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Abstract

Background/Objective—To conduct a systematic review of all studies to determine whether
there is an association between the Mediterranean diet (MeDi) and cognitive impairment.

Methods—We conducted a comprehensive search of the major databases and hand-searched
proceedings of major neurology, psychiatry, and dementia conferences through November 2012.
Prospective cohort studies examining the MeDi with longitudinal follow-up of at least 1 year and
reporting cognitive outcomes (mild cognitive impairment [MCI] or Alzheimer’s disease [AD])
were included. The effect size was estimated as hazard-ratio (HR) with 95% confidence intervals
(Cls) using the random-effects model. Heterogeneity was assessed using Cochran’s Q-test and 12-
statistic.

Results—Out of the 664 studies screened, five studies met eligibility criteria. Higher adherence
to the MeDi was associated with reduced risk of MCI and AD. The subjects in the highest MeDi
tertile had 33% less risk (adjusted HR=0.67; 95% CI, 0.55-0.81; P<0.0001) of cognitive
impairment (MCI or AD) as compared to the lowest MeDi score tertile. Among cognitively
normal individuals, higher adherence to the MeDi was associated with a reduced risk of MCI
(HR=0.73; 95% ClI, 0.56-0.96; P=0.02) and AD (HR=0.64; 95% CI, 0.46-0.89; P=0.007). There
was no significant heterogeneity in the analyses.
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Conclusions—While the overall number of studies is small, pooled results suggest that a higher
adherence to the MeDi is associated with a reduced risk of developing MCI and AD, and a
reduced risk of progressing from MCI to AD. Further prospective-cohort studies with longer
follow-up and randomized controlled trials are warranted to consolidate the evidence.

Keywords

Mediterranean diet; MCI; Mild Cognitive Impairment; Alzheimer’s disease; systematic review;
meta-analysis

INTRODUCTION

Alzheimer’s disease (AD) is the sixth leading cause of mortality in the United States and the
fifth leading cause for people aged = 65 years [1]. Mild cognitive impairment (MCI) is an
intermediate stage in the continuum from normal aging to dementia [2]. An individual with
MCI has a 10-fold increased risk of developing dementia as compared to cognitively normal
individuals [3]. Therefore, it is critical to identify potential protective factors for the
development of MCI and progression to AD.

The Mediterranean diet (MeDi) is one factor that was initially shown to reduce of the risk of
MCI and dementia [4-7]. MeDi is characterized by a high intake of vegetables, legumes,
fruits, cereals, and unsaturated fatty acids [mostly in the form of olive oil], moderate to high
intake of fish, low to moderate intake of dairy products, low intake of meat, and saturated
fatty acids, and a regular but moderate intake of alcohol [7, 8]. A 9-point scale known as
MeDi score was constructed to quantify the adherence to the Mediterranean diet [7, 9].
However, while some studies have reported that adherence to the MeDi is associated with
reduced risk of MCI and AD [6, 10-12] other studies have reported no protective effects
[13-15].

Therefore, we conducted a systematic review and meta-analysis of all the available studies
and report the pooled results of the association between the MeDi and risk of MCI and AD
from eligible prospective studies.

MATERIALS AND METHODS

This systematic review and meta-analysis followed the PRISMA (Preferred Reporting Items
for Systematic Reviews and Meta-Analyses) statement guidelines [16]. A protocol was
designed a priori, which was registered with PROSPERO, registration number=
PROSPERO 2013: CRD42013003868.

Eligibility criteria
To be eligible for inclusion in this meta-analysis, the study design had to be either a
randomized controlled trial (RCT) or a cohort study with longitudinal follow up of at least 1
year. Case series, case-control, and cross-sectional studies were not considered. All studies
also had to report adequate information to quantify MeDi and a risk estimate (hazard ratio
[HR], relative risk [RR] or odds ratio [OR]) for a cognitive outcome, or data from which it
could be calculated. Only dichotomous outcomes of MCI, dementia (all-cause or AD) or
combined MClI/dementia were included. We did not limit our search strategy by the
publication type or language status.

Multiple studies from a single cohort

We did identify multiple papers on MeDi from the same cohort (e.g. WHICAP 1992 and
1999 cohort). As a result, we used the following guidelines to determine which data to use in
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this meta-analysis. If the papers from same cohort reported different outcomes (i.e. MCl in
one and AD in another), both of them were included. If the same outcome was presented in
multiple papers, we only included the paper that reported a) maximum MeDi measures (both
continuous and in tertile), and b) had the longest follow up. In case of disagreement, we
conducted a sensitivity analysis. If there were multiple papers from the same cohort that
used different study designs (cross sectional vs. cohort), only the cohort study that reported
incident MCI or AD was included.

Literature search

We conducted a comprehensive search of six major databases (Ovid Medline In-Process &
Other Non-Indexed Citations, Ovid MEDLINE, Ovid EMBASE, Ovid Psycinfo, Ovid
Cochrane Central Register of Controlled Trials, Ovid Cochrane Database of Systematic
Reviews, and Scopus) through November 2012, irrespective of language barriers. The
comprehensive search was designed by an expert librarian (PJE), with input from the
principal investigator. The detailed search strategy is available as an online appendix. We
hand searched conference proceedings of the major neurology, psychiatry and dementia
organizations from last 5 years for relevant abstracts and potential manuscripts, to minimize
the publication bias. In addition, we queried experts (in MCI, and dementia) and reviewed
the references for potentially eligible articles in order to identify all possible studies. In
references of missing data, the corresponding authors of the articles were contacted for
additional information.

