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KEYWORDS Abstract Background and aims: Familial Hypercholesterolemia (FH) is characterized by elevated
Hyperliproteinemia LDL-cholesterol (LDL-C) and high atherosclerosis risk. The impact of different dietary patterns on
type II; atherosclerosis biomarkers has been poorly studied in FH.

Cardiovascular This study verified the association of adherence to a Mediterranean diet with biomarkers of
diseases; dyslipidemia and low-grade inflammation in molecularly proven FH adults from Brazil (BR)
Familial hypercholes- and Spain (SP).

terolemia: Methods and results: In this cross-sectional study adherence to the Mediterranean diet was as-
Cholesterol; sessed by a validated score and generalized estimating equations were used to evaluate its asso-

ciation with plasma LDL-C, apolipoprotein-B (ApoB) and high sensitivity C-reactive protein (hs-
CRP) concentrations. We included 92 (mean age 45 years, 58.7% females) and 98 FH individuals
(mean age 46.8 years, 60.2% females) respectively from BR and SP. FH causing variants did not
differ between countries. LDL-C, ApoB and hs-CRP concentrations were higher in BR than in
SP: 179 (135—250) and 161 (133—193) mg/dL; 141 (109—181) and 103 (88—134) mg/dL; and
1.6 (0.8—4.0) and 0.8 (0.4—1.5) mg/L respectively (all p < 0.001). Most of BR had low adherence
(n = 77, 83.7%), while the majority of SP were divided into moderate (n = 35, 35.7%) and strong
adherence to the Mediterranean diet (n = 37, 37.8%), p < 0.001. There was a significant inverse
association of adherence to the Mediterranean diet score with higher LDL-C, ApoB, and hs-CRP
after adjusting for socio economic parameters, caloric and fatty acid intakes as well as pharma-
cological lipid lowering therapies.

Conclusions: Higher adherence to a Mediterranean diet was associated with better dyslipidemia
and low-grade inflammation profiles in FH.
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Introduction

Familial hypercholesterolemia (FH) is a genetic autosomal
dominant disorder characterized by reduction in the
removal from plasma of low-density lipoprotein (LDL)
and is associated with early atherosclerotic cardiovascular
disease (ASCVD) onset [1]. In addition to pharmacological
LDL-cholesterol (LDL-C) lowering therapies, dietary pat-
terns associated with lower risk of ASCVD are recom-
mended for individuals with FH [2]. Adequacy of eating
habits may not only help reduce high concentrations of
LDL-C [3], the most important causative factor of
atherosclerosis in FH [4], but also influence additional risk
factors, such as hypertension, obesity and type 2 diabetes
[5]. In addition, diet may modulate pro-atherogenic
mechanisms, such as oxidative stress, inflammation and
endothelial dysfunction and therefore could prevent
development of ASCVD.

The Mediterranean diet as followed in Spain among
other countries has been associated with lower ASCVD risk
[6]. This diet characterized by a high consumption of fats,
especially monounsaturated fatty acids derived from olive
oil as its major source of fat and foods derived from high-
fiber plants contrasts to the classic saturated-fat restricted
cholesterol-lowering diet [5,7] as recommended in Brazil
and other countries in the Americas.

Recently Antoniazzi et al., [8]. studied the association
of dietary components with dyslipidemia and low-grade
inflammation biomarkers in molecularly confirmed FH
individuals from Brazil (BR) [9] and Spain (SP) [10]. In
that study greater consumption of monounsaturated and
polyunsaturated fats and their ratios to saturated fats
were associated with lower concentrations of plasma
LDL-C, apolipoprotein B (ApoB) as well as high sensitivity
C reactive protein (hs-CRP) even after adjustment for
pharmacological therapies [8]. On the other hand, greater
consumption of carbohydrates was associated with
higher hs-CRP levels. That study suggested a greater
benefit of components of a Mediterranean diet than
simple restriction of saturated fats alone in dyslipidemia
and inflammation profiles of FH individuals. Considering
that, and the fact that dietary patterns are much more
representative of the impact of diet rather than its com-
ponents [5], the present study aimed to test the associ-
ation of the degree of adherence to the Mediterranean
diet with dyslipidemia and low-grade inflammation bio-
markers in molecularly characterized heterozygous FH
individuals participating in cascade screening programs
from BR and SP.

Methods
Study design

As previously described [8] this is a multicenter cross-
sectional study evaluating dietary patterns of Brazilian
and Spanish individuals with molecularly confirmed FH
who participated, respectively, in the Genetic Screening
Program for Familial Hypercholesterolemia (Hipercol

Brasil) and the Spanish Study of Familial Hypercholester-
olemia - (SAFEHEART). The study subjects were followed
up respectively at a tertiary cardiology center in BR
(InCor-HCFMUSP) and in primary and specialized care
facilities in SP. To calculate the study sample size a 10%
hypothetical difference in LDL-C concentration between
BR and SP was predicted considering the differences in
dietary patters between the 2 countries and mean LDL-C
at screening of 170 mg/dL (&standard deviation of
60 mg/dL). The level of significance and the study power
were established, respectively, at 5% and 80%. These pre-
mises generated the number of 90 subjects to be included
in either BR or SP groups.

Adults (>20 years old) of both sexes presenting FH
pathogenic or possibly pathogenic LDL receptor genetic
(LDLR) variants, who agreed to participate and signed an
informed consent, were included in the study from
October 2013 to October 2016. Pregnant women, patients
with homozygous FH, individuals with thyroid disorders,
cancer, heart failure, liver disease and those whose ques-
tionnaires were incomplete were excluded.

