g
	

 
	Olive oil
	0 = < 15 g
	Germani et al. (30 g/day) (39)


 
	
	1 = 15 through 29 g
	


 
	
	2 = ≥30 g
	

 
	Nuts and seeds
	0 = < 3.25 g
	Germani et al. (6.5 g/day) (39)


 
	
	1 = 3.25 through 6.4 g
	


 
	
	2 = ≥6.5 g
	

 
	Poultry
	0 = >58 g
	Eat-Lancet (0–58 g/day) (15)


 
	
	1 = ≤ 58 g
	

 
	Red meat
	0 = >14 g
	Germani et al. (14 g/day) (39)


 
	
	1 = ≤ 14 g
	Eat-Lancet (0–14 g/day) (15)

 
	Lifestyle

 
	Physical activity
	0 = inactive (< 150 min/week)
	WHO guidelines on physical activity and sedentary behavior (65)


 
	
	1 = moderately to highly active (≥150 min/week)
	

 
	Sleep
	0 = < 7 or >9 h/night
	Healthy living guide 2020/2021 (7–9 h per night) (66)


 
	
	1 = 7–9 h/night
	

 
	Conviviality (eating with family and friends)
	0 = rarely/never (< 5 times per week)
	de la Torre-Moral et al. (≥5 meals per week) (70)


 
	
	1 = regularly/frequently (≥5 times per week)
	

 
	Culture

 
	Intake of traditional/indigenous salad
	0 = rarely/never (< 2 times per week)
	

 
	Total interpretation
	22
	Bloom's criteria (72, 73)


 
	
	18–22 = good adherence
	


 
	
	13–17 = moderate adherence
	


 
	
	 ≤ 12 = poor adherence
	







4.1 Food intake evaluation

The UMEDS evaluates the intake of 10 key food groups: whole grains, fruits, vegetables, dairy products, fish, legumes, olive oil, nuts and seeds, poultry, and red meat. The intake cutoffs for each food group are based on the Mediterranean diet guidelines as calculated by Germani et al. (39) and Eat-Lancet recommendations (15). While many existing Mediterranean diet scores use portion-based measures, the UMEDS specifies intake in grams to ensure precision and comparability across populations, as portion sizes vary widely between cultures (63). This score is primarily designed to be used in epidemiological research, where visual aids, household measures, and increasingly accessible digital tools can help participants estimate their intake.

For whole grains, fruits, vegetables, dairy products, legumes, olive oil, and nuts and seeds, the UMEDS assigns 0–2 points depending on consumption levels: 0 points for intake below 50% of the recommended amount, one point for intake between 50 and 100%, and two points for meeting or exceeding 100%. For example, the recommended daily intake of whole grains is 230 g (39), with 0 points awarded for consumption below 115 g, one point for intake between 115 to 230 g, and two points for intake at or above 230 g.

For food groups with a maximum recommended intake—such as red meat, poultry, and fish-−0 points are given for consumption above the recommended limit, while one point is assigned for intake within the recommended range. For example, the maximum recommended daily intake for red meat is 14 g (15, 39), with 0 points awarded for consumption over 14 g and one point for intake between 0 and 14 g. These recommendations are in line with the Eat-Lancet Commission's recommendation (15) and the Mediterranean food pyramid of 14 g of red meat per day (39).

Acknowledging concerns regarding the adequate intake of bioavailable irons, particularly in the context of prevention and control of anemia among women of reproductive age, as emphasized by the WHO (64), the UMEDS incorporates several sources of bioavailable iron, including fish (100 g), poultry (58 g), legumes (100 g), whole grains (230 g), and nuts (6.5 g). Furthermore, the UMEDS also recognized that red meat intake can vary based on regional dietary patterns and traditional food practices, which are further detailed in the cultural component of the framework (Section 3, Paragraph 3).

By focusing on these common food groups, researchers and practitioners can ensure that key health-promoting elements are recognized and emphasized. The UMEDS prioritizes adherence to the Mediterranean diet with a focus on promoting health and excludes alcohol as a component, in line with the WHO's position that no amount of alcohol is considered safe for human health (54). By integrating key food groups universally acknowledged in Mediterranean diet literature, the score not only assesses adherence but also supports public health goals by encouraging dietary patterns associated with reduced risk of chronic diseases. This evidence-based alignment ensures that the UMEDS remains a powerful tool for promoting health outcomes through dietary interventions.



4.2 Lifestyle components

The UMEDS recognizes that adherence to the Mediterranean diet involves more than just food choices; it also encompasses key lifestyle habits that are integral to the Mediterranean way of life. This inclusion of lifestyle factors addresses a significant gap in previous Mediterranean diet scores, which often focused exclusively on dietary intake. By incorporating these lifestyle components, the UMEDS provides a more holistic assessment of adherence, aligning with recent research emphasizing the importance of integrating diet with other health-promoting behaviors. This approach enhances the score's ability to capture the full spectrum of the Mediterranean lifestyle, offering a more comprehensive evaluation of adherence.

Based on evidence-based recommendations from the World Health Organization and the Harvard T.H. Chan School of Public Health (65, 66), the UMEDS evaluates lifestyle habits by awarding points for two main lifestyle behaviors: physical activity and sleep. First, it awards one point for engaging in at least 150 min of exercise per week, reflecting the importance of regular physical activity as a cornerstone of the Mediterranean lifestyle and essential for overall health. While this cutoff is based on international and U.S. guidelines, we acknowledge that Mediterranean-specific reference criteria for physical activity are lacking. Developing Mediterranean-specific guidelines should be a priority for future research. Second, it allocates one point for obtaining between 7 and 9 h of sleep per night, emphasizing the significance of adequate rest as a vital component of wellbeing. Recent research underscores the significant relationship between nutrition, sleep quality, and overall health (29). In particular, evidence from diverse populations support a positive association between adherence to the Mediterranean diet and improved sleep outcomes, including longer sleep duration, better sleep quality, and fewer sleep-related problems (67–69).