Study selection

Two reviewers (BS and AJP) first independently screened the titles and abstracts of
potentially eligible articles, followed by a comprehensive review of the full texts of the
selected potentially eligible articles. Inter-reviewer agreement for study selection was
assessed with Cohen’s weighted « [17].

Data extraction

Two reviewers (BS and AJP) independently extracted data from the included studies using
the standardized predesigned form and any disagreement was resolved by mutual consensus
in the presence of a third investigator (MM). The following data were extracted from each
study: author, country, publication year, number of participants, description of study
participants, inclusion and exclusion criteria, outcome definition, the measure and strength
of the association (HR, OR, or RR) with corresponding 95% confidence interval (Cl),
variables adjusted for in the multivariable analysis, the duration of follow-up, and missing
data.

For exposure data, we included the definition and method used to calculate the MeDi score.
For outcome data extraction, we included the criteria used to diagnose MCI, AD, and
dementia and the risk estimates of participants with adherence to MeDi (using MeDi score).

Definitions for exposure and outcome

MeDi Adherence—We defined the adherence to the MeDi diet according to the MeDi
score [7, 9]. MeDi score is a 9-point scale, in which a value of zero or one is assigned to the
9 components of the MeDi. A sex-specific median is assigned a value of 0 for consumption
below the median and 1 for consumption at or above the median for beneficial components
(vegetables, legumes, fruits, cereal, and fish). For components presumed to have adverse
effects (meat, dairy products), a value of 1 for consumption below the median and 0 for
consumption at or above the median is assigned. For fat intake, different studies have used
the different versions; however in most of the studies they have used the ratio of
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monounsaturated fatty acids (MUFA) to saturated lipids/fatty acids, with a value of 1
assigned for high and 0 for low intake. In most of the studies, for alcohol intake, 0 is
assigned for high/no intake (intake of O or = 30g/day) and 1 for mild-to-moderate intake (> 0
to < 30 g per day). The total MeDi score ranges from 0 (minimal adherence) to 9 (maximal
adherence). We divided the total score in to three tertiles according to adherence, MeDi
scores 0-3 (low), 4-5 (middle), and 6-9 (higher) [6, 7, 11, 12, 14].

Outcomes of interest

1. Incident outcomes were divided into three groups; a) from cognitively normal at
baseline to MCI, b) from cognitively normal at baseline to AD, and 3) conversion
from MCI to AD.

2. Overall composite estimate of incident cognitive impairment, which includes any
incident outcomes, either MCI or AD in cognitively normal subjects or AD in MCI
subjects

Alzheimer’s disease—The diagnosis of AD was made according to the criteria of the
National Institute of Neurological and Communicative Disorders and Stroke-Alzheimer’s
Disease and Related Disorders Association [18].

Mild Cognitive Impairment—The MCI diagnosis are based on a full neuropsychological
battery and reviewed by expert clinicians or neurologist or consensus/standard criteria [19].

QUALITY ASSESSMENT

Two reviewers (BS and AP) independently performed the quality assessment of the study
methodology using the Newcastle-Ottawa Scale (NOS) [20] for observational studies. We
used a “star system” in which a study was judged on three broad perspectives: selection of
the study groups (four questions), comparability of the groups (two questions) and
ascertainment of either the exposure/outcome of interest (three questions). All the questions
received one star, except for comparability of the groups, where separate points were
awarded for adjustment for age and sex (maximum two stars). Any disagreement was solved
by mutual consensus in the presence of a third investigator (MM). No clinical trial was
identified during the search and study selection.

STATISTICAL ANALYSIS

Categorical variables were estimated as mean number and frequency, while the continuous
variables were estimated as means with standard deviation. We summarized the evidence for
all the outcomes as HR with 95% CI. We used both the unadjusted and the adjusted
multivariable models for the analysis. The DerSimonian-Laird random-effects model was
used for the analysis [21]. The data points for the meta-analysis were entered as the
logarithms of the HR, and their standard errors. Pooled results were reported separately for
MCI, AD, and the composite end point of cognitive impairment. The results were reported
separately for the MeDi adherence as a continuous score, as well as in tertiles.

We used the Cochran’s Q test to assess between-study heterogeneity. A P-value of <0.10
and 12 values of > 50% were considered as significant heterogeneity across the studies [22].
Statistical analyses were performed using Review Manager Version 5.1 [23]. A two-tailed
P-value <0.05 was considered significant for all the analyses (except for heterogeneity).

We planned a priori hypotheses to explain the potential heterogeneity across studies by
doing subgroup analysis of these factors: 1) methodological quality (NOS Score > 7 vs. < 7)
and 2) country of origin (US vs. Non-US).
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Heterogeneity across the sub-groups was calculated with Cochran’s Q test [24], and the
comparison of risk estimates were made with an interaction test [25]. Publication bias could
not be assessed using the funnel plot as the number of included studies was < 10 [26, 27].