Initially, 249 individuals undergoing cascade screening
in Brazil were analyzed. Of these, 92 (36.9%) had a
confirmed defect in the LDLR and were included in the
study. BR subjects were matched for age, sex and body
mass index (BMI) with Spanish individuals.

This study was approved by the Commission and Ethics
for Research Project Analysis - CAPPesq of Hospital das
Clinicas da FMUSP (CAAE: 46269815.1.0000.0068, num-
ber: 1,172,951).

Data collection

Study subjects with clinical suspicion of FH were evaluated
in the first consultation of the genetic cascade screening
programs, when molecular diagnosis was unknown. Data
collection on socio-demographic characteristics, medical
and personal history and pharmacological treatment was
carried out using standardized questionnaires for both
countries [9,11]The following information was collected:
age, sex, education (without formal education, primary,
secondary or university level), smoking (smoker, ex-
smoker, never smoked), referred diagnosis of type 2 dia-
betes and hypertension, current and previous pharmaco-
logical treatment for hypercholesterolemia, history of
coronary heart disease (angina pectoris, myocardial
infarction and surgical or percutaneous coronary revas-
cularization), peripheral artery disease and ischemic
stroke. An early cardiovascular event was considered if
occurring before the age of 55 and 65 years respectively for
men and women. The level of physical activity was
measured using the International Physical Activity Ques-
tionnaire - IPAQ and classified as very active, active or
insufficiently active [12]. Pharmacological treatment was
classified as effective for FH if it had the power to reduce
LDL-C > 50% as previously described [13].

Blood pressure measurements were performed twice
in a sitting position with a digital sphygmomanometer
and after a 5-min rest to calculate the mean value of

Please cite this article as: Antoniazzi L et al., Adherence to a Mediterranean diet, dyslipidemia and inflammation in familial hyper-
cholesterolemia, Nutrition, Metabolism & Cardiovascular Diseases, https://doi.org/10.1016/j.numecd.2021.04.006




Adherence to a mediterranean diet, dyslipidemia and inflammation

3

systolic and diastolic pressures. The anthropometric
assessment included measures of waist circumference,
weight and height that enabled the calculation and
assessment of BMI.

Dietary assessment

To assess food intake, food frequency questionnaires (FFQ)
validated respectively for Brazil [14] and Spain [15] were
applied. Food composition tables for each country were
used to calculate the values of energy and nutrients, based
on the quantities collected by the FFQ, applied in Hipercol
Brasil and SAFEHEART cascade screening programs
respectively. Individuals who had extreme caloric intakes,
<500 or> 3500 calories for women and <800 or> 4200
calories for men, were excluded from the analysis as a
previously recommended [16].

To evaluate adherence to the Mediterranean diet, 14
items of food consumption by Brazilian and Spanish in-
dividuals were scored as proposed by Estruch et al. [17,18],
which assigns 1 point for the desired response in each of
the items evaluated, as shown in Supplementary Table 1.
The score has a maximum value of 14 points, the higher
the score the greater the adherence to the Mediterranean
diet and therefore the following categories were consid-
ered: strong (score > 9 points), moderate (score 7—8
points) and poor (score < 6 points) adherence.

Genetic evaluation

Only individuals with LDLR variants were included in this
study. In BR, individuals with suspected FH had their
diagnosis confirmed as previously described [19] by means
of a genetic study with automatic sequencing of the pro-
moter region and the 18 exons, including the intronic
limits of the LDLR by next generation sequencing and
Multiplex Ligation-dependent Probe Amplification (MLPA)
if necessary. In SP, the molecular diagnosis was performed
using the LIPOchip array platform followed if necessary, by
gene sequencing and or adapted quantitative multiplex
PCR methodology (QMFSP) or MLPA as previously
described [10]. All variants were verified using Mutalyzer v
2.0. The molecular defects of the LDLR in both populations
were classified as defective and negative, respectively,
according to the JOJO genetics database (https://www.
jojogenetics.nl/wp/).

Biochemical analyzes

Similar procedures were performed in BR and SP. Blood
samples were collected, and plasma and serum samples
were placed in Eppendorf tubes and stored at —80 °C until
biochemical analyzes were performed in central labora-
tories. In BR most individuals were not fasting, differently
from SP therefore, to minimize the influence of the non-
fasting state on the triglycerides that would be used to
calculate LDL-C by the Friedewald formula, LDL-C was
determined by a direct enzymatic method. However, there
are no data available on total cholesterol and HDL-C and

triglycerides for this study. In SP, the serum LDL-C con-
centration was calculated using the Friedewald formula for
triglyceride levels up to 350 mg/dL. To minimize meth-
odological errors in relation to possible differences in LDL-
C determinations, ApoB concentrations were determined
in both countries by the same immunoturbidimetry
method (Roche laboratory). For the entire population
studied (n = 190), a significant 0.89 Spearman correlation
coefficient was encountered between LDL-C and ApoB
determinations. The high-sensitivity C-reactive protein
(hs-CRP) was determined by the same immunoturbidim-
etry in both countries, using Roche laboratory Kits.

For statistical purposes, the concentrations of LDL-C,
ApoB and hs-CRP were considered altered if greater than:
100 mg/dL, 130 mg/dL and 2 mg/L, respectively.