Additionally, the UMEDS recognizes the importance of social interactions in the Mediterranean lifestyle. Conviviality, or the regular practice of eating with family and friends, is a hallmark of Mediterranean cultures and is closely associated with health benefits. The UMEDS awards 1 point for regularly eating with family and friends (five or more times per week). The threshold of five times per week was chosen based on research that identifies “optimal family meal frequency” as five or more meals per week, which is linked to improved health outcomes (70). This social component acknowledges that the Mediterranean diet is not only what is eaten but also about how and with whom meals are shared. Incorporating lifestyle factors into Mediterranean diet assessments is crucial for a more comprehensive understanding of adherence and its health implications. This comprehensive approach can lead to more accurate evaluations and more effective dietary recommendations.



4.3 Cultural component

Cultural practices play an important role in the Mediterranean diet, and the UMEDS addresses the need for cultural specificity in dietary assessments. Traditional and indigenous foods are not only a reflection of local culinary traditions but also an integral part of the Mediterranean diet. By integrating these cultural components, the UMEDS ensures that adherence evaluations respect and preserve the diverse culinary traditions within the Mediterranean diet framework. This cultural specificity therefore enhances the accuracy of adherence assessments while also promoting the diversity of Mediterranean dietary practices (71).

The UMEDS evaluates cultural adherence by awarding points for the regular consumption of traditional Mediterranean foods. When used, each country has the flexibility to indicate two items (a salad and a vegetable or legume dish cooked with olive oil) as indigenous foods. Such items ought to be consumed at least twice weekly. Accordingly, one point is given for consuming traditional salads, such as Greek salad in Greece or tabbouleh in Lebanon, at least twice per week. This emphasizes the importance of incorporating culturally specific dishes rich in vegetables and healthy lipids. Similarly, one point is given for consuming traditional Mediterranean main dishes, such as couscous in North African countries or pasta in Italy, at least twice per week. These main dishes typically include a combination of legumes, vegetables, fish, and other key components of the Mediterranean diet, reflecting the diverse and balanced nature of traditional Mediterranean cuisine across different countries.

By adopting a comprehensive and country-specific approach to dietary assessments, the UMEDS can help researchers gain a better understanding of the challenges and opportunities in promoting healthier eating patterns, especially in culturally diverse settings such as the Mediterranean region. Developing a more inclusive range of scores that represent both economically developed and developing Mediterranean countries is essential for capturing the full spectrum of Mediterranean dietary practices. This broader representation can enhance the accuracy of adherence assessments and provide more relevant insights into dietary patterns and health outcomes. By incorporating these traditional foods, the UMEDS enhances the cultural relevance of the score, ensuring that it captures the full range of Mediterranean dietary practices. This approach addresses the dominance of scores from economically developed countries, which has been a common problematic issue in previous Mediterranean diet assessments that primarily focus on dietary patterns from nations like Spain, Italy, and Greece. The UMEDS broadens the scope to include a wider range of Mediterranean food culture, making it a more inclusive and representative measure of adherence.



4.4 Scoring system and interpretation

The scoring system of the UMEDS is designed to provide a clear, consistent, and comparable measure of adherence to the Mediterranean diet, ensuring that comparisons and conclusions drawn from the score are both valid and meaningful. The total score can reach a maximum of 22 points, with adherence levels categorized based on Bloom's criteria (72, 73). A score between 18 and 22 points (equivalent to 80%−100%) signifies good adherence to the Mediterranean diet. Scores in the range of 13–17 points (60%−79%) reflect moderate adherence, while scores of 12 points or less indicate poor adherence.

A detailed interpretation of the scores reveals that high adherence, defined as 80% and above, indicates a good alignment with the Mediterranean diet. Individuals in this category consistently consume key foods, follow lifestyle habits, and engage in cultural practices that reflect the principles of the diets. Moderate adherence, ranging from 60 to 79%, suggests partial compliance with the Mediterranean diet. While participants in this range align with some aspects of the diet, there are notable areas where improvement is needed, highlighting the potential for dietary and lifestyle adjustments. Finally, poor adherence, categorized as below 60%, indicates that participants are not closely following the Mediterranean diet. This group may benefit from targeted interventions and educational efforts aimed at improving diet quality, lifestyle habits, and cultural practices related to the Mediterranean diet.

This structured ranking system allows for a nuanced evaluation of dietary patterns within populations, enabling researchers and healthcare professionals to identify individuals who closely adhere to the Mediterranean diet and those who may need additional support. By using clear cut-off points, the UMEDS enhances the ability to detect dietary trends and disparities, making it a valuable tool for both research and public health initiatives.

In addition to improving interpretability, the standardized scoring system simplifies the calculation of Mediterranean diet scores. By focusing on well-defined food groups, lifestyle factors, and cultural practices, with clear scoring thresholds, the UMEDS minimizes methodological variability and enhances the reliability of dietary assessments. This consistency ensures that the score can be applied across different populations, facilitating more reliable comparisons of adherence levels.

While the UMEDS aligns with evidence linking adherence to the Mediterranean diet to positive health outcomes, further validation is necessary to establish its direct association with reduced cardiovascular risk, diabetes, and other chronic diseases.