RESULTS

An initial comprehensive search identified a total of 738 records, of which 76 duplicate
articles were excluded. Two additional articles were added through additional query of
experts [28, 29]. Out of the 664 records initially screened from the titles and abstracts, 37
articles were selected for complete text review. The detailed study flow diagram is shown in
figure 1. The inter-reviewer agreement for initial reference selection by reviewing abstract
and titles, and reviewing complete articles were excellent, « = 0.94 (95% CI=0.89 — 1.00)
and x = 0.89 (95% Cl= 0.69-1.00), respectively.

A total of 5 papers (6 cohorts) [4, 6, 11-14] met the eligibility criteria, of which three are
from the US [6, 11, 12], one each from Australia [13] and France [4]. The Personality &
Total Health (PATH) through life study investigators published two studies from the same
cohort, with different follow-up duration of 4 [13] and 8 years [14]. For our primary
analysis, we included the study with the longer follow-up duration [14] (which was
published only as an abstract) and conducted a sensitivity analysis with the data from the full
article [13]. The mean age of study participants varied from 62 years [13] to 80 years [11].
The study participants were = 65 years of age in all except one study [13], in which the
study participants were between 60 to 64 years of age. Length of follow-up ranged from 2.2
[11] to 8 years [14]. The study characteristics of the included studies are included in Table 1.

A total of 3636 participants from two studies [4, 12] and 3901 participants from three
studies [6, 11, 14] were included in the analysis of incident MCI and AD among cognitively
normal individuals at baseline. A total of 482 participants were included in the analysis
examining MeDi and progression from MCI to AD.

Cognitively normal at baseline to MCI (Figure 2)

When restricting the analyses to incident MCI, the MeDi score, as a continuous variable,
was not associated with incident MCI (adjusted HR=0.95; 95% CI, 0.84 — 1.08, p = 0.45).
When examining tertiles, the highest MeDi tertile (adjusted HR=0.73; 95% CI, 0.56- 0.96, p
= 0.02) was associated with a reduced risk of MCI and there was also a trend for the middle
tertile (HR=0.82; 95% CI, 0.64— 1.05, p = 0.11); compared to the lowest.

Cognitively normal at baseline to AD (Figure 3)

Among studies examining AD, each one-point increase in the MeDi score in cognitively
normal individuals was associated with an 8% reduced risk of developing AD (adjusted HR,
0.92; 95% Cl, 0.85 - 0.99), p= 0.03. Examining the MeDi in tertiles, subjects in the middle
MeDi tertile had 13% (not significant) reduced risk (adjusted HR=0. 87; 95% ClI, 0.66 —
1.14, P=0.31), while the subjects in the higher tertile had 36% risk reduction (adjusted
HR=0.64; 95% CI, 0.46— 0.89, P=0.007) as compared to the lowest.

MCI to AD (Online Figure)

Continuous MeDi score showed a trend towards a reduced risk of progressing from MCI to
AD (adjusted HR=0.89; 95% ClI, 0.78 — 1.02, p=0.09). However, there was a significant risk
reduction in MCI subjects among the middle MeDi tertile (adjusted HR=0.55; 95% CI, 0.34
—0.90; P=0.02) and highest MeDi tertile (adjusted HR=0.52; 95% CI, 0.30 — 0.91; P=0.02)
compared to the lowest tertile.
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Risk of Cognitive impairment (Figure 4)

A meta-analysis of all the studies showed that a one point increase in the MeDi score is
associated with an 8% reduced risk of developing cognitive impairment in both unadjusted
(HR, 0.92; 95% Cl, 0.88 — 0.96) and adjusted (HR, 0.92; 95% Cl, 0.88 — 0.97, p = 0.001)
models, with no heterogeneity (12 = 0%). Examining the MeDi in tertiles, there was a dose-
response association such that subjects in the middle MeDi tertile had a 20% reduced risk
(adjusted HR = 0.80; 95% CI, 0.67— 0.95; P = 0.01) while the highest MeDi tertile had 33%
reduced risk (adjusted HR=0.67; 95% CI, 0.55- 0.81; P <0.0001). These findings are
consistent with “level 2a evidence,” i.e., systematic review (with homogeneity) of cohort
studies [30].

Quality of the included studies

All included studies were high quality, longitudinal, population-based studies with the total
NOS score = 8 (Table-2). The included studies varied according to the adjusting covariates;
however, all the studies were adjusted for age, sex, education and Apolipoprotein E (APOE).