Statistical analysis

Since most continuous variables did not exhibit Gaussian
distribution (Kolmogorov—Smirnov test), they were pre-
sented as medians and interquartile intervals (IQR), cor-
responding to the 25th and 75th percentiles, respectively.
Categorical variables were presented in absolute
numbers and percentages (%). The Kruskal Wallis test was
used to compare the medians of continuous variables.
The Chi [2] test was used to check for differences be-
tween categorical variables. Due to the non-Gaussian
distribution of the hs-CRP values, this variable was
transformed and used on a base 10 logarithmic scale for
the regression models. The nutrients and dependent
variables were normalized by one standard deviation
(SD) in the linear regression analyzes.

Generalized estimation equations (GEE) considering the
country as a group variable and adjusted for pharmaco-
logical treatment (untreated, treated with low doses,
treated with effective doses), type of LDLR variant (defec-
tive or negative), smoking, education, physical activity
status, BMI and caloric intake were used to assess the as-
sociation between dietary patterns and the dependent
variables (LDL-C, ApoB and hs-CRP).

For linear regressions with the Mediterranean diet
adherence score as a continuous variable, two different
models were used:

Model 1 - pharmacological treatment (untreated,
treated with low doses, treated with effective doses), type
of LDLR variant (defective or null), smoking, education,
physical activity, BMI and caloric intake.

Model 2 - pharmacological treatment (untreated,
treated with low doses, treated with effective doses), type
of LDLR variant (defective or null), smoking, education,
physical activity, BMI and fatty acid (saturated, mono-
unsaturated and polyunsaturated) intake.

The same adjustment variables of the two models
mentioned above were used in the logistic regression
model that tested association with the Mediterranean diet
adherence categories. The category of poor adherence to
the Mediterranean diet (score < 6 points) was considered
as reference, compared to moderate and strong adherence.
In all tests, the level of significance considered was 5%.
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Statistical analyzes were performed using SPSS 20.0 and
Stata 13.1 software.

Results

Table 1 shows the socio-demographic and clinical charac-
teristics of participants in BR (n = 92) and SP (n = 98). There
were no differences regarding age and sex but distinctions in
education levels (p = 0.001) and physical activity between
SP and BR (p < 0.001) were encountered. No differences
were seen on BMI, and frequencies of type 2 diabetes and
hypertension. Groups were also similar regarding LDLR var-
iants categorized as defective, negative or unclassified: 56.6%
(n = 52) and 54.1% (n = 53); 34.8% (n = 32) and 39.8%
(n = 39); and 8.7% (n = 8) and 6.1% (n = 6), respectively in
BR and SP (p = 0.671). There were no differences regarding
the current use of pharmacological treatment, however SP
had a greater use of ezetimibe (p = 0.002) and effective
pharmacological treatments to reduce LDL-C (p = 0.004). No
patient was in use of PCSK9 inhibitors.

Table 2 shows that the prevalence of previous coronary
heart disease events (p = 0.001) and peripheral artery
disease (p = 0.014) was higher in BR.

Table 3 shows that median values of LDL-C (p = 0.007),
ApoB (p < 0.001) and hs-CRP (p < 0.001) were higher in
BR. There were no differences in the proportions of

individuals with LDL-C> 100 mg/dL, but in BR there was a
greater number of subjects with ApoB>130 mg/dL
(p = 0.001) and hs-CRP> 2 mg/L (p = 0.001).

As previously shown [8] there were marked differences
in relation to the consumption of macronutrients
in the BR and ESP groups. There was a greater consump-
tion of calories (Kcal) 2137 (1779-2688) vs. 1673.0
(1494.0—1992.0), p < 0.001; protein (as % of energy) 20.0
(16.8—23.2) vs.18.6 (17.1-20.6), p = 0.031; carbohydrates
(as % of energy) 571 (51.4—62.1) vs. 42.5 (38.5—47.8),
p < 0.001; cholesterol (mg) 283.0 (224.0—367.0) vs. 189.0
(1520—225.0), p < 0.001 but a lower consumption of fats
(% of energy) 22.2 (19.0—26.5) vs. 38.3 (33.1-41.8),
p < 0.001 and fibers (g/1000 Kcal) 13.6 (10.4—18.4) vs. 16.6
(14.2—18.9), p = 0.001, in BR than in SP.

Table 4 shows food consumption according to adher-
ence to the Mediterranean diet. There were significant
differences on consumption of the dietary components
comprising the adherence score between BR and SP. The
most remarkable was the use of olive oil as the main
cooking fat source for almost all SP and none of BR in-
dividuals respectively (p < 0.001). In SP there was also a
higher consumption of sofrito preparations (olive oil-
based seasoning, p < 0.001), nuts (p = 0.023), vegeta-
bles (p = 0.001), fish and shellfish (p < 0.001), wine
(p 0.026) and sweet or carbonated beverages

Table 1 Socio-demographic and clinical characteristics of Brazilian (BR) and Spanish (SP) FH individuals.

Parameters

Age (years)

Sex

Male, % (n)

Female, % (n)

Education

No formal education, % (n)

Primary level, % (n)

Secondary level, % (n)

University level, % (n)

Physical Activity

Sedentary, % (n)

Moderate, % (n)

High, % (n)

Smoking

Active smoker % (n)

Ex-smoker, % (n)

Non-smoking, % (n)

Diabetes mellitus, % (n)

Hypertension, % (n)

BMI (kg/m?)

