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1. INTRODUCTION 

Coronary artery disease is a major health problem 
involving the development of atherosclerotic 
plaque and is among the leading causes of death 
worldwide. The plaque narrows the lumen of the 
artery and obstructs blood flow. If the plaque 
continues to grow in size, it leads to chest pain and 
the risk of heart attack.1 Patients may experience 
symptoms such as shortness of breath, back pain, 
palpitations, and fatigue.2 These symptoms 
significantly negatively affect both the 
psychological and physical health of the 
patients.3,4 Lifestyle changes and medication are 
applied in the management of symptoms. Among 
these lifestyle changes, healthy eating, 
participation in regular physical activity, and 
smoking cessation are the most effective ones.5 

The Mediterranean diet stands out as a potential 
gold standard in preventive medicine. This dietary 
model arises from a lifestyle specific to the 
Mediterranean region. It emphasizes moderation, 
frugality, seasonality, and tradition in food 
consumption.6 The Mediterranean diet includes 
high amounts of fruits, vegetables, olive oil, and 
various herbs and spices, while red meat is 
limited. It has a metabolic and general health 
protective effect thanks to its antioxidant and anti-
inflammatory components.7 The Mediterranean 
diet is associated with cardioprotective effects. 
Positive effects on various cardiovascular risk 
factors, including lipid profile, blood pressure, and 
inflammatory markers, have been reported.8 

Quality of life refers to the individual's perception 
of well-being in different areas of life. Health-
related quality of life is the perception of well-
being related to factors that are part of the 
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Objective: The aim of this study was to evaluate the effect of Mediterranean diet 
adherence on quality of life in individuals with a history of coronary artery disease. 

Materials and Methods: This cross-sectional study was conducted with the participation 
of 378 patients diagnosed with coronary artery disease between the ages of 18 and 65. 
Data were collected through face-to-face interviews using a questionnaire including 
questions on demographic characteristics, dietary habits, the Mediterranean Diet 
Adherence Scale (MEDAS), and the Cardiac Quality of Life Scale (HeartQoL). The IBM SPSS 
Statistics 26.0 program was used in the analysis of data. 

Results: The mean HeartQoL score of the patients was 25.33±10.42, and the mean MEDAS 
score was 6.13±1.69. Diet quality was low in 62% of the participants. No significant effect 
of the level of adherence to the Mediterranean diet on blood pressure and lipid profile was 
detected (p>0.05). MEDAS score (B=3.04; 95% CI: 2.52–3.57; p<0.001) and hemoglobin 
A1c (HbA1c) level (B=–1.04; 95% CI: –1.68– –0.40; p=0.002) were found to be associated 
with HeartQoL score. Education level (B=0.23; 95% CI: 0.05–0.41; p=0.013) and waist 
circumference (B=–0.49; 95% CI: –0.08– –0.02; p=0.002) were found to be associated with 
MEDAS score. 

Conclusion: Diet quality is generally low in coronary artery disease patients. High diet 
quality positively affects emotional and physical quality of life. On the other hand, high 
HbA1c levels negatively affect quality of life. Therefore, patients should be made aware of 
healthy nutrition, and the treatment process should include strategies to ensure glycemic 
control. 
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individual's health (e.g., physical, mental, social, 
and functional health).9 Individuals with coronary 
artery disease have difficulty in complying with 
treatment recommendations due to physical, 
psychological, and social problems caused by the 
disease. This situation negatively affects their life 
satisfaction and quality of life.10 Assessment of 
health-related quality of life in coronary artery 
disease patients is important to measure the 
effectiveness of treatments and nutritional 
interventions.11 The Mediterranean diet is known 
for its potential to reduce the risk of 
cardiovascular disease and disease burden. The 
best dietary model for heart patients is the 
Mediterranean diet due to its multifaceted health 
benefits. It is evidence-based recommended that 
patients adhere to this beneficial dietary 
pattern.12,13 

In our study, we used a quality of life scale specific 
for coronary artery disease patients. We aimed to 
evaluate the effect of adherence to a 
Mediterranean diet on biochemical parameters 
and quality of life in patients. We hope to provide 
information to guide public health interventions 
aimed at reducing the burden of disease by 
determining the contribution of a sustainable and 
healthy diet in the effective management of 
coronary artery disease. 