Sensitivity and sub-group analyses

The PATH through life study investigators published two studies from same cohort, with
different follow-up durations of 4 [13] and 8 years [14]. In one study [14], the outcome was
reported as a HR and in the other [13] as an OR. A sensitivity analysis was conducted using
the abstract data and full publication data separately. There was a mild reduction of 1% in
risk estimate when we used the data from the published paper, this could be due to
overestimation by using OR as an outcome measure [31]. There was disagreement between
the two reviewers regarding the inclusion of a paper by Scarmeas et al [5] with longer
duration of follow-up (5.4years), but lesser sample size (n=1476), and including only MeDi
tertile measure; whereas the paper [12] included in the table-1 had larger sample size
(n=1759) and in addition, had estimated for continuous MeDi scores. The number of
outcomes in the adjusted models did not differ by much between the two studies (224—
219=5). Therefore, we did a sensitivity analysis, including the study with longer duration of
follow-up. We did not observe any difference in the results for the high vs. low MeDi score
group. However, the results for the middle vs. low MeDi score became only borderline
significant for a) overall cognitive impairment (HR=0.84, 95% Cl= 0.71 — 1.00; p=0.05) and
b) remained non-significant for MeDi diet and risk of AD in cognitively normal individuals
at baseline (HR=0.98, 95% CIl=0.74, 1.30; p=0.90, 12=0%). Thus, inclusion of this paper in
the main analysis could not have provided any additional advantage.

Out of the 5 included studies, two [6, 12] of the paper were from the same cohort, but with
different outcomes, which could result in overrepresentation of the data from the same
cohort. Therefore, we conducted a sensitivity analysis by excluding the paper with the
smaller sample size [6]. After excluding this paper, the overall neuroprotective effect of
MeDi was significant only for the highest MeDi tertile group (adjusted HR = 0.67; 95% ClI
0.51 - 0.88, p = 0.004), but was non-significant for middle MeDi tertile group (adjusted HR
=0.85; 95% ClI, 0.67— 1.07, p= 0.17) and continuous MeDi score (adjusted HR = 0.94; 95%
Cl, 0.87 -1.02, p=0.12).

We did not observe significant heterogeneity for any of the analyses. However, we
conducted a pre-planned sub-group analysis based on the location of the study (online
Table-1). For continuous MeDi scores, there was no difference between the studies
conducted in the US (n = 3 studies; adjusted HR, 0.91; 95% ClI, 0.87-0.96) and non-US
(n=2 studies; adjusted HR, 1.02; 95% CI, 0.89 -1.17) (P value for difference between the
sub-groups = 0.13). There was no significant difference in the cognitive impairment among
the US and non-US populations for middle and highest MeDi tertiles in comparison to
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lowest MeDi tertile (P=0.52 and 0.61, respectively). Sub-group analysis based on the pre-
planned quality of studies could not be conducted, as all the studies were of high quality.

DISCUSSION

This meta-analysis found that a higher adherence to the MeDi is associated with a reduced
risk of cognitive impairment, MCI and AD, as well as the transition from MCI to AD. The
associations were significant even for the sensitivity analysis. This study suggests that there
is evidence that MeDi may be neuroprotective for MCI and AD with higher adherence.
However, given the limited number of studies, the results should be interpreted with caution.
The findings of our study are similar to a recently published meta-analysis, which showed
that adherence to MeDi is associated with a reduced risk of stroke, depression and cognitive
impairment [32]. In the study by Psaltopoulou and colleagues [32], authors included both the
case-control and longitudinal studies, whereas in this study, we have included only
longitudinal studies. Another difference is in the inclusion criteria, we have included
longitudinal studies measuring MeDi scores as continuous or tertile measures and reported
the results separately; whereas, Psaltopoulou et al [32] included studies measuring MeDi
scores as tertile only. Thus, we have included an additional study [13] in our systematic
review and meta-analysis. Furthermore, we included studies using standard criteria to
diagnose MCI and AD, and did not include studies using MMSE as a tool to diagnose
dementia (as this could lead to heterogeneity), whereas, Psaltopoulou et al included studies
using MMSE as a tool to diagnose dementia.

It is hypothesized that a composite score such as MeDi score would capture the possible
additive and interactive effects among the diet components [6, 12]. Although, we did not
find any heterogeneity in the analysis, the components of the MeDi in western countries
would be different from the traditional MeDi diet, which has high components of the olive
oil [39]. This difference in the beneficial components of MeDi could explain the difference
in risk estimation among the studies. Diet is variable across regions. Given the methodology
for computing the MeDi score, tertiles may not mean the same thing across locations,
cultures, and populations. A low tertile in one group — for example, the French (with less
fats, probably more fruit and vegetables, more wine), may be a high tertile in MN (where
there is more meat and potatoes, less vegetables, more dairy). Thus, this could be a reason
for the different results from the studies from different regions.

Variations in length of follow-up could be an important factor. Cognitive changes predate
the development of AD pathology by decades [41]. The follow up duration of the studies in
our meta-analysis ranged from 2.2 years [11] to 8 years [14], which may result in different
risk estimates. Therefore, studies with longer follow-up duration are needed to estimate the
neuroprotective effect of MeDi. Another important way to answer this question, whether
MeDi reduces the cognitive impairment, would be a RCT. In a recent multicenter RCT,
MeDi supplemented with extra-virgin olive oil or nuts have shown to reduce the incidence
of major cardiovascular events in high risk cardiovascular disease patients [42]. Thus, RCT
could be better choice to answer this important question in elderly patients at increased risk
of cognitive impairment.