5 Strengths and limitations

The UMEDS offers several strengths. It represents the first framework to integrate dietary, lifestyle, and cultural components of the Mediterranean diet within a single score. By incorporating food groups common to existing scores while also adding lifestyle practices such as physical activity and culture-specific traditional dishes, the UMEDS seeks to reflect the UNESCO definition of the Mediterranean diet. Furthermore, its standardized scoring system, which is based on evidence-based cut-offs, may enhance comparability of adherence to the MedDiet across populations, improve consistency of results, and reduce methodological variability. In parallel, the UMEDS also has limitations that would be ironed out with future testing and validation. The score's point distribution and cut-off values are grounded in existing literature; however, they have not yet undergone validation. Another specific limitation relates to the use of grams rather than portion sizes for quantifying food intake. While the rationale for this choice was to enhance precision and comparability across populations, it may nonetheless reduce ease of application in practice, where portion-based guidance is often more feasible. However, the UMEDS is proposed as a framework for epidemiological research and is not intended for direct use in clinical practice. Additionally, we have noted that cut-offs for physical activity and sleep were based on international guidelines (WHO and Harvard) in the absence of Mediterranean-specific references, this remains a limitation as it may not fully account for cultural variability across Mediterranean countries.



6 Work in progress for the future

Future research is planned to explore the expansion of the UMEDS framework to incorporate broader sustainability aspects, using a multi-dimensional approach. This expanded framework could include ecosystem stability (e.g., greenhouse gas emissions, water and energy use) to address the environmental footprint of dietary choices, alongside food affordability and availability, and resilience metrics to evaluate food security under changing socioeconomic and climatic conditions, such as climate change, biodiversity loss, sustainable fisheries, food losses and waste (74, 75). Integrating these additional dimensions into the UMEDS would enhance its applicability to sustainable diet assessments.



7 Conclusion

In this paper, we evaluated existing Mediterranean diet scores for adults and proposed a unified framework that addresses their challenges, builds on their opportunities, and complements previous efforts. While available scores provided valuable insights into dietary patterns, they also presented several conceptual and methodological limitations. The key challenges identified included inconsistency in food item selection, a lack of lifestyle integration, limited cultural specificity, regional biases, and inconsistencies in the calculation methods and interpretation of what constitutes “good” adherence. The opportunities, on the other hand, were the alignment with nutrition guidelines for health promotion, the consistent inclusion of core food items of the Mediterranean diet, correlations with health outcomes, and the ability to rank individuals based on their level of adherence. The introduction of the UMEDS addresses the identified gaps and capitalizes on the opportunities by offering a more comprehensive, standardized, and culturally inclusive framework. By integrating key components of dietary intake, lifestyle habits, and cultural practices, the UMEDS could provide a comprehensive approach that not only aligns with global health and sustainability guidelines and goals, but also reflects the spirit of the Mediterranean diet, rooted in food, lifestyle, culture, and traditional knowledge and practices.



Author contributions

NH: Writing – original draft, Writing – review & editing. AT: Writing – original draft, Writing – review & editing. JD: Writing – original draft, Writing – review & editing. FA: Writing – original draft, Writing – review & editing. FB: Writing – original draft, Writing – review & editing. BB: Writing – original draft, Writing – review & editing. RC: Writing – original draft, Writing – review & editing. SD: Writing – original draft, Writing – review & editing. ME: Writing – original draft, Writing – review & editing. MG-G: Writing – original draft, Writing – review & editing. YV: Writing – original draft, Writing – review & editing. NM: Writing – original draft, Writing – review & editing. FN: Writing – original draft, Writing – review & editing.



Funding

The author(s) declare that no financial support was received for the research and/or publication of this article.



Acknowledgments

The authors gratefully acknowledge the contribution of an additional collaborator, who has chosen to remain anonymous since publication, but who is known to the publisher.



Conflict of interest

The authors declare that the research was conducted in the absence of any commercial or financial relationships that could be construed as a potential conflict of interest.

The author(s) declared that they were an editorial board member of Frontiers, at the time of submission. This had no impact on the peer review process and the final decision.



Correction Note

This article has been corrected with minor changes. These changes do not impact the scientific content of the article.



Generative AI statement

The author(s) declare that no Gen AI was used in the creation of this manuscript.

Any alternative text (alt text) provided alongside figures in this article has been generated by Frontiers with the support of artificial intelligence and reasonable efforts have been made to ensure accuracy, including review by the authors wherever possible. If you identify any issues, please contact us.



Publisher's note

All claims expressed in this article are solely those of the authors and do not necessarily represent those of their affiliated organizations, or those of the publisher, the editors and the reviewers. Any product that may be evaluated in this article, or claim that may be made by its manufacturer, is not guaranteed or endorsed by the publisher.



References

 1. Willett WC, Sacks F, Trichopoulou A, Drescher G, Ferro-Luzzi A, Helsing E, et al. Mediterranean diet pyramid: a cultural model for healthy eating. Am J Clin Nutr. (1995) 61 (6 Suppl):1402s−1406s. doi: 10.1093/ajcn/61.6.1402S

 2. Berry EM, Arnoni Y, Aviram M. The middle eastern and biblical origins of the Mediterranean diet. Public Health Nutr. (2011) 14:2288–95. doi: 10.1017/S1368980011002539

 3. UNESCO. The Mediterranean Diet (2010). Available online at: https://mediterraneandietunesco.org/ (Accessed August 14, 2025).