2. METHOD AND MATERIALS 

2.1. Study design and participants 

This cross-sectional study was conducted among 
patients with coronary artery disease visiting the 
outpatient clinic of Ankara Etlik City Hospital. G-
power analysis was used to determine the sample 
size. The margin of error, power, and effect size 
were determined as 0.05, 0.95, and 0.5, 
respectively, and it was found that at least 176 
people should be included in the study. To achieve 
more reliable results, the inclusion of a larger 
patient sample was planned, and the study was 
ultimately completed with 378 participants. 
Patients aged 18 to 65 years, diagnosed with 
coronary artery disease at least one year ago, 
followed up and were stable due to coronary 
artery disease, without any mental problem that 
prevented them from answering the questions, 
and who volunteered to participate in the study 

were included in the study. Patients with 
structural heart disease, hospitalization due to 
heart disease in the past six months, advanced 
cancer, chronic liver disease, and chronic kidney 
disease were excluded from the study. 

2.2. Data collection tools and procedure 

Data collection was conducted between January 
and February 2025 through face-to-face 
interviews by physician researchers trained in the 
study protocol. Each interview lasted 
approximately 20–30 minutes. The questionnaire 
included questions about demographic 
characteristics, nutritional habits, adherence to 
the Mediterranean diet scale, and cardiac quality 
of life scale. Furthermore, anthropometric 
measurements and biochemical findings of the 
patients were recorded in the questionnaire form.  

2.3. Anthropometric measurements 

Height, waist circumference, and hip 
circumference were measured with the help of an 
inflexible tape measure. Height was measured 
without shoes, with the head in an upright 
position and standing in the Frankfurt plane (ear 
canal and the lower border of the eye socket in the 
same line, gaze parallel to the ground). Waist 
circumference was measured while the individual 
was standing with the abdomen in a relaxed 
position, arms on both sides, feet side by side, and 
face to face with the researcher. Hip circumference 
was measured by the researcher standing on the 
side of the individual and from the widest part of 
the hip without compressing the tissue with the 
tape measure parallel to the ground. Body mass 
index (BMI) was calculated as weight in kilograms 
divided by height in meters squared (kg/m²).14 

2.4. Blood pressure and biochemical results 

Blood pressure values obtained as a result of 
manual measurement from both arms were 
recorded by the physician, provided that no food, 
tea, coffee, or cigarettes were consumed in the last 
half hour and the patient rested for 10 minutes 
during the survey. The mean arterial pressure was 
calculated with the formula (SBP + (2XDBP))/3 
using the recorded systolic (SBP) and diastolic 
blood pressure (DBP) values. Biochemical findings 
of the last month were obtained from the medical 
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files of the patients. Fasting blood glucose, HbA1C, 
triglyceride, total cholesterol, HDL cholesterol, 
LDL cholesterol, hemoglobin, hematocrit, ALT, 
AST, BUN, creatinine, sodium, and potassium 
values were recorded in the questionnaire form. 

2.5. Mediterranean Diet Adherence Scale 
(MEDAS) 

The scale provides a rapid assessment of 
adherence to the Mediterranean diet. It was 
developed by Schröder et al., and a Turkish 
validity and reliability study was conducted by 
Pehlivanoğlu et al.15,16 The questionnaire consists 
of 14 questions and asks about the type of main fat 
used in meals, the amount of olive oil consumed 
daily, fruit and vegetable portions, margarine-
butter, and red meat amount. Furthermore, it asks 
the amount of wine, pulses, fish-seafood, desserts, 
and dried nuts consumed on a weekly basis and 
whether white meat is preferred more than red 
meat. A score of 1 or 0 is obtained for each 
question asked according to the amount of 
consumption. A total score of 7 and above 
indicates an acceptable level of compliance with 
the Mediterranean diet, and a score of 9 and above 
indicates that individuals have strict compliance 
with the Mediterranean diet.16 