Higher adherence to MeDi has been shown to be associated with low level of C-reactive
protein and lower interleukin levels [33-35]. Therefore a possible underlying mechanism for
the neuroprotective effects of the MeDi could be due to its vascular properties and its ability
to reduce inflammation, and oxidative stress, which are also associated with the
pathophysiology of the degenerative disease [36—38]. Another reason for the beneficial
effect of MeDi could be due to the beneficial effect of the individual components, vegetables
[11], high ratio of monounsaturated fatty acids to saturated fatty acids [39], alcohol [11] and
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fish [40]. Another important pathway for the protective effect of MeDi could be due to the
proposed cardio-protective role of MeDI, by lowering the risk of cardiovascular
comorbidities, such as hypertension, dyslipidemia and coronary artery disease [38, 43, 44].
MeDi has been associated with a significant reduction in plasma glucose level, serum insulin
levels and insulin resistance, and in ameliorating the features of metabolic syndrome and
obesity [38, 45, 46].

A major limitation of our meta-analysis is the small number of studies (<10), therefore we
could not assess publication bias [27]. However, to overcome this limitation we hand-
searched the abstracts of the major neurology, psychiatry, and dementia conferences and
queried the content experts in dementia. We identified two additional papers by this method;
however, they were excluded after full text review as they did not meet the eligibility criteria
for our study. Another potential limitation could be the difference in the diet among the
various regions; in particular, the amount of olive oil intake (which is associated with
neuroprotection for cognitive decline) in Mediterranean regions is much higher than in other
countries [47]. This could contribute to the differences in incident MCI and AD among low
and middle MeDi tertile groups. Furthermore, there have been some concerns regarding the
reliability of MeDi score as a tool to measure ‘adherence to the Mediterranean diet’, as the
error variance of the observed-scores may vary after selection of food groups based on their
median values by sex. Therefore, the pooled results should be interpreted with caution.
However, MeDi score has shown acceptable performance in measuring adherence to MeDi
[48].

Our systematic review and meta-analysis suggests that higher adherence to the
Mediterranean diet is associated with a reduced risk of developing MCI and AD, and
reduced risk of MCI conversion to AD. Findings from this study, suggest the need for
further prospective longitudinal studies with longer follow-up and randomized controlled
trials to determine whether adherence to the Mediterranean diet could reduce the risk of
MCI and AD.

Supplementary Material

Refer to Web version on PubMed Central for supplementary material.
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738 records identified through database searching

2 additional records identified
through other sources

!

| 664 records after duplicates removed |

1

¥

|664 records screened }4.‘ 627 records excluded

32 full-text articles excluded, with reasons
Abstract of the included study- 1

Review- 1

Letter to editor/reply- 4

Studies from the same cohort - 3
Cross-sectional study - 1

Appropriate outcome not reported- 10

1

¥

37 full-text articles Did not include all components of the

assessed for

eligibility Mediterranean diet- 12

1

F

5 studies (6 coho

rts) included in

gualitative synthesis

1

5 studies (6 cohorts) included
(meta-analysis)

in quantitative synthesis

Figure 1.

The study flowchart showing the study identification and selection
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2 Cognitively normal to Mild Cognitive Impairment

2.1 Continuous MeDi Score

Hazard Ratio Hazard Ratio
Study or Subgroup log[Hazard Ratio] SE Weight IV,Random, 95%Cl IV,Random, 95%CI
Cherbuin 2011 0.0677 0.1174 23.1% 1.07 [0.85, 1.35] ™
Scarmeas 2009 MCI -0.0834 0.0389 76.9% 0.92[0.85, 0.99] . 1
Total (95%Cl) 100.0% 0.95 [0.84, 1.08] ?

Heterogeneity: Tau? = 0.00; Chi? = 1.49, df = 1 (P = 0.22); I* = 33%

Test for overall effect: Z = 0.76 (P = 0.45) 05 07 L 15 2

Favours MeDi Favours control

2.2 Middle vs Lowest MeDi tertile

MCI CN Hazard Ratio Hazard Ratio
Study or Subgroup log[Hazard Ratio] SE Total Total Weight IV,Random,95%CI 1V, Random, 95% CI
Roberts 2010 -0.2373 0.2204 93 1141 31.9% 0.79[0.51, 1.21] =
Scarmeas 2009 MCI -0.1824 0.1509 241 1199 68.1% 0.83[0.62, 1.12] ——
Total (95%Cl) 334 2340 100.0% 0.82 [0.64, 1.05] ——

Heterogeneity: Tau? = 0.00; Chi? = 0.04, df = 1 (P = 0.84); I? = 0%

Test for overall effect: Z=1.61 (P =0.11) 05 0.7 1 15

Favours Middle MeDi Score Favours Low MeDi Score

2.3 Highest vs Lowest MeDi tertile

2

MCI CN Hazard Ratio Hazard Ratio
Study or Subgroup log[Hazard Ratio] SE Total Total Weight IV,Random,95%CI IV,Random, 95%ClI
Roberts 2010 -0.2889 0.2467 93 1141 31.4% 0.75[0.46, 1.21] nd
Scarmeas 2009 MCI -0.3285 0.1668 241 1199 68.6% 0.72[0.52, 1.00] —
Total (95%Cl) 334 2340 100.0% 0.73 [0.56, 0.96] —l