 4. Trichopoulou A. Mediterranean diet as intangible heritage of humanity: 10 years on. Nutr Metab Cardiovasc Dis. (2021) 31:1943–8. doi: 10.1016/j.numecd.2021.04.011

 5. Menotti A, Puddu PE. How the seven countries study contributed to the definition and development of the Mediterranean diet concept: a 50-year journey. Nutr Metab Cardiovasc Dis. (2015) 25:245–52. doi: 10.1016/j.numecd.2014.12.001

 6. Keys A, Menotti A, Karvonen MJ, Aravanis C, Blackburn H, Buzina R, et al. The diet and 15-year death rate in the seven countries study. Am J Epidemiol. (1986) 124:903–15. doi: 10.1093/oxfordjournals.aje.a114480

 7. Grosso G, Marventano S, Yang J, Micek A, Pajak A, Scalfi L, et al. A comprehensive meta-analysis on evidence of Mediterranean diet and cardiovascular disease: are individual components equal? Crit Rev Food Sci Nutr. (2017) 57:3218–32. doi: 10.1080/10408398.2015.1107021

 8. Sofi F, Cesari F, Abbate R, Gensini GF, Casini A. Adherence to Mediterranean diet and health status: meta-analysis. BMJ. (2008) 337:a1344. doi: 10.1136/bmj.a1344

 9. Delarue J. Mediterranean diet and cardiovascular health: an historical perspective. Br J Nutr. (2022) 128:1335–48. doi: 10.1017/S0007114521002105

 10. Delarue J. Mediterranean diet and cardiovascular diseases: a 2024 update. Cahiers de Nutrition et de Diététique. (2024) 60:e1–5. doi: 10.1016/j.cnd.2024.06.003

 11. Sarsangi P, Salehi-Abargouei A, Ebrahimpour-Koujan S, Esmaillzadeh A. Association between adherence to the Mediterranean diet and risk of type 2 diabetes: an updated systematic review and dose-response meta-analysis of prospective cohort studies. Adv Nutr. (2022) 13:1787–98. doi: 10.1093/advances/nmac046

 12. Dinu M, Pagliai G, Casini A, Sofi F. Mediterranean diet and multiple health outcomes: an umbrella review of meta-analyses of observational studies and randomised trials. Eur J Clin Nutr. (2018) 72:30–43. doi: 10.1038/ejcn.2017.58

 13. Zupo R, Castellana F, Piscitelli P, Crupi P, Desantis A, Greco E, et al. Scientific evidence supporting the newly developed one-health labeling tool “Med-Index”: an umbrella systematic review on health benefits of mediterranean diet principles and adherence in a planeterranean perspective. J Transl Med. (2023) 21:755. doi: 10.1186/s12967-023-04618-1

 14. Dernini S, Berry EM, Serra-Majem L, La Vecchia C, Capone R, Medina FX, et al. Med diet 4.0: the Mediterranean diet with four sustainable benefits. Public Health Nutr. (2017) 20:1322–30. doi: 10.1017/S1368980016003177

 15. Willett W, Rockström J, Loken B, Springmann M, Lang T, Vermeulen S, et al. Food in the anthropocene: the EAT–lancet commission on healthy diets from sustainable food systems. Lancet. (2019) 393:447–92. doi: 10.1016/S0140-6736(18)31788-4

 16. Serra-Majem L, Tomaino L, Dernini S, Berry EM, Lairon D, Ngo de la Cruz J, et al. Updating the Mediterranean diet pyramid towards sustainability: focus on environmental concerns. Int J Environ Res Public Health. (2020) 17:8758. doi: 10.3390/ijerph17238758

 17. Vilarnau C, Stracker DM, Funtikov A, da Silva R, Estruch R, Bach-Faig A. Worldwide adherence to Mediterranean diet between 1960 and 2011. Eur J Clin Nutr. (2019) 72 (Suppl 1):83–91. doi: 10.1038/s41430-018-0313-9

 18. Obeid CA, Gubbels JS, Jaalouk D, Kremers SPJ, Oenema A. Adherence to the Mediterranean diet among adults in Mediterranean countries: a systematic literature review. Eur J Nutr. (2022) 61:3327–44. doi: 10.1007/s00394-022-02885-0

 19. Kontogianni MD, Vidra N, Farmaki AE, Koinaki S, Belogianni K, Sofrona S, et al. Adherence rates to the Mediterranean diet are low in a representative sample of Greek children and adolescents. J Nutr. (2008) 138:1951–6. doi: 10.1093/jn/138.10.1951

 20. Bonaccio M, Di Castelnuovo A, Bonanni A, Costanzo S, De Lucia F, Persichillo M, et al. Decline of the Mediterranean diet at a time of economic crisis. Results from the Moli-sani study. Nutr Metab Cardiovasc Dis. (2014) 24:853–60. doi: 10.1016/j.numecd.2014.02.014

 21. Naja F, Hwalla N, Hachem F, Abbas N, Chokor FAZ, Kharroubi S, et al. Erosion of the Mediterranean diet among adolescents: evidence from an eastern Mediterranean country. Br J Nutr. (2021) 125:346–56. doi: 10.1017/S0007114520002731

 22. Biggi C, Biasini B, Ogrinc N, Strojnik L, Endrizzi I, Menghi L, et al. Drivers and barriers influencing adherence to the Mediterranean diet: a comparative study across five countries. Nutrients. (2024) 16:2405. doi: 10.3390/nu16152405

 23. Hershey MS, Chang CR, Sotos-Prieto M, Fernandez-Montero A, Cash SB, Christophi CA, et al. Effect of a nutrition intervention on Mediterranean diet adherence among firefighters: a cluster randomized clinical trial. JAMA Network Open. (2023) 6:e2329147. doi: 10.1001/jamanetworkopen.2023.29147

 24. Trichopoulou A, Kouris-Blazos A, Wahlqvist ML, Gnardellis C, Lagiou P, Polychronopoulos E, et al. Diet and overall survival in elderly people. BMJ. (1995) 311:1457–60. doi: 10.1136/bmj.311.7018.1457