2.6. Heart Quality of Life Scale for Coronary 
Artery Patients (HearthQoL) 

The scale was developed to measure quality of life 
in individuals with ischemic heart disease.17 A 
Turkish validity and reliability study was 
conducted by Duğan and Bektaş in 2020. It 
consists of 14 items and two sub-dimensions 
(physical and emotional characteristics). Each 
item is scored out of 0 to 3. The scale can be 
applied to individuals aged 18 years and over in 
clinical and community-based studies. The total 
scale score that can be obtained ranges from 0 to 
52, and high scores indicate that there is no 
dysfunction and quality of life is high.18 

2.7. Statistical analysis 

The IBM SPSS (Statistical Package for Social 
Sciences) 26.0 package program was used to 
evaluate the data. Mean, standard deviation, 
number, and percentage values were used for 
descriptive statistics. Continuous variables were 

compared by a one-way ANOVA test, and 
categorical variables were compared by a Pearson 
chi-square test. Categorical variables were 
compared using the chi-square test with post-hoc 
pairwise comparisons; significant differences 
were indicated by different superscript letters (x, 
y, z). Continuous variables were analyzed using 
one-way ANOVA with Bonferroni post-hoc test; 
significant differences were indicated by different 
superscript letters (a, b, c). Individuals were 
divided into tertiles according to HeartQoL score, 
and a one-way ANOVA test was used to evaluate 
the differences between tertiles. Individuals with 
a HeartQoL score of ≤20.07 were included in the 
T1 group, individuals with a HeartQoL score of 
20.07 < HeartQoL ≤ 31.0 were included in the T2 
group, and individuals with a HeartQoL score of 
>31.0 were included in the T3 group. Pearson 
correlation analysis and a heat map were used to 
assess the relationship between two continuous 
quantitative variables. Multiple linear regression 
models were used to determine the factors 
affecting the HeartQoL and MEDAS scales. For all 
tests, p<0.05 was considered statistically 
significant.  

2.8. Ethical approval 

The study was conducted in accordance with the 
guidelines specified in the Helsinki Declaration. 
Ethical permission was obtained from the Ankara 
Etlik City Hospital Scientific Research Evaluation 
and Ethics Committee to conduct the research 
(No:11.12.2024/AEŞH-BADEK-2024-1234). All 
participants provided written informed consent 
before participation. Patient anonymity was 
preserved by removing all identifiable personal 
information from the collected data and 
manuscript. Original consent forms are retained 
by the authors and are available for review upon 
journal request. 

3. RESULTS 

Table 1 presents the demographic characteristics, 
dietary habits, and scale scores of the patients 
according to the quality of life scale tertiles. The 
mean age of the individuals was 58.35±6.68 years, 
and they had cardiovascular disease for a mean of 
4.34±4.76 years. According to post-hoc analysis, 
patients in the third tertile were significantly 
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younger (p=0.001). The duration of 
cardiovascular disease in patients in the second 
tertile is higher than in the third tertile (p=0.045). 
A higher male ratio was observed in conjunction 
with an increase in the quality of life tertile 
(p<0.001). Within the third tertile, the percentage 
of people who are married is higher than the 
percentage of people in the first tertile (p= 0.010). 
The percentages of patients who exercise 
regularly, who regularly consume 3 main meals, 
and patients without another chronic disease 
were significantly higher in the third tertile 
(p<0.05), as indicated by the post-hoc 
comparisons in the table (different superscript 
letters).  The mean HeartQoL score was 
25.33±10.42, and the mean MEDAS score was 
6.13±1.69. As the quality of life increased, MEDAS 
scores also increased significantly (p<0.001), as 
demonstrated by the post-hoc comparisons. 

Table 2 presents the anthropometric 
measurements, biochemical findings, and 
HearthQoL scores of the patients according to 
MEDAS classification. Body mass index, waist, and 
hip circumference were higher in patients with 
low adherence to the Mediterranean diet (p<0.05). 
While the level of adherence to the Mediterranean 
diet did not affect blood pressure, it affected 
hemoglobin and BUN values among biochemical 
findings. Hemoglobin values of patients with low 
adherence to the Mediterranean diet were 
statistically significantly lower than those with 
high adherence (p=0.012). BUN values of those 
with low adherence to the Mediterranean diet 
were statistically significantly higher than those 
with high adherence (p=0.045). As the level of 

adherence to the Mediterranean diet increased, 
the total score and sub-dimensions (emotional 
and physical quality of life) of the cardiac quality 
of life scale increased (p<0.001). 