Heterogeneity: Tau? = 0.00; Chi? = 0.02, df = 1 (P = 0.89); I? = 0%

Test for overall effect: Z =2.29 (P = 0.02) 0.5 0.7 1 1.5 2

Favours High MeDi Score Favours Low MeDi Score

Figure2.
Summary of adherence to the Mediterranean diet and risk of mild cognitive impairment
among cognitively normal individuals at baseline
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3 Cognitively normal to Alzheimer's disease

3.1 Continuous MeDi Score

Page 14

AD CN Hazard Ratio Hazard Ratio
Study or Subgroup log[Hazard Ratio] SE Total Total Weight IV,Random,95%CI IV,Random, 95% CI
Feart 2009 -0.0147 0.0876 51 1410 18.8% 0.99[0.83, 1.17] —
Scarmeas 2006 -0.0988 0.0422 219 1759 81.2% 0.91[0.83, 0.98] . ¥
Total (95% Cl) 270 3169 100.0% 0.92 [0.85, 0.99] L 2
Heterogeneity: Tau? = 0.00; Chiz = 0.75, df = 1 (P = 0.39); I = 0% :o 5 o=7 3 1=5 2
Test for overall effect: Z = 2.18 (P = 0.03) ’ Favodrs MeDi Favours c-ontrol
3.2 Middle vs Lowest MeDi tertile
AD CN Hazard Ratio Hazard Ratio
Study or Subgroup log[Hazard Ratio] SE Total Total Weight IV,Random,95%ClI 1V, Random, 95%CI
Feart 2009 -0.0759 0.3358 51 1410 17.7% 0.93[0.48, 1.79] =
Scarmeas 2006 -0.1568 0.1557 219 1759 82.3% 0.85[0.63, 1.16] ——
Total (95% Cl) 270 3169 100.0% 0.87 [0.66, 1.14] ’
Heterogeneity: Tau? = 0.00; Chiz = 0.05, df = 1 (P = 0.83); I2= 0% o: 5 0=7 ; 1= 5 2
Test for overall effect: Z = 1.01 (P = 0.31) Favours Middle MeDi Score Favours Low MeDi score
3.3 Highest vs Lowest MeDi tertile
AD CN Hazard Ratio Hazard Ratio
Study or Subgroup log[Hazard Ratio] SE Total Total Weight IV,Random,95%CI IV, Random, 95% CI
Feart 2009 -0.2169 0.3966 51 1410 18.0% 0.81[0.37, 1.75] =
Scarmeas 2006 -0.5034 0.1858 219 1759 82.0% 0.60 [0.42, 0.87] ——
Total (95% Cl) 270 3169 100.0% 0.64 [0.46, 0.89] —~
Heterogeneity: Tau? = 0.00; Chiz = 0.43, df = 1 (P = 0.51); 2= 0% 055 0=7 3 1=5 2

Test for overall effect: Z = 2.69 (P = 0.007)

Figure 3.

Favours High MeDi Score Favours Low MeDi Score

Summary of adherence to the Mediterranean diet and risk of Alzheimer’s disease among
cognitively normal individuals at baseline.
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4 Cognitive Impairment

4.1 Continuous MeDi Score

Hazard Ratio Hazard Ratio
Study or Subgroup log[Hazard Ratio] SE Weight IV,Random, 95%CI 1V,Random, 95%CI
Cherbuin 2011 0.0677 0.1174  4.4% 1.07 [0.85, 1.35] 1
Feart 2009 -0.0147 0.0876  8.0% 0.991[0.83, 1.17] -1
Scarmeas 2006 -0.0988 0.0422 34.3% 0.91[0.83, 0.98] =
Scarmeas 2009 AD -0.1165 0.0684 13.0% 0.891[0.78, 1.02] 7
Scarmeas 2009 MCI -0.0834 0.0389 40.3% 0.92[0.85, 0.99] —
Total (95% Cl) 100.0% 0.92 [0.88, 0.97] 2

Heterogeneity: Tau? = 0.00; Chi? = 2.63, df =4 (P = 0.62); I = 0%

Test for overall effect: Z = 3.27 (P = 0.001) 05 07 ! 15 2

Favours MeDi Favours control

4.2 Middle vs Lowest MeDi tertile

Hazard Ratio Hazard Ratio

Study or Subgroup log[Hazard Ratio] SE Weight IV,Random, 95%CI 1V, Random, 95% CI
Feart 2009 -0.0759 0.3358  6.8% 0.93[0.48, 1.79]
Roberts 2010 -0.2373 0.2204 15.8% 0.79[0.51, 1.21] -
Scarmeas 2006 -0.1568 0.1557 31.7% 0.85[0.63, 1.16] - &
Scarmeas 2009 AD -0.5978 0.2529 12.0% 0.55[0.34, 0.90] -
Scarmeas 2009 MCI -0.1824 0.1509 33.7% 0.83[0.62, 1.12] — &
Total (95% Cl) 100.0% 0.80 [0.67, 0.95] e

it 2 — . Chi2 = - - S12=09 } } } }
Heterogeneity: Tau? = 0.00; Chi? = 2.64, df =4 (P = 0.62); I = 0% 05 07 1 15 2

Test for overall effect: Z = 2.57 (P = 0.01) Favours Middle MeDi Score Favours Low MeDi Score