 25. Trichopoulou A, Costacou T, Bamia C, Trichopoulos D. Adherence to a Mediterranean diet and survival in a Greek population. N Engl J Med. (2003) 348:2599–608. doi: 10.1056/NEJMoa025039

 26. 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) 134:3355–61. doi: 10.1093/jn/134.12.3355

 27. Fung TT, McCullough ML, Newby PK, Manson JE, Meigs JB, Rifai N, et al. Diet-quality scores and plasma concentrations of markers of inflammation and endothelial dysfunction2. Am J Clin Nutr. (2005) 82:163–73. doi: 10.1093/ajcn/82.1.163

 28. Kanauchi M, Kanauchi K. Development of a Mediterranean diet score adapted to Japan and its relation to obesity risk. Food Nutr Res. (2016) 60:32172. doi: 10.3402/fnr.v60.32172

 29. Godos J, Scazzina F, Paternò Castello C, Giampieri F, Quiles JL, Briones Urbano M, et al. Underrated aspects of a true Mediterranean diet: understanding traditional features for worldwide application of a “Planeterranean” diet. J Transl Med. (2024) 22:294. doi: 10.1186/s12967-024-05095-w

 30. Sotos-Prieto M, Moreno-Franco B, Ordovás JM, León M, Casasnovas JA, Peñalvo JL. Design and development of an instrument to measure overall lifestyle habits for epidemiological research: the Mediterranean lifestyle (MEDLIFE) index. Public Health Nutr. (2015) 18:959–67. doi: 10.1017/S1368980014001360

 31. Zaragoza-Martí A, Cabañero-Martínez M, Hurtado-Sánchez J, Laguna-Pérez A, Ferrer-Cascales R. Evaluation of Mediterranean diet adherence scores: a systematic review. BMJ Open. (2018) 8:e019033. doi: 10.1136/bmjopen-2017-019033

 32. Eckl MR, Brouwer-Brolsma EM, Küpers LK. Maternal adherence to the Mediterranean diet during pregnancy: a review of commonly used a priori indexes. Nutrients. (2021) 13:582. doi: 10.3390/nu13020582

 33. Bach A, Serra-Majem L, Carrasco JL, Roman B, Ngo J, Bertomeu I, et al. The use of indexes evaluating the adherence to the Mediterranean diet in epidemiological studies: a review. Public Health Nutr. (2006) 9:132–46. doi: 10.1079/PHN2005936

 34. Hernández-Ruiz A, García-Villanova B, Guerra Hernández EJ, Amiano P, Azpiri M, Molina-Montes E. Description of indexes based on the adherence to the Mediterranean dietary pattern: a review. Nutr Hosp. (2015) 32:1872–84. doi: 10.3305/nh.2015.32.5.9629

 35. SINU. Reference Intake Levels of Nutrients and Energy (LARN) for the Italian population. Milan, Italy: Biomedia (2024).

 36. AESAN. Nutritional reference intakes for the Spanish population. In: Revista del Comité Científico de la AESAN. Spanish. Madrid: Agencia Española de Seguridad Alimentaria y Nutrición (AESAN) (2019) 29. Available online at: https://www.aesan.gob.es/AECOSAN/docs/documentos/seguridad_alimentaria/evaluacion_riesgos/informes_cc_ingles/NUTRITIONAL_REFERENCE_INTAKES.pdf [Accessed 2025].

 37. National Nutrition Guide for Greek Adults. Greek Ministry of Health. (2025). Available online at: https://www.fao.org/nutrition/education/food-dietary-guidelines/regions/countries/Greece/en (Accessed August 19, 2025).

 38. CNRS and MoPH. Food-Based Dietary Guideline Manual for Promoting Healthy Eating in the Lebanese Adult Population. FAO (2025). Available online at: https://www.fao.org/nutrition/nutrition-education/food-dietary-guidelines/regions/lebanon/ar/ (Accessed August 19, 2025).

 39. Germani A, Vitiello V, Giusti AM, Pinto A, Donini LM, del Balzo V. Environmental and economic sustainability of the Mediterranean diet. Int J Food Sci Nutr. (2014) 65:1008–12. doi: 10.3109/09637486.2014.945152

 40. Scali J, Richard A, Gerber M. Diet profiles in a population sample from Mediterranean southern France. Public Health Nutr. (2001) 4:173–82. doi: 10.1079/PHN200065

 41. Martínez-González MA, Fernández-Jarne E, Serrano-Martínez M, Wright M, Gomez-Gracia E. Development of a short dietary intake questionnaire for the quantitative estimation of adherence to a cardioprotective Mediterranean diet. Eur J Clin Nutr. (2004) 58:1550–2. doi: 10.1038/sj.ejcn.1602004

 42. Panagiotakos DB, Milias GA, Pitsavos C, Stefanadis C. MedDietScore: a computer program that evaluates the adherence to the Mediterranean dietary pattern and its relation to cardiovascular disease risk. Comput Methods Programs Biomed. (2006) 83:73–7. doi: 10.1016/j.cmpb.2006.05.003

 43. Gerber M. Qualitative methods to evaluate Mediterranean diet in adults. Public Health Nutr. (2006) 9:147–51. doi: 10.1079/PHN2005937

 44. Leighton F, Polic G, Strobel P, Pérez D, Martínez C, Vásquez L, et al. Health impact of Mediterranean diets in food at work. Public Health Nutr. (2009) 12:1635–43. doi: 10.1017/S1368980009990486