Table 3 presents the correlation analyses of the 
HeartQoL score, MEDAS score, anthropometric 
measurements, and biochemical findings of the 
patients. HeartQoL score and MEDAS score are 
positively correlated (r=0.554; p<0.001). There is 
a negative correlation between HeartQoL score 
and age, BMI and waist circumference (p<0.001). 
HeartQoL score is positively correlated with 
hemoglobin and hematocrit values among 
biochemical findings, while it is negatively 
correlated with HbA1c (p<0.05).  While there is a 
negative correlation between MEDAS score and 
age, BMI, and waist circumference, a positive 
correlation has been found between hemoglobin 
and hematocrit values (p<0.05). 

Figure 1 illustrates the results of multiple 
regression analysis showing the factors affecting 
patients' quality of life and adherence to the 
Mediterranean diet. According to the model, 
gender (B= -4.18, 95% CI: -6.96- -1.40, p=0.003), 
MEDAS score (B= 3.04, 95% CI: 2.52-3.57, 
p<0.001) and HbA1c level (B= -1.04, 95% CL: -
1.68- -0.40, p=0.002) are associated with 
HeartQoL score after adjusting confounding 
factor.  Education level (B= 0.23, 95% Cl: 0.05-
0.41, p=0.013), HeartQoL score (B= 0.09, 95% CI: 
0.07-0.010, p<0.001) and waist circumference (B= 
-0.49, 95% CL: -0.08- -0.02, p=0.002) are 
associated with MEDAS score after adjusting 
confounding factor.  
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Table 1.  

Distribution of demographic characteristics, nutritional habits and scale scores of patients according to 
HeartQoL tertiles 

One-way ANOVA and Chi-square analysis were used. Significance level, p<0.05 T1: HeartQoL ≤20.07; T2: 20.07 < HeartQoL 
≤31.0; T3: HeartQoL >31.0  
One-way ANOVA and Chi-square analysis were used. Significance level, p<0.05 T1: HeartQoL ≤20.07; T2: 20.07 < 
HeartQoL ≤31.0; T3: HeartQoL >31.0 
CVD: Cardiovascular disease, MEDAS: Mediterranean Diet Adherence Screener, HeartQoL: Heart Quality of Life 
Scale 

 

 
Total 

Tertile  
 
p value 

T1 a 

(n=125) 
T2 b 

(n=133) 
T3 c 

(n=120) 
Demographic Characteristics  
Age (year)  58.35±6.68 59.28±6.60 59.16±6.26 56.50±6.89 0.001* a,b-c 

Duration of CVD (year) 4.34±4.76 4.32±4.41 5.05±5.59 3.56±3.95 0.045* b-c 

Gender                       Female  
                                      Male 

106 (28.0) 
272 (72.0) 

60 (48.0) 
65 (52.0) 

33 (24.8) 
100 (75.2) 

13 (10.8) 
107 (89.2) 

<0.001* 

Marital Status           Single  
                                    Married 

54 (14.3) 
324 (85.7) 

7 (21.6) 
98 (78.4) 

17 (12.8) 
116 (87.2) 

10 (8.3) 
110 (91.7) 

 
   0.010* 

Education Status       Literate 
                                     Primary school 
                                    Middle school 
                                    High school 
                                    University 

51 (13.5) 
164 (43.4) 
110 (29.1) 
37 (9.8) 
16 (4.3) 

30 (24.0) 
58 (46.4) 
26 (20.8) 
8 (6.4) 
3 (2.4) 

15 (11.3) 
60 (45.1) 
35 (26.3) 
16 (12.0) 
7 (5.3) 

6 (5.0) 
46 (38.3) 
49 (40.8) 
13 (10.8) 
6 (5.0) 

 
 
  <0.001* 

Place of Residence      
Village/District 
                                      Province 

49 (13.0) 
329 (87.0) 

20 (16.0) 
105 (84.0) 

19 (14.3) 
114 (85.7) 

10 (8.3) 
110 (91.7) 

 
  0.173 

Smoking                     Yes 
                                      No 
                                     Quitting 