4.3 Highest vs Lowest MeDi tertile

Hazard Ratio Hazard Ratio
Study or Subgroup log[Hazard Ratio] SE Weight 1V,Random,95% CI 1V, Random, 95% CI
Feart 2009 -0.2169 0.3966 6.3% 0.81[0.37, 1.75]
Roberts 2010 -0.2889 0.2467 16.4% 0.75[0.46, 1.21] =
Scarmeas 2006 -0.5034 0.1858 28.9% 0.60 [0.42, 0.87] - &
Scarmeas 2009 AD -0.6539 0.2831 12.5% 0.52[0.30, 0.91] -
Scarmeas 2009 MCI -0.3285 0.1668 35.9% 0.72[0.52, 1.00] — &
Total (95% Cl) 100.0% 0.67 [0.55, 0.81] P
Heterogeneity: Tau? = 0.00; Chiz = 1.71, df = 4 (P = 0.79); I* = 0% 0?5 0f7 ; 1f5 2

Test for overall effect: Z = 4.06 (P < 0.0001) Favours High MeDi Score Favours Low MeDi Score

Figure4.
Summary adherence to the Mediterranean diet and risk of cognitive impairment

J Alzheimers Dis. Author manuscript; available in PMC 2014 July 01.



Page 16

Singh et al.

salagelp pue ‘uoisuaniadAy
‘ax041s ‘Auanae eaisAyd
‘aejul o1I0ed €103 ‘ING

(WN)

(sreak
¥9-09) s108lgns

[y7] erensny

(5e'1-98°0) L0T=2 L9ET/VN ‘J0dV ‘uoneanps ‘xas ‘afy  juawuredwi sAnubod plIA ‘snonunuoy . fewnou AjpAntubod 8 vN L9€T 2002-1002 ‘TT0Z ‘UINgJayd
(zv8
. -9'6/) L'6L
(tzT swoldwAs (6-9) ub1y ° =1UaAd
-9%°0)G2'0="T1"SAH anissaldap pue asessip Ueay (5—) a|ppiw . (sreak oN ‘(z'98
(ra A1euo.0d ‘@011s ‘JOdV ‘exelu (€2) enuswap pue (g6) 68-0.) IO pey Jo (9z-LT)ze  -18L)€¢€8
-15°0)6L°0="1"SAIN TYTT/9TT  ABisus [ejol ‘uoeonps ‘'xas ‘eby  juswuredwt sAmubod piAl- (€-0) MOTI-S9|IBL o fewdou AAIUBOD  :(HOI) uelpsN =1uang (€9) TVIT 100200z [TT] SN ‘0T0Z ‘sHagoy
(6-9)uby .
(00T JUBISSASSE g
—25'0)2.°0="1"SAH AAINUBO02 18114 BY) PUB JUBLLSSaSSe (5-) alppiw ‘
(et AsejaIp 1811} USSMAG BWl ‘(e-0) MOT-SOIIMAL o
—29°0)e80="T1'SAIN pue |INg ‘exelul 010jed ‘JOdY (522) (s1eah g9 =) s108lgns SH0Y02 666T dVIIHM
(66°0-G8'0) 260=2 66TT/TVZ ‘uoneanpa ‘ANdIUYIe ‘xas ‘aby Juawiredwi aAubod plIA ‘snonunuo) . lewuou AjaARIuboD (22 sv (59) 292 (zg) s6€T pue z66T dVIIHM [9] SN ‘6002 ‘seaweds
(6-9) uby
(160 JUBISSASSe .
-0€'0)250="1"SAH aAIIUB0D 1S11) BY) pUe JUBLISSasSe (5-) aippiw °
(06'0 Alela1p 1811y UsemIaq BN ‘(e-0) MOT-S9|IMAL  » (steak
—7€0) G50 ="T1"SAN pue [INg ‘@eul oLofed ‘JOdV §9 ) uswiredw! SHOY02 666T dVIIHM
(20'1-82°0) 68°0=2 607/96 ‘uofreanpa ‘Auoluyse ‘xes ‘afy (90T) 8sessIp s JswiLyz|v ‘snonunuoy e aAnIubod plIN Laey (99)522 (ze) 28y pue z66T dVOIHM  [9] SN ‘6007 ‘sesweds
9sNn 032e(0] pue
salagelp ‘eIwaj0Ja1sajoyaladAy
‘uoisuapadAy (6-9)uby
(52T ‘|ING ‘B[e2s uolssaidap .
~1£0) 180="1'SAH $30 ‘Aep/suoneoipaul 62 o appu .
(IS Buie) ‘as1oiaxa [ealsAyd ‘exeiul “(£-0) MOT-Sa|ILIAL .
- = ! < H
87°0) £€6'0="1"SA N ABJaua [e101 ‘JOdV ‘Uoneonpa (s1eak g9 <) sy0algns
(LT'1-€8°0)660=2 0TYT/1S ‘snyess [epsew ‘xas ‘aby (99) aseasip s Jswiayz|v ‘snonunuo) e fewuou AjpAniubod Tt = UeIpa 6'GL (L&) oT¥T 0002-666T [¥] ®oueid ‘6002 ‘Mesd
(6-9)uby .
(280 _
=Zv'0) 9°0="1"SAH Ing (5-v) a1pp1w
(oT'T pue xapu1 Aupigiowod ‘Bunsiows (e-0) MOT-SO[IMAL o
—€9°0)G8°0="T1"SAIN ‘aejul 910[ed ‘JOdYV ‘uoeInpa (s1eak g9 =) spslgns SH0Y02 666T dVIIHM [eT]
(86'0-€8'0) 160=0 6SLT/6TC ‘Auoiuyss xes ‘sfe ‘Loyod (292) ssessip s JawrByz|y ‘snonunuoy . [ewuou AjaAniubod (o) oy (99)z'L2 (ze) 9zze pue z66T dVOIHM SN ‘9007 ‘sesulIeds
(Swalans
[e101
/AWOo91N0)
awWo9IN0 (401) veipsw (401)
(reAs@1u182UBp1UOD paisnipe 9|1 Jo (as) uelpaw
94G6) 011e lojazs ‘(snonu1uo2) 8.109S 1P8 I\l ueaw ‘sIA 1o (as)
pJrezeH pasnipy a|duwres wewisnpy (N) uonupaWOoINO  -S3InNsesW PIp Uesue .l R1IPa A uoees 1 Igns ‘dn-mojo4  uesw ‘9by  (Brewop) N Jeak uo1ideoul 11oyoD A1unod Jeak Joyiny