Normal weight (BMI 18.5—25), % (n)
Overweight (BMI 25—29.9), % (n)

Obesity (BMI > 30), % (n)

Waist circumference (cm)

Patients on prior statin use, % (n)

Patients on prior effective lipid lowering therapy, % (n)
Current on pharmacological treatment, % (n)
Current on use of ezetimibe, % (n)

Current on effective lipid lowering treatment, % (n)*

BR SP p
(n = 92) (n = 98)

45.0 (34.3-59.0) 46.8 (35.2—58.6) 0.661
413 (38) 39.8 (39) 0.832
58.7 (54) 60.2 (59)

33(3) 7.1(7) 0.001
17.6 (16) 26.5 (26)

341 (31) 48.0 (47)

45.1 (42) 18.4 (18)

435 (40) 12.2 (12) <0.001
35.9 (33) 60.2 (59)

20.7 (19) 27.6 (27)

6.5 (6) 6.1 (6) 0.073
17.4 (16) 31.6 (31)

76.1 (70) 62.2 (61)

8.7 (8) 5.1 (5) 0.327
26.1 (24) 15.3 (15) 0.066
26.1 (23.9-29.9) 26.0 (24.0-29.0) 0.698
37.0 (34) 32.7 (32) 0.647
402 (37) 46.9 (46)

228 (21) 20.4 (20)

91.2 (83.9-100.5) 88.0 (80.0—96.3) 0.079
58.7 (54) 84.7 (83) <0.001
15.2 (14) 26.5 (26) 0.056
84.8 (78) 90.8 (89) 0.203
228 (21) 43.9 (43) 0.002
38.0 (35) 59.2 (58) 0.004

Results presented in medians and interquartile ranges (IQR) — 25th and 75th percentiles — (Kruskal Wallis test) or absolute number and per-
centage (Chi-square test); WC = waist circumference; BMI = body mass index; Lipid lowering treatment was considered effective if medications

used could reduce LDL-C> 50%.
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Table 2 Previous cardiovascular events of Brazilian (BR) and Spanish (SP) FH individuals.
Parameters BR SP P
(n = 92) (n = 98)
Coronary Heart Disease, % (n) 21.7 (20) 5.1 (5) 0.001
Early cardiovascular event 15.2 (14) 6.1 (6) 0.041
Myocardial infarction, % (n) 14.1 (13) 3.1(3) 0.003
Angina pectoris, % (n) 214 (18) 3.1(3) <0.001
Surgical or percutaneous coronary revascularization, % (n) 10.9 (10) 4.1 (4) 0.073
Peripheral artery disease, % (n) 5.9 (5) (0)o 0.014
Ischemic stroke, % (n) 24(2) 2.0(2) 0.876
Absolute number and percentage (Chi-square test).
Table 3 Laboratory parameters of Brazilian (BR) and Spanish (SP) FH individuals.
Biochemical parameters BR SP p
(n =92 (n = 98)
LDL-C (mg/dL) 179 (135—250) 161 (134—193) 0.007
LDL-C > 100 mg/dL, % (n) 98 (90) 92 (90) 0.056
ApoB (mg/dL) 141 (109—181) 103 (88—134) <0.001
ApoB > 130 mg/dL, % (n) 63 (58) 26.5 (26) <0.001
hs-CRP (mg/L)* 1.6 (0.8—4.0) 0.8 (0.4—1.5) <0.001
hs-CRP > 2 mg/L, % (n)* 45.6 (42) 23.5(23) 0.001

Lipoprotein(a) mg/dL ** 28.8 (13.6—52.0)

19.0 (5.3—48.0)

Results presented in medians and interquartile ranges (IQR) — 25th and 75th; ApoB = apolipoprotein B; LDL-C = low density lipoprotein
cholesterol; hs-CRP = high sensitivity C-reactive protein; * hs-CRP- was measured in 88 (95.6%) individuals from BR and 94 (95.9%) from SP. **
available for n = 31 (36.7%) in BR and n = 98 (100%) in SP, statistical tests not performed.

Table 4 Food consumption assessed according to Mediterranean diet adherence score in Brazilian (BR) and Spanish (SP) FH patients.

Food consumption BR (92) SP (98) p

Olive oil as main cooking fat n (%) 0(0) 96 (98) <0.001

Olive oil > 4 tablespoon/day. n (%) 0(0) 7(7.1) 0.002

Vegetables > 2 servings/day. n (%) 9 (9.8) 29 (29.6) 0.001

Fruits> 3 servings/day. n (%) 34 (37.0) 16 (16.3) 0.001

Red meat, hamburger, or meat products 84 (91.3) 81 (82.7) 0.075
<1 serving/day. n (%)

Butter, margarine, or cream 55 (59.8) 98 (100) <0.001
<1 serving/day. n (%)

Sweet or carbonated beverages 69 (75.0) 85 (86.7) 0.038
<1 serving/day. n (%)

Wine > 3 glasses/week. n (%) 9 (9.8) 21(21.4) 0.026

Beans> 2 servings/week. n (%) 61 (66.3) 41 (41.8) 0.001

Fish or shellfish > 3 servings/week. n (%) 13 (14.1) 62 (63.3) <0.001

Commercial sweets or pastries 38 (41.3) 29 (29.6) 0.091
<3 times/week. n (%)

Nuts > 1 serving/week. n (%) 25(27.2) 42 (42.9) 0.023

Preferentially consume white meats n (%) 57 (62.0) 46 (46.9) 0.037

Preparations seasoned with sofrito 0(0) 96 (98) <0.001

>2 times/week. n (%)

(p = 0.038). Furthermore, in SP there was a greater
restricted consumption of other sources of fat like butter,
margarine or cream than in BR (p < 0.001). Brazilians on
the other hand had a greater consumption of white meats
(p = 0.037), fruits (p = 0.001) and beans (p = 0.001).
There were no differences regarding consumption of red
meat products, commercial sweets and pastries between
the groups.