93 (24.6) 
131 (34.7) 
154 (40.7) 

31 (24.8) 
60 (48.0) 
34 (27.2) 

26 (19.5) 
40 (30.1) 
67 (50.4) 

36 (30.0) 
31 (25.8) 
53 (44.2) 

 
 <0.001* 

Alcohol                         Yes 
                                         No 

15 (4.0) 
363 (96.0) 

1 (0.8) 
124 (99.2) 

7 (5.3) 
126 (94.7) 

7 (5.8) 
113 (94.2) 

 
  0.083 

Presence of                  Yes 
Chronic Disease         No 

306 (81.0) 
72 (19.0) 

107 (85.6) 
18 (14.4) 

111 (83.5) 
22 (16.5) 

88 (73.3) 
32 (26.7) 

 
  0.033* 

Exercise status       Yes 
                                      ≤2 days a week 
                                      >2 days a week 
                                      No 

55 (14.6) 
16 (29.1) 
39 (70.9) 
323 (85.4) 

10 (8.0) 
2 (20.0) 
8 (80.0) 
115 (92.0) 

18 (13.5) 
7 (38.9) 
11 (61.1) 
115 (86.5) 

27 (22.5) 
7 (25.9) 
20 (74.1) 
93 (77.5) 

0.005* 
0.504 

Nutritional Habits 
Meal                              2 
                                        3 

65 (17.2) 
313 (82.8) 

29 (23.2) 
96 (76.8) 

27 (20.3) 
106 (79.7) 

9 (7.5) 
111 (92.5) 

 
0.002* 

Meal Skipping             Yes 
                                           No 

65 (17.2) 
313 (82.8) 

29 (23.2) 
96 (76.8) 

65 (17.2) 
313 (82.8) 

29 (23.2) 
96 (76.8) 

0.002* 
 

Water Consumption     ≤ 5 glasses 
                                         5-10 glasses 
                                         >10 glasses  

17 (4.5) 
252 (66.7) 
109 (28.8) 

7 (5.6) 
82 (65.6) 
36 (28.8) 

5 (3.8) 
96 (72.2) 
32 (24.1) 

5 (4.2) 
74 (61.7) 
41 (34.2) 

0.428 

Cooking fat preference   Butter 
                                          Sunflower oil 
                                          Olive oil 

4 (1.1) 
291 (77.0) 
84 (22.0) 

2 (1.6) 
111 (88.8) 
12 (9.6) 

1 (0.8) 
111 (83.5) 
21 (15.8) 

1 (0.8) 
69 (57.5) 
50 (41.7) 

<0.001* 

Eating speed                Slow 
                                          Moderate 
                                          Fast 

9 (2.4) 
129 (34.1) 
240 (63.5) 

6 (4.8) 
45 (36.0) 
74 (59.2) 

1 (0.8) 
42 (31.6) 
90 (67.7) 

2 (1.7) 
42 (35.0) 
76 (63.3) 

0.203 

Salt consumption        Salt-free 
Preference                         Lightly salted 
                                             Salty 

11 (2.9) 
354 (93.7) 
13 (3.4) 

6 (4.8) 
115 (92.0) 
4 (3.2) 

4 (3.0) 
124 (93.2) 
5 (3.8) 

1 (0.8) 
115 (95.8) 
4 (3.3) 

0.481 

Adding salt                        Yes 
without tasting                No 

6 (1.6) 
372 (98.4) 

2 (1.6) 
123 (98.4) 

2 (1.5) 
131 (98.5) 

2 (1.7) 
118 (98.3) 

0.995 

Scale scores 
HeartQoL 25.33±10.42 13.07±4.63 26.18±3.23 37.16±3.19 <0.001*a-b-c 

MEDAS 6.13±1.69 5.10±1.24 5.95±1.36 7.40±1.62 <0.001* a-b-c 
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Table 2.   