 45. Buckland G, González CA, Agudo A, Vilardell M, Berenguer A, Amiano P, et al. Adherence to the Mediterranean diet and risk of coronary heart disease in the Spanish EPIC cohort study. Am J Epidemiol. (2009) 170:1518–29. doi: 10.1093/aje/kwp282

 46. Agnoli C, Krogh V, Grioni S, Sieri S, Palli D, Masala G, et al. A priori–defined dietary patterns are associated with reduced risk of stroke in a large Italian cohort1. J Nutr. (2011) 141:1552–8. doi: 10.3945/jn.111.140061

 47. Benítez-Arciniega AA, Mendez MA, Baena-Díez JM, Rovira Martori MA, Soler C, Marrugat J, et al. Concurrent and construct validity of Mediterranean diet scores as assessed by an FFQ. Public Health Nutr. (2011) 14:2015–21. doi: 10.1017/S1368980011001212

 48. Martínez-González MA, García-Arellano A, Toledo E, Salas-Salvadó J, Buil-Cosiales P, Corella D, et al. A 14-item Mediterranean diet assessment tool and obesity indexes among high-risk subjects: the PREDIMED trial. PLoS One. (2012) 7:e43134. doi: 10.1371/journal.pone.0043134

 49. Schröder H, Benitez Arciniega A, Soler C, Covas MI, Baena-Díez JM, Marrugat J. Validity of two short screeners for diet quality in time-limited settings. Public Health Nutr. (2012) 15:618–26. doi: 10.1017/S1368980011001923

 50. Monteagudo C, Mariscal-Arcas M, Rivas A, Lorenzo-Tovar ML, Tur JA, Olea-Serrano F. Proposal of a Mediterranean diet serving score. PLoS One. (2015) 10:e0128594. doi: 10.1371/journal.pone.0128594

 51. Zito FP, Polese B, Vozzella L, Gala A, Genovese D, Verlezza V, et al. Good adherence to mediterranean diet can prevent gastrointestinal symptoms: a survey from Southern Italy. World J Gastrointest Pharmacol Ther. (2016) 7:564–71. doi: 10.4292/wjgpt.v7.i4.564

 52. Sofi F, Dinu M, Pagliai G, Marcucci R, Casini A. Validation of a literature-based adherence score to Mediterranean diet: the MEDI-LITE score. Int J Food Sci Nutr. (2014) 68:757–62. doi: 10.1080/09637486.2017.1287884

 53. Reeve E, Picicci F, Feairheller D. Validation of a Mediterranean diet scoring system for intervention based research. J Nutr Med Diet Care. (2021) 7:053. doi: 10.23937/2572-3278/1510053

 54. The Lancet Rheumatology. Alcohol and health: all, none, or somewhere in-between? Lancet Rheumatol. (2023) 5:e167. doi: 10.1016/S2665-9913(23)00073-5

 55. Toobert DJ, Glasgow RE, Strycker LA, Barrera M, Ritzwoller DP, Weidner G. Long-term effects of the Mediterranean lifestyle program: a randomized clinical trial for postmenopausal women with type 2 diabetes. Int J Behav Nutr Phys Act. (2007) 4:1. doi: 10.1186/1479-5868-4-1

 56. Sotos-Prieto M, Ortolá R, Ruiz-Canela M, Garcia-Esquinas E, Martínez-Gómez D, Lopez-Garcia E, et al. Association between the Mediterranean lifestyle, metabolic syndrome and mortality: a whole-country cohort in Spain. Cardiovasc Diabetol. (2021) 20:5. doi: 10.1186/s12933-020-01195-1

 57. Medina F-X. Looking for commensality: on culture, health, heritage, and the Mediterranean diet. Int J Environ Res Public Health. (2021) 18:2605. doi: 10.3390/ijerph18052605

 58. Davis C, Bryan J, Hodgson J, Murphy K. Definition of the Mediterranean diet; a literature review. Nutrients. (2015) 7:9139–53. doi: 10.3390/nu7115459

 59. Trichopoulou A, Martínez-González MA, Tong TY, Forouhi NG, Khandelwal S, Prabhakaran D, et al. Definitions and potential health benefits of the Mediterranean diet: views from experts around the world. BMC Med. (2014) 12:112. doi: 10.1186/1741-7015-12-112

 60. Hutchins-Wiese HL, Bales CW, Porter Starr KN. Mediterranean diet scoring systems: understanding the evolution and applications for Mediterranean and non-Mediterranean countries. Br J Nutr. (2022) 128:1371–92. doi: 10.1017/S0007114521002476

 61. Tosti V, Bertozzi B, Fontana L. Health benefits of the Mediterranean diet: metabolic and molecular mechanisms. J Gerontol A. (2018) 73:318–26. doi: 10.1093/gerona/glx227

 62. Woodside J, Young IS, McKinley MC. Culturally adapting the Mediterranean diet pattern – a way of promoting more ‘sustainable' dietary change? Br J Nutr. (2022) 128:693–703. doi: 10.1017/S0007114522001945

 63. Salesse F, Eldridge AL, Mak TN, Gibney ER. A global analysis of portion size recommendations in food-based dietary guidelines. Front Nutr. (2024) 11:1476771. doi: 10.3389/fnut.2024.1476771

 64. WHO. Global Nutrition Targets 2025: Anaemia Policy Brief (WHO/NMH/NHD/14.4). Geneva: World Health Organization (2014).