Considering these differences, the median adherence to
Mediterranean diet score was higher in SP than in BR 7

(6—9) vs. 5 (4—6), p < 0.001. Most individuals of the BR
group were concentrated on the poor adherence category
(83.7%) while the majority of individuals on the SP group
were divided in moderate and strong adherence (73.4%,
p < 0.001 as shown in Fig. 1).

Table 5 shows the multivariate associations between
the Mediterranean diet adherence score and biochemical
parameters. There were independent inverse and statisti-
cally significant associations of the score points as a
continuous variable with LDL-C, ApoB and hs-CRP after
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Figure 1 Adherence to the Mediterranean diet in Brazilian (BR) and Spanish (SP) heterozygous FH patients.

Table 5 Multivariate association between adherence to the Mediterranean diet and biochemical parameters in the whole studied population.

Model 1 Model 2

B 95% CI P B 95% CI p
LDL-C (n = 190)
+1 point (continuous) —0.08 —0.15—-0.02 0.015 —0.07 —0.13—-0.02 0.005
7-8 points -0.21 -0.72—-0.30 0.411 -0.14 —0.65—-0.38 0.606
>9 points -0.30 -0.77-0.17 0.210 0.28 —0.66—-0.10 0.152
ApoB (n = 190)
+1 point (continuous) -0.14 -0.17—-0.10 <0.001 -0.12 —0.17—-0.07 <0.001
7-8 points -0.32 -0.76—0.12 0.156 -0.23 —0.78—0.31 0.404
>9 points —0.51 -1.00—-0.02 0.040 -0.48 —0.94—-0.01 0.044
hs-CRP (n = 182)
+1 point (continuous) —0.09 —0.12—-0.06 <0.001 —0.08 —0.10—-0.05 <0.001
7-8 points —0.09 -0.24-04 0.167 —0.01 —0.11—-0.08 0.770
>9 points -0.30 —0.48—-0.12 0.001 -0.27 —0.35—-0.18 <0.001

Model 1: linear regression adjusted for pharmacological treatment, type of LDLR variant, smoking, education, level of physical activity, BMI and

caloric intake.

Model 2: adjusted linear regression for pharmacological treatment, type of LDLR variant, smoking, education, level of physical activity, BMI and

fatty acid intake.

Significant differences considered with p < 0.05. ApoB = apolipoprotein B; LDL-C = low density lipoprotein cholesterol; hs-CRP = high

sensitivity C-reactive protein.

adjustment for confounders including caloric and fatty
acid intake. Scores of 7—8 points and >9 points reflecting
moderate and strong adherence to the Mediterranean diet
respectively were not associated with LDL-C concentra-
tions. On the other hand, strong adherence to the Medi-
terranean diet was independently and inversely associated
with ApoB and hs-CRP concentrations.

Discussion

This is the first study comparing dietary patterns of in-
dividuals with molecularly confirmed heterozygous FH
from different countries. Indeed, there were marked dif-
ferences between FH individuals from BR and SP with the
latter showing a lower ASCVD risk profile and greater
adherence to the Mediterranean diet. Of importance, there
was an inverse association of a score measuring adherence

to the Mediterranean diet with dyslipidemia and low-
grade inflammation biomarkers and strong dietary
adherence was associated with lower ApoB and hs-CRP
concentrations after adjustment for confounders.

Previously on the same population [8] we had
encountered that plasma concentrations of dyslipidemia
and low-grade inflammation biomarkers were associated
with dietary components e.g., fatty acids profile and fibers
despite the use of pharmacological LDL-C lowering thera-
pies, the mainstay treatment for FH [1]. In this study we
have expanded the findings to dietary patterns.

This study suggests that dietary patterns may play a
role in dyslipidemia and inflammation profiles even after
adjustment for strong confounders like pharmacological
treatment even in a disease with a robust autosomal
dominant genetic component like FH. Since dyslipidemia
and inflammation are risk factors for atherosclerosis it may
be possible that a Mediterranean style diet as followed in
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SP is superior to one low in saturated fat as the one rec-
ommended in BR in preventing atherosclerosis in FH in-
dividuals. Whether this is implicated with the greater
severity of ASCVD seen in BR individuals than in SP re-
mains to be determined.

Previous evidence from the same SAFEHEART registry
from which individuals from SP originated showed that FH
individuals had greater adherence to the Mediterranean
diet pattern than their unaffected relatives [11]. The
average score observed was 6.1 for men and 6.4 for
women. In the present study, the median of the adherence
score was 7 for the SP group, slightly above that observed
by Arroyo-Olivares et al. In addition, 35.7% of the SP group
had a moderate adherence score and 37.8% strong adher-
ence. In the study by Arroyo-Olivares et al. these per-
centages were lower, respectively, 31.8% and 10.2% for
men, and 35.7% and 12.5% for women. At any rate they
were all strikingly higher than the ones encountered in BR
patients were only 13.3% and 3.3% showed moderate and
strong adherence respectively.

The Mediterranean diet has been associated in several
studies with a reduced incidence of cardiovascular events
and mortality [6,17,20]. In the present study, increase in
adherence to the Mediterranean diet was negatively
associated with LDL-C and apoB, biomarkers of pro-
atherogenic lipoproteins, after adjustment for clinical,
socio-demographic, pharmacological treatment and
caloric and fatty acid intake.