NIH-PA Author Manuscript

juswiredw aARIUBOD JUBPIdU| PUE 131P UBBUERIIBNPSIA 10 S3IpNIS SLIOY0D [eutpniiBuo] ayl JO sonsiigloesey)

T alqel

NIH-PA Author Manuscript

NIH-PA Author Manuscript

J Alzheimers Dis. Author manuscript; available in PMC 2014 July 01.



Page 17

Singh et al.

3 uigioidodijody = 3OV ‘se1pnis d16ojoiwapid3 1oy Jaua)d = S| ‘d|gejieAe 1ou = N ‘(7 'SA H) Mo 'SA YbiH (T "SA IA) MO "SA 31ppIIAl (D) snonunuo) ‘198loud Buiby eiquinjod poomul-siybiaH uoibuiysepy = dvIIHM

NIH-PA Author Manuscript NIH-PA Author Manuscript NIH-PA Author Manuscript

J Alzheimers Dis. Author manuscript; available in PMC 2014 July 01.



Page 18

Singh et al.

*¥

*¥

*¥

x¥

*¥

(6-0) 24005 [el0L

JUBWIAJE)S 0U/SO| S0y} Jo uondrasap ou/dn-mojjoy a3ajdwodu] 'g

« Sel1q 39npouul 0} A19x1un dn mojjo} 03 150] S198lgns/dn mojoy s1s|dwo) T
$1404od Jo dn Mmoo} Jo Aoenbapy

ON ¢

«SIA'T

(s1eah z< dn-mo||04) IND20 03 SBWOIINO 04 ybnous Buo| dn-moj|jo) Sepn
uonduasap oulodal-}|8s 'z

« 90eUI| P1023IAUBWISSaSSE pul|g Juapuadapu] T

3WO09INO JO JUBWSSISS Y

« (8) 10198 BuIpunojuod [euonIppe Aue 10§ S]0JJU0D APNIS ‘2
«(30dV/uoneanpa/xas/afie) s18punNoUOI Urew 1oy S|01u0d Apnis T
ssAeue Jo ubsap ay} Jo siseq a8yl uo s11oyod Jo Aljige.redwo)d
Jeajaun/oN 'z

«SIA'T

Apnis Jo 1Je3s Te Juasa Jd Jou Sem 1S9 Ja1Ul JO BWO02INO0 Fey) uojrelisuowsd
uonduasap ouyHodal-§[as USRI 2

« MBIAJBIUI PaINIONIIS/PI023I 8INJ3S T

9.nsodxe Jo JuBWURI S Y

110409
pasodxa-Uuou 8y JO UOIIBALIBP aU) JO UORALIOSEP OU/32IN0S JUBIBIP B WO UMeld ‘2

» M0Y02 pasodxa ay) se ALUNWWOo9 awes ay) Wwoly umelq ‘T

1Joyod pasodxa-uou ay} Jo U019 eS

110409 8y} JO UOITRALIAP 8Y} J0 UoNd1IIsap ou/sJash Jo dnoib palds|as g
« Uoneindod BuiAjiapun Jo anneluasaldal yeymawos/AjniL T

140402 pasodxa 3y} JO SSOUBAITRIUSSa Jday

[et]ztoz ‘uingeyd  [¥] 6002 ‘1re0d

[tT] 0TOZ ‘S1e00YH

[zT] 900z ‘seswreos  [9] 6002 ‘SEOW FROS

NIH-PA Author Manuscript

9]e0S eMENO-3[1SeaMaN Bulsn sa1pnis papnjoul ay) Jo Juswssasse Aljend

¢?olqel

NIH-PA Author Manuscript

NIH-PA Author Manuscript

J Alzheimers Dis. Author manuscript; available in PMC 2014 July 01.