 65. WHO Guidelines on Physical Activity and Sedentary Behaviour. Geneva: World Health Organization (2020). Available online at: https://iris.who.int/bitstream/handle/10665/336656/9789240015128-eng.pdf?sequence=1

 66. Healthy Living Guide 2020/2021: A Digest on Healthy Eating and Healthy Living. Boston, MA: Department of Nutrition at the Harvard T.H. Chan School of Public Health (2021). Available online at: https://www.hsph.harvard.edu/wp-content/uploads/sites/30/2021/02/HeatlhyLivingGuide20-21.1.pdf

 67. Arab A, Lempesis IG, Garaulet M, Scheer FAJL. Sleep and the Mediterranean diet: a systematic review and meta-analysis. Sleep Med Rev. (2025) 80:102071. doi: 10.1016/j.smrv.2025.102071

 68. Mohammadi S, Lotfi K, Mokhtari E, Hajhashemy Z, Heidari Z, Saneei P. Association between Mediterranean dietary pattern with sleep duration, sleep quality and brain derived neurotrophic factor (BDNF) in Iranian adults. Sci Rep. (2023) 13:13493. doi: 10.1038/s41598-023-40625-4

 69. López-Gil JF, Smith L, Victoria-Montesinos D, Gutiérrez-Espinoza H, Tárraga-López PJ, Mesas AE. Mediterranean dietary patterns related to sleep duration and sleep-related problems among adolescents: the EHDLA study. Nutrients. (2023) 15:665. doi: 10.3390/nu15030665

 70. de la Torre-Moral A, Fàbregues S, Bach-Faig A, Fornieles-Deu A, Medina FX, Aguilar-Martínez A, et al. Family meals, conviviality, and the Mediterranean diet among families with adolescents. Int J Environ Res Public Health. (2021) 18:2499. doi: 10.3390/ijerph18052499

 71. Donini LM, Berry EM. Improving adherence to the Mediterranean diet through a bio-psycho social and sociotype approach. Front Nutr. (2023) 10:1232078. doi: 10.3389/fnut.2023.1232078

 72. Wahidiyat PA, Yo EC, Wildani MM, Triatmono VR, Yosia M. Cross-sectional study on knowledge, attitude and practice towards thalassaemia among Indonesian youth. BMJ Open. (2021) 11:e054736. doi: 10.1136/bmjopen-2021-054736

 73. Okello G, Izudi J, Teguzirigwa S, Kakinda A, Van Hal G. Findings of a cross-sectional survey on knowledge, attitudes, and practices about COVID-19 in Uganda: implications for public health prevention and control measures. Biomed Res Int. (2020) 2020:5917378. doi: 10.1155/2020/5917378

 74. Gustafson D, Gutman A, Leet W, Drewnowski A, Fanzo J, Ingram J. Seven food system metrics of sustainable nutrition security. Sustainability. (2016) 8:196. doi: 10.3390/su8030196

 75. Berry EM. Sustainable food systems and the Mediterranean diet. Nutrients. (2019) 11:2229. doi: 10.3390/nu11092229

Copyright
 © 2025 Hwalla, Trichopoulou, Delarue, Adinolfi, Brighenti, Burlingame, Capone, Dernini, El Moujabber, González-Gross, Vecchio, Massouh and Naja. This is an open-access article distributed under the terms of the Creative Commons Attribution License (CC BY). The use, distribution or reproduction in other forums is permitted, provided the original author(s) and the copyright owner(s) are credited and that the original publication in this journal is cited, in accordance with accepted academic practice. No use, distribution or reproduction is permitted which does not comply with these terms.



OPS/images/fnut-12-1533176-t003.jpg
Components = Scori Reference fo
recommendatiol
Food intake
Whole grains 0=<ll5g Germani etal. (230 g/day)
(39)
1= 115 through 229 g
2=>230g
Fruits 0=<225g Germani et al. (450 g/day)
(39)
1=225 through 449 g
2=>450g
Vegetables 0=<200g Germani et al. (400 g/day)

1= 200 through 399 g

2=>400g

(39)

Dairy products

0=<140g

1= 140 through 279 g

Germani et al. (280 g/day)
(39)

2=2>280g
Fish 0=>100g Eat-Lancet (0-100 g/day)
15)
1=<100g
Legumes 0=<50g Germani etal. (100 g/day)
(39)
1= 50 through 99g
2=2>100g
Olive oil 0=<lI5g Germani etal. (30 g/day)

1= 15 through 29g

2=230g

(39)

Nuts and seeds

0=<325g

1=3.25 through 6.4

Germani et al. (6.5 g/day)
(39)

2=2>65g
Poultry 0=>58¢ Eat-Lancet (0-58 g/day)
(15)
1==<58g
Red meat 0=>ldg Germani et al. (14 g/day)
(39)
1=<lag Eat-Lancet (0-14 g/day)
(15)
Lifestyle
Physical activity 0 = inactive (<150 'WHO guidelines on
min/week) physical activity and
sedentary behavior (65)
1 = moderately to highly
active (=150 min/week)
Sleep 0= <7 or >9 h/night Healthy living guide

1=7-9 h/night

2020/2021 (7-9h per night)
(66)

Conviviality

0 = rarely/never (<5 times

dela Torre-Moral etal. (=5

(cating with family | per week) meals per week) (70)
and friends)
1 = regularly/frequently
(=5 times per week)
Culture
Intake of 0 = rarely/never (<2 times
traditional/ per week)
indigenous salad
1 = regularly/frequently
(=2 times per week)
Intake of 0 = rarely/never (<2 times
traditional/ per week)

indigenous main
dish

1= regularly/frequently
(22 times per week)

Total
interpretation

22

18-22 = good adherence

13-17 = moderate
adherence

<12 = poor adherence

Bloom’s criteria (72, 73)






OPS/xhtml/Nav.xhtml




Contents





		Cover



		Proposing a unified Mediterranean diet score to address the current conceptual and methodological challenges in examining adherence to the Mediterranean diet