Anthropometric measurements, biochemical findings and HeartQoL scores of patients according to the 
MEDAS classification 

One-way ANOVA was used. Significance level, p<0.05 
BMI: Body mass index, SBP: Systolic Blood Pressure, DBP: Diastolic Blood Pressure, FBP: Fasting Plasma Glucose, 
HbA1c: glycated hemoglobin, HeartQoL: Heart Quality of Life Scale, EmotionalQoL: Emotional Quality of 
Life Scale, PhysicalQoL: Physical Quality of Life Scale 

 

 Total <7 a 

(n=236) 
7-8 b 

(n=102) 
≥9 c 

(n=40) 
 

p value 
Anthropometric measurement  

BMI (kg/m2) 29.38±3.60 29.88±3.60 28.38±3.52 28.98±3.20 0.001* a-b 

Waist circumference 
(cm) 

99.11±6.29 100.0±5.98 97.74±7.03 97.40±5.12 0.002* a-b,c 

Hip circumference (cm)  107.18±7.58 108.48±7.68 105.25±7.21 104.53±6.20 <0.001* a-b,c 

WHR  0.93±0.04 0.92±0.04 0.93±0.04 0.93±0.03 0.246 
Blood Pressure 
SBP (mm Hg) 130.78±16.07 132.06±17.14 128.46±13.68 128.70±14.56 0.117 
DBP (mm Hg) 76.03±7.47 76.11±7.67 75.92±5.96 75.88±9.63 0.969 
Arterial Pressure 94.27±9.18 94.77±9.72 93.43±6.91 93.48±10.85 0.407 
Biochemical analysis 
FPG (mg/dl) 117.49±47.71 114.83±44.42 122.70±51.58 119.88±55.66 0.360 
HbA1c (%) 6.18±1.31 6.12±1.27 6.22±1.35 6.43±1.40 0.368 
Triglycerides (mg/dL) 171.74±118.41 164.35±94.83 190.47±165.85 167.63±94.05 0.172 
Total cholesterol 
(mg/dL) 

165.71±47.44 166.57±46.70 164.15±45.05 164.68±57.86 0.902 

HDL (mg/dL) 42.73±10.97 43.07±11.17 41.55±10.18 43.73±11.78 0.420 
LDL (mg/dL) 100.39±39.77 101.38±40.18 98.38±38.77 99.63±40.64 0.811 
Hemoglobin (g/dL) 14.31±1.65 14.12±1.74 14.55±1.43 14.80±1.42 0.012* a-c 

Hematocrit (%) 43.97±4.31 43.61±4.61 44.39±5.59 45.01±4.01 0.086 
ALT (U/L) 23.74±18.10 22.94±12.94 25.94±27.91 22.80±11.07 0.356 
AST (U/L) 20.99±10.14 20.28±7.14 22.29±14.96 21.28±10.01 0.279 
BUN (mg/dL) 32.59±10.19 33.11±10.46 32.87±9.82 28.81±8.83 0.045* a-c 

Creatinine (mg/dL) 1.06±3.11 1.15±3.94 0.91±0.20 0.90±0.16 0.762 
Sodium (mEq/L) 140.20±2.53 140.28±2.60 140.0±2.44 140.23±2.41 0.651 
Potassium (mEq/L) 6.04±2.47 6.41±3.0 4.49±3.0 7.75±2.1 0.725 
CRP 3.61±6.34 3.60±5.41 3.75±8.30 3.26±5.84 0.918 

 
HeartQoL 25.33±10.42 21.24±9.16 30.34±9.01 36.70±5.75 <0.001* a-b-c 
EmotionalQoL 8.62±2.98 7.67±2.93 9.82±2.5 11.13±1.52 <0.001* a-b-c 
PhysicalQoL 16.69±7.94 13.54±6.81 20.47±7.15 25.58±4.45 <0.001* a-b-c 
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Table 3.  

Correlation analysis of HeartQoL, MEDAS, anthropometric measurements and biochemical findings 

    