Data from 3775 adults participating in the Hellenic
National Nutrition and Health Survey, showed that higher
adherence to the Mediterranean diet was associated with
lower LDL-C values (-6.39 mg/dL, 95% CI: —12.60, —0.17)
[21]. Estruch et al. in a sample from the PREDIMED study
found that intervention with a Mediterranean diet sup-
plemented with olive oil (n = 257) and nuts (n = 257)
reduced LDL-C by —5.8 mg/dL (95% CI —9.8 to —1.8) and
—3.80 mg/dL (95% CI —7.30 to —0.39), respectively in
comparison with controls [17]. On the other hand, a cross-
sectional study with 1290 participants in the Aragon
Workers Health Study cohort did not observe variation in
LDL-C according to quintiles of adherence to the Mediter-
ranean diet [22].

In the present study, in addition to the inverse associ-
ation observed between adherence to the Mediterranean
diet and LDL-C, a stronger relation was seen with ApoB.
Indeed, individuals categorized with strong adherence
showed a significant negative association with ApoB con-
centrations a fact not seen for LDL-C. This is important
since ApoB is a stronger marker of ASCVD risk than LDL-C
since it encompasses not only LDL particles but also other
pro-atherogenic lipoproteins like VLDL-remnants and IDL
[23]. This is particularly important since there were some
differences between BR and SP subjects regarding fasting
status, not followed by most BR group, and also on the
methods used to determine LDL-C, despite the high cor-
relation coefficient encountered between LDL-C and ApoB
concentrations. Indeed, there is evidence also from PRE-
DIMED that a Mediterranean diet reduces ApoB levels in

high cardiovascular risk individuals in comparison with a
low-fat diet [24].

If reduction in pro-atherogenic lipoproteins by a Med-
iterranean diet in comparison with a low saturated fat diet
is operational in prevention of ASCVD events in individuals
with FH it remains to be determined. In a randomized
controlled study with 7447 participants Estruch et al. [6]
compared the effects of a Mediterranean diet supple-
mented with extra virgin olive oil or with mixed nuts with
one with reduced fat content. After a mean follow-up of
4.8 years, Mediterranean diet groups were associated with
a 30% reduced relative risk of ASCVD events. In that study
however differences in clinical endpoints were not
ascribed to possible changes on lipid profile. This suggests
that other factors may be modulated by dietary patterns.

There is evidence that beneficial effects of the Medi-
terranean diet may come from olive oil, which is a food
that predominates in this type of diet and contains
antioxidant polyphenols, which together with other
components obtained synergistically in this diet pattern
could impact on a better anti-inflammatory profile and
improvement in endothelial function, independently
from the blood lipid profile [25,26]. In addition to the
beneficial composition of olive oil, mainly mono-
unsaturated fatty acids that may reduce either LDL-C or
its oxidation when substituted for saturated fatty acids
[27,28], its use in the Mediterranean cuisine improves the
extraction of bioactive compounds such as polyphenols
and carotenoids from the food matrix [29]. The beneficial
effects of the Mediterranean diet may be not only due to
consumption of certain foods, but also by use of culinary
techniques such as softrito (olive oil, garlic and tomatoes)
[29,30]. Carotenoids in tomatoes can also be transferred
to the oily fraction, due to their structure and solubility,
and this could improve their bioavailability. The presence
of these compounds in the oil fraction after the cooking
process indicates stability in the oil matrix, preventing
oxidation [31].

In the present study, a significant and inverse associa-
tion was observed, regardless of caloric and fatty acids
intake, between adherence to the Mediterranean diet and
hs-CRP. A strong adherence to the Mediterranean diet was
inversely associated with hs-CRP levels. This occurs even
after adjustment for statin and ezetimibe use, medications
that have been shown to reduce blood hs-CRP levels [32].
In a systematic review conducted by Fernandes et al. [33]
olive oil consumption showed a negative association with
hs-CRP values in studies that evaluated that component
within a Mediterranean diet pattern, reinforcing the syn-
ergistic effect of nutrients consumed in different dietary
patterns. In Italy a olive oil vegetable diet pattern was
associated with lower hs-CRP than a pasta, and meat and
egg, and sweet patterns [34]. A randomized study found
that a Mediterranean diet reduced hs-CRP levels in com-
parison with one reduced in fat in subjects with the
metabolic syndrome [35]. Finally, in the Women’s Health
Study moderate and strong adherence to a Mediterranean
diet pattern were associated with lower hs-CRP levels and
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most important ASCVD events in comparison with women
presenting low adherence [36].

Our study suggests that diet may indeed influence the
pro-atherogenic biomarker profile even in a disease with a
strong genetic effect as FH. Previously Pimstone et al. [37]
had encountered a less severe FH phenotype including
lipid profiles, in individuals living in rural China compared
to Chinese living in Canada, despite presenting similar
genetic variants. Part of these differences was attributed to
distinctions in diet between the 2 countries suggesting
that lifestyle may affect the FH phenotype.

This study has several limitations: i) Its cross-sectional
design does not allow showing causality, but only associ-
ations; ii) Different nutritional questionnaires were used,
however, they were validated for each population,
considering cultural and nutritional differences between
Brazil and Spain; iii) There were differences in the
methods of determining LDL-C between countries that
were minimized by the concomitant determination of
ApoB. In addition, HDL-C and triglycerides were not
determined in BR individuals, preventing further analysis
of the influence of diet on the entire lipid profile. On the
other hand, the well characterized molecular defects,
clinical and nutritional data and the robust statistical
methods reduce uncertainly of study results.

In conclusion, there were marked differences in dietary
patterns between individuals with FH from both countries.
The higher adherence to a Mediterranean-style diet was
associated with a more favorable profile of dyslipidemia
and low-grade inflammation biomarkers, this may have
clinical implications supporting the role of lifestyle in
preventing ASCVD in FH.