		1 Introduction



		2 Evaluation process



		2.1 Review of previous scores



		2.2 Comments on the various scores



		2.3 Collegial discussions



		2.4 Development of the new score







		3 Scores used to assess adherence to the Mediterranean diet



		3.1 Conceptual challenges in existing Mediterranean diet scores



		3.1.1 Inconsistency in food items across the scores



		3.1.2 Lack of a comprehensive lifestyle approach with focus on food-based components in the scores



		3.1.3 Limited cultural specificity in Mediterranean diet scores



		3.1.4 Mediterranean diet scores originated from a regional focus by economically developed countries









		3.2 Conceptual opportunities in existing Mediterranean diet scores



		3.3 Methodological challenges in Mediterranean diet scores



		3.3.1 Different scoring frameworks used in calculating the Mediterranean diet scores



		3.3.2 Complexities in interpreting adherence to the Mediterranean diet









		3.4 Methodological opportunities in existing Mediterranean diet scores



		3.4.1 Leveraging Mediterranean diet scores for health outcomes improvement



		3.4.2 Ranking adherence to the Mediterranean diet













		4 Proposed framework for a unified Mediterranean diet score



		4.1 Food intake evaluation



		4.2 Lifestyle components



		4.3 Cultural component



		4.4 Scoring system and interpretation







		5 Strengths and limitations



		6 Work in progress for the future



		7 Conclusion



		Author contributions



		Funding



		Acknowledgments



		Conflict of interest



		Correction Note



		Generative AI statement



		Publisher's note



		References

















OPS/images/cover.jpg
& frontiers | Frontiers in Nutrition

Proposing a unified
Mediterranean diet score to
address the current conceptual
and methodological challenges
in examining adherence to the
Mediterranean diet





OPS/images/fnut-12-1533176-t001.jpg
= ®
o o [} o s . 9 =
£ PO 5 5 9 0} 2 ) ol
© ) 9o (%] Ee] () = E
S s [ 5 & k] £ = G =
a v
g 82 a 8 2 8 g B d -
o =3 [} T w = )
(9 o Q = O = a = S
2 EZ= = = © = = =
Year 2001 2003 2004 2004 | 2005 2006 2006 | 2009 2009 2011 2011 2012 2012 | 2014 2015 2015 | 2016 2017 | 2021
Setting France Greece | Spain Spain | UnitedStates | Greece France | Chile Spain Italy Spain Spain Spain | Spain Spain Japan | Italy Ttaly | UnitedStates
Cereals v (+) V() v? V() V) v+ v v (+) vV (#) v+ v v+ v (+)
(sum of bread, (pasta)
pasta, and rice)
‘Whole grains v (+) v (+) v (+) v (+) v v v (+) v (+)
Refined cereals v(+) V) v ve v V=)
and pastries. (white bread and (pastries) | (pastries) (pastries) (white
white pasta and bread
breakfast cereal) and rice)
Olive oil v (+) V(+) v+ i) | v V() V() v+ V() Vi) | Y V() V() v V()
Ratio V() V() V()
MUFA/SFA
Fruits A V() V() V)| V) V() Y | Y RS v+ v (+) V) | v A Vi) | Y Vi) | vV
Vegetables V() V() v (+) V)| V) v+ V() | V) V() V() V() V() V) | V) v(+) V)| V) V) | V)
(except (except (except (except
potatoes) potatoes) potatoes) | potatoes)
Starchy v+ v V() v V()
vegetables (potatoes) (potatoes) (potatoes) | (potatoes) (potatoes)
Legumes v (+) v(+) V)| V) v+ v+ v (+) v (+) v+ v (+) Vi) | Y v (+) Vi) | Y Vi) | V)
Nuts and seeds v V)| Y V() v (+) v+ v (+) V) | v v (+) v+
Fish and seafood | v/ (+) () v (+) V)| V) V() Vi | V) V() V() V() v (+) V) | Y v (+) V)| V) V) | V()
Eggs v e oo
Milk and dairy V() V(= V(=) ve V) V) Ve | e v (+) v Vv
products ) )
Sweets and SSBs. V) V) v V) V() V) V()
(sugar) (SSBs)
Red meatand/or | v'(-) V) V) CER40) V() V) V7 V) v V) v VE | Ve V) Vi | V) v V)
meat products ) ) )
Poultry V(=) V) v (+) V) v v (+) vz V)
Alcohol V! V(+) ' v s V) v 7 ' v (+) i) |V v (+) vE v+ '
(wine) (wine) (wine) (wine) | (wine) (wine)
Cholesterol V) V)
SFA V) V) V) v V)
(butter) (butter/ (other fats)
‘margarine)
USFA Ve
Inclusion of v
lifestyle factors
Inclusion of v v v v v v v
traditional/
indigenous food

(+) Food groups considered positive in the score.
(-) Food groups considered negative in the score.
Mediterranean diet quality index.

PRevised Mediterranean diet scale.

“Mediterranean Diet score.

dAlternate Mediterranean diet index.

“Mediterranean diet quality index.

TRelative Mediterranean diet.

Sltalian Mediterranean index.

" Mediterranean-like diet score.

IPrecention with Mediterranean diet adherence score.
Modified Mediterranean diet score.

KMediterranean lifestyle index.

IMediterranean diet serving score.

™Short Mediterranean diet questionnaire.
"Mediterranean diet score based on the literature.
©New Mediterranean diet scoring system.

1A value of one was assigned to men who consumed between 10 and 50 g per day and to women who consumed between 5 and 25 g per day (25).

20ne point s added when either consumption of both white bread and rice is low or when consumption of whole-grain bread is high (41).
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