 1 2 3 4 5 6 7 8 9 10 11 12 13 14 15 16 17 
1 HeartQoL 1.00                 

2 MEDAS 0.554** 1.00                

3 Age  -0.181** -0.180** 1.00               

4 Duration of CVD (y) -0.090 -0.050 0.247** 1.00              

5 BMI (kg/m2) -0.237** -0.120* 0.181** 0.085 1.00             

6 WC (cm) -0.153** -0.173** 0.136** 0.087 0.635** 1.00            

7 WHR 0.230** 0.090 -0.043 -0.023 -0.235** 0.222** 1.00           

8 SBP (mm Hg) -0.090 -0.084 0.111* 0.160** 0.102* 0.094 0.029 1.00          

9 DBP (mm Hg) -0.040 0.003 0.001 0.101* 0.033 0.029 -0.011 0.576** 1.00         

10 FPG (mg/dl) -0.078 0.037 0.027 -0.014 -0.045 0.003 0.035 0.055 0.025 1.00        

11 HbA1c (%) -0.107* 0.048 0.075 0.037 0.054 0.053 0.046 0.128* 0.073 0.694** 1.00       

12 Triglycerides 
(mg/dL) 

-0.031 0.025 -0.170** -0.015 -0.015 0.064 0.029 -0.003 -0.002 0.133** 0.100 1.00      

13 Cholesterol (mg/dL) -0.060 -0.012 -0.052 0.074 0.038 0.090 -0.065 0.059 0.039 -0.001 -0.021 0.407** 1.00     

14 HDL (mg/dL) -0.057 -0.006 0.225** 0.149** 0.166** 0.040 -0.213** -0.001 -0.034 -0.076 -0.011 -0.316** 0.219** 1.00    

15 LDL (mg/dL) -0.046 -0.014 -0.064 0.068 0.002 0.046 -0.050 0.042 0.040 -0.009 -0.061 0.228** 0.938** 0.130* 1.00   

16 Hemoglobin (g/dL) 0.263** 0.146* -0.249** -0.024 -0.289** -0.084 0.205** -0.018 0.080 -0.027 -0.062 0.161* 0.127* -0.149** 0.131* 1.00  

17 Hematocrit (%) 0.212** 0.102* -0.204** 0.005 -0.272** -0.061 0.200** -0.021 0.060 -0.045 -0.060 0.135** 0.122* -0.129* 0.131* 0.950** 1.00 

BMI, body mass index, WC, waist circumference, WHR, waist-hip ratio, HeartQoL:  Heart Quality of Life Scale, MEDAS: Mediterranean Diet Adherence Screener, SBP: Systolic Blood 
Pressure, DBP: Diastolic Blood Pressure, FBP: Fasting Plasma Glucose, HbA1c: glycated hemoglobin 
*p<0,05; **p<0,01 
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Figure 1.  

Evaluation of factors affecting HeartQoL and MEDAS with multiple linear regression models 

 
Adjusted by age, gender, marital status, education status, residence place, and CVD duration. 
HbA1c: glycated hemoglobin, MEDAS: Mediterranean Diet Adherence Screener, CVD: cardiovascular disease, 
HeartQoL: Heart Quality of Life Scale, WC: Waist circumference

4. DISCUSSION 

Coronary artery disease is a serious problem, 
especially affecting adults over 35 years of age.19 
Research is ongoing to determine the most 
suitable treatment to prevent the development 
and progression of the disease. Treatment 
recommendations are largely based on the results 
of research to identify risk factors and protective 
factors.20 This study investigated the effect of the 
Mediterranean diet, known as a protective factor, 
on the quality of life of adult coronary artery 
disease patients. Although MEDAS scores 
positively affected the scores of the quality of life 

scale, the majority of patients (62%) had low diet 
quality. The low diet quality of patients diagnosed 
with coronary artery disease has been confirmed 
in previous studies.21,22 Patients are generally 
accustomed to a Western-style diet with high 
amounts of sugar, fat, and processed foods. 23 
Their adaptation to the Mediterranean diet may 
not be easy, as it requires a lifestyle change. 
However, their adherence to a healthy diet can be 
improved by providing education and support. It 
has been reported that adherence to the 
Mediterranean diet is high even after the 
intervention is discontinued in patients who 

-4.18 (-6.96 - -1.40) 

3.04 (2.52 - 3.57) 

-1.04 (-1.68 - -0.40) 

Beta (95%CI) 

0.23 (0.05 - 0.41) 

0.09 (0.07 - 0.10) 

-0.49 (-0.08 - -0.02) 
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follow a Mediterranean diet for a period of time 
with dietitian guidance.24 