Declaration of competing interest

RDS has received honoraria related to consulting, research
and or speaker activities from: Abbott, Amgen, Aché, Astra
Zeneca, Esperion, GETZ Pharma, Kowa, Libbs, Merck, MSD,
Novo-Nordisk, Novartis, PTC Therapeutics, Pfizer, and
Sanofi. Others none to declare.

Acknowledgments

RDS is a recipient of a scholarship from the Conselho
Nacional de Pesquisa e Desenvolvimento Tecnologico
(CNPq) process # 303734/2018-3, Brazil.

Appendix A. Supplementary data

Supplementary data to this article can be found online at
https://doi.org/10.1016/j.numecd.2021.04.006.

References

[1] Defesche ]JC, Gidding SS, Harada-Shiba M, Hegele RA, Santos RD,
Wierzbicki AS. Familial hypercholesterolaemia. Nat Rev Dis Primers
2017;3:17093.

[2] Gidding SS, Champagne MA, de Ferranti SD, Defesche ], Ito MK,
Knowles JW, et al. The agenda for familial hypercholesterolemia: a

scientific statement from the American heart association. Circula-

tion 2015;132(22):2167-92.

Hennermann JB, Herwig ], Marz W, Asskali F, Bohles HJ. Lipid

and lipoprotein profiles in children with familial hyper-

cholesterolaemia: effects of therapy. Eur ] Pediatr 1998;157(11):

912-8.

Ference BA, Schunkert H, Watts GF, Boren ], Fazio S, Horton JD, et al.

Low-density lipoproteins cause atherosclerotic cardiovascular dis-

ease. 1. Evidence from genetic, epidemiologic, and clinical studies. A

consensus statement from the European Atherosclerosis Society

Consensus Panel. Eur Heart ] 2017;38(32):2459—72.

Van Horn L, Carson JA, Appel L], Burke LE, Economos C, Karmally W,

et al. Recommended dietary pattern to achieve adherence to the

American heart association/American college of cardiology

(AHA/ACC) guidelines: a scientific statement from the American

heart association. Circulation 2016;134(22):e505—29.

Estruch R, Ros E, Salas-Salvado ], Covas MI, Corella D, Aros F, et al.

Primary prevention of cardiovascular disease with a mediterranean

diet supplemented with extra-virgin olive oil or nuts. N Engl ] Med

2018;378(25):e34.

Grundy SM, Stone NJ, Bailey AL, Beam C, Britcher KK,

BLumenthal RS, et al. AHA/ACC/AACVPR/AAPA/ABC/ACPM/A-

DA/AGS/APhA/ASPC/NLA/PCNA guideline on the management of

blood cholesterol: a report of the American college of car-

diology/American heart association task force on clinical practice
guidelines. ] Am Coll Cardiol 2019 2018;73(24):e285—-350.

Antoniazzi L, Arroyo-Olivares R, Bittencourt MS, Tada MT, Lima I,

Jannes CE, et al. Association of dietary components with dyslipi-

demia and low-grade inflammation biomarkers in adults with

heterozygous familial hypercholesterolemia from different coun-
tries. Eur J Clin Nutr 2019;73(12):1622—5.

[9] Jannes CE, Santos RD, de Souza Silva PR, Turolla L, Gagliardi AC,
Marsiglia JD, et al. Familial hypercholesterolemia in Brazil: cascade
screening program, clinical and genetic aspects. Atherosclerosis
2015;238(1):101-7.

[10] Bourbon M, Alves AC, Alonso R, Mata N, Aguiar P, Padro T, et al.
Mutational analysis and genotype-phenotype relation in familial
hypercholesterolemia: the SAFEHEART registry. Atherosclerosis
2017;262:8—13.

[11] Arroyo-Olivares R, Alonso R, Quintana-Navarro G, Fuentes-
Jimenes F, Mata N, Muniz-Grijalvo O, et al. Adults with familial
hypercholesterolaemia have healthier dietary and lifestyle habits
compared with their non-affected relatives: the SAFEHEART study.
Publ Health Nutr 2019;22(8):1433—43.

[12] Lee PH, Macfarlane DJ, Lam TH, Stewart SM. Validity of the inter-
national physical activity questionnaire short form (IPAQ-SF): a
systematic review. Int ] Behav Nutr Phys Activ 2011;8:115.

[13] Perez de- Isla L, Alonso R, Watts GF, Mata N, Saltijeral A, Muniz O,
et al. Attainment of LDL cholesterol treatment goals in patients
with familial hypercholesterolemia at 5-year follow-up: SAFE-
HEART registry. ] Am Coll Cardiol 2016;67:1278—85.

[14] Sichieri R, Everhart JE. Validity of a Brazilian food frequency
questionnaire against dietary recalls and estimated energy intake.
Nutr Res 1998;18(10):1649—59.

[15] Vazquez C, Alonso R, Garriga M, de Cos A, de la Cruz JJ, Fuentes-
Jimenez F, et al. Validation of a food frequency questionnaire in
Spanish patients with familial hypercholesterolaemia. Nutr
Metabol Cardiovasc Dis: Nutr Metabol Cardiovasc Dis 2012;
22(10):836—42.

[16] Willett W. Nutritional epidemiology. 3rd ed. Oxford ; New York:
Oxford University Press; 2013.

[17] Estruch R, Martinez-Gonzalez MA, Corella D, Salas-Salvado ], Ruiz-
Gutierrez V, Covas M], et al. Effects of a Mediterranean-style diet
on cardiovascular risk factors: a randomized trial. Ann Intern Med
2006;145(1):1-11.