In this study, adherence to the Mediterranean diet 
positively affected the quality of life of the 
patients. Many previous studies have reported 
that Mediterranean diet components improve 
quality of life in patients with chronic diseases and 
healthy individuals with physical and mental 
health benefits.25,26,27,28 The ability of the 
Mediterranean diet to modulate inflammation 
mediates the fight against chronic diseases and 
improves quality of life.29 Another factor affecting 
the quality of life of patients, according to our 
study, is HbA1c level. Lower HbA1c levels are 
associated with higher quality of life. Diabetes was 
present in 34% of individuals with coronary 
artery disease, which could have influenced the 
findings. Nonetheless, while HbA1c is an 
important indicator of blood sugar control, high 
HbA1c levels have been associated with more 
severe disease and complications in patients who 
have non-diabetic coronary artery 
disease.30 Consistent with our findings, a meta-
analysis reported that glycemic control positively 
affects quality of life.31 Furthermore, it is argued 
that glucose monitoring and glucose regulation in 
healthy individuals as well as patients may 
contribute to overall well-being.32 

A diet rich in vegetables, fruits, olive oil, and 
legumes and limited in red meat is known to 
positively affect metabolic health and increase 
general well-being in heart patients.7 Based on our 
results, adherence to the Mediterranean diet did 
not affect the blood pressure and lipid profile of 
the patients. However, previous studies have 
reported a vasoprotective effect of Mediterranean 
diet components on blood pressure and an 
association with an improved lipid profile.33,34 The 
medications used by the patients may have 
prevented the detection of this effect of the 
Mediterranean diet. As an illustration, for lipid 
profiles, the potential advantages of the 
Mediterranean Diet may be obscured by statins, 
which are recognized to effectively reduce LDL 
cholesterol levels.35,36 Based on our findings, 
hemoglobin values were higher in patients with 
high compliance with the Mediterranean diet. It 
has been previously reported that the 

Mediterranean diet increases iron absorption and 
retention.37 Oleic acid, polyphenols, and vitamin C 
are dietary components that increase iron 
bioavailability.38,39,40 

This study emphasizes the importance of a 
Mediterranean-style diet as a mediator of quality 
of life in coronary artery disease patients. 
However, it has some limitations. It does not 
explain causality because it has a cross-sectional 
design. Studies with longitudinal designs should 
be conducted to determine the direction of 
causality of the results. Being a single-center study 
limits the generalizability of the findings but 
increases the homogeneity of the sample. 
Especially due to the fact that all participants lived 
in the same geographical area, they are likely to 
have similar food accessibility. An additional 
weakness of the study is that there was no 
collection of data regarding the usage of 
medications. Antihypertensive, statin, and 
antidiabetic medicines can all have a direct impact 
on biochemical indicators like blood pressure, 
lipid profile, and HbA1c levels, as well as patient 
quality of life. This deficiency restricts the 
evaluation of dietary effects and hinders the 
management of possible confounding variables. 
Moreover, although the validated MEDAS scale 
was employed to evaluate adherence to the 
Mediterranean diet, a comprehensive analysis of 
dietary intake at the item level, concentrating on 
specific food components such as olive oil, 
seafood, legumes, and processed meats, was not 
conducted. This limits our capacity to identify 
which diet components most affect cardiovascular 
results and quality of life. Finally, the study 
contained self-reported outcomes, which could 
result in recollection and social desirability bias. 
However, collecting the data by face-to-face 
interviews by trained health professionals 
increased the accuracy of the information. 

5. CONCLUSION 

According to our results, adherence to a 
Mediterranean diet is associated with emotional 
and physical quality of life in coronary artery 
disease patients. Improvements in lipid profile 
and blood pressure regulation did not mediate this 
relationship. Further studies are needed to 
evaluate mediating factors. HbA1c levels 
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negatively affected quality of life. Glycemic control 
seems to be important for patients. Therefore, we 
recommend that glucose monitoring and control 
strategies be included in patients' treatment plans. 
Furthermore, patients should be made aware of 
the importance of a healthy diet to control disease 
progression and improve quality of life. In future 
studies, a more detailed assessment of dietary 
intake and analysis of individual nutrients will aid 
in determining which Mediterranean diet 
components have a greater impact on quality of 
life and contribute to the development of targeted 
nutritional recommendations in patients with 
coronary artery disease. 
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