[18] Martinez-Gonzalez MA, Fernandez-Jarne E, Serrano-Martinez 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(11):
1550-2.

[19] Silva PRS, Jannes CE, Oliveira TGM, Miname MH, Rocha VZ,
Chacra AP, et al. Evaluation of clinical and laboratory parameters
used in the identification of index cases for genetic screening of
familial hypercholesterolemia in Brazil. Atherosclerosis 2017;263:
257-62.

E

[4

5

[6

(7

8

Please cite this article as: Antoniazzi L et al., Adherence to a Mediterranean diet, dyslipidemia and inflammation in familial hyper-
cholesterolemia, Nutrition, Metabolism & Cardiovascular Diseases, https://doi.org/10.1016/j.numecd.2021.04.006



https://doi.org/10.1016/j.numecd.2021.04.006
http://refhub.elsevier.com/S0939-4753(21)00174-5/sref1
http://refhub.elsevier.com/S0939-4753(21)00174-5/sref1
http://refhub.elsevier.com/S0939-4753(21)00174-5/sref1
http://refhub.elsevier.com/S0939-4753(21)00174-5/sref2
http://refhub.elsevier.com/S0939-4753(21)00174-5/sref2
http://refhub.elsevier.com/S0939-4753(21)00174-5/sref2
http://refhub.elsevier.com/S0939-4753(21)00174-5/sref2
http://refhub.elsevier.com/S0939-4753(21)00174-5/sref2
http://refhub.elsevier.com/S0939-4753(21)00174-5/sref3
http://refhub.elsevier.com/S0939-4753(21)00174-5/sref3
http://refhub.elsevier.com/S0939-4753(21)00174-5/sref3
http://refhub.elsevier.com/S0939-4753(21)00174-5/sref3
http://refhub.elsevier.com/S0939-4753(21)00174-5/sref3
http://refhub.elsevier.com/S0939-4753(21)00174-5/sref4
http://refhub.elsevier.com/S0939-4753(21)00174-5/sref4
http://refhub.elsevier.com/S0939-4753(21)00174-5/sref4
http://refhub.elsevier.com/S0939-4753(21)00174-5/sref4
http://refhub.elsevier.com/S0939-4753(21)00174-5/sref4
http://refhub.elsevier.com/S0939-4753(21)00174-5/sref4
http://refhub.elsevier.com/S0939-4753(21)00174-5/sref5
http://refhub.elsevier.com/S0939-4753(21)00174-5/sref5
http://refhub.elsevier.com/S0939-4753(21)00174-5/sref5
http://refhub.elsevier.com/S0939-4753(21)00174-5/sref5
http://refhub.elsevier.com/S0939-4753(21)00174-5/sref5
http://refhub.elsevier.com/S0939-4753(21)00174-5/sref5
http://refhub.elsevier.com/S0939-4753(21)00174-5/sref6
http://refhub.elsevier.com/S0939-4753(21)00174-5/sref6
http://refhub.elsevier.com/S0939-4753(21)00174-5/sref6
http://refhub.elsevier.com/S0939-4753(21)00174-5/sref6
http://refhub.elsevier.com/S0939-4753(21)00174-5/sref7
http://refhub.elsevier.com/S0939-4753(21)00174-5/sref7
http://refhub.elsevier.com/S0939-4753(21)00174-5/sref7
http://refhub.elsevier.com/S0939-4753(21)00174-5/sref7
http://refhub.elsevier.com/S0939-4753(21)00174-5/sref7
http://refhub.elsevier.com/S0939-4753(21)00174-5/sref7
http://refhub.elsevier.com/S0939-4753(21)00174-5/sref7
http://refhub.elsevier.com/S0939-4753(21)00174-5/sref8
http://refhub.elsevier.com/S0939-4753(21)00174-5/sref8
http://refhub.elsevier.com/S0939-4753(21)00174-5/sref8
http://refhub.elsevier.com/S0939-4753(21)00174-5/sref8
http://refhub.elsevier.com/S0939-4753(21)00174-5/sref8
http://refhub.elsevier.com/S0939-4753(21)00174-5/sref8
http://refhub.elsevier.com/S0939-4753(21)00174-5/sref9
http://refhub.elsevier.com/S0939-4753(21)00174-5/sref9
http://refhub.elsevier.com/S0939-4753(21)00174-5/sref9
http://refhub.elsevier.com/S0939-4753(21)00174-5/sref9
http://refhub.elsevier.com/S0939-4753(21)00174-5/sref9
http://refhub.elsevier.com/S0939-4753(21)00174-5/sref10
http://refhub.elsevier.com/S0939-4753(21)00174-5/sref10
http://refhub.elsevier.com/S0939-4753(21)00174-5/sref10
http://refhub.elsevier.com/S0939-4753(21)00174-5/sref10
http://refhub.elsevier.com/S0939-4753(21)00174-5/sref10
http://refhub.elsevier.com/S0939-4753(21)00174-5/sref11
http://refhub.elsevier.com/S0939-4753(21)00174-5/sref11
http://refhub.elsevier.com/S0939-4753(21)00174-5/sref11
http://refhub.elsevier.com/S0939-4753(21)00174-5/sref11
http://refhub.elsevier.com/S0939-4753(21)00174-5/sref11
http://refhub.elsevier.com/S0939-4753(21)00174-5/sref11
http://refhub.elsevier.com/S0939-4753(21)00174-5/sref12
http://refhub.elsevier.com/S0939-4753(21)00174-5/sref12
http://refhub.elsevier.com/S0939-4753(21)00174-5/sref12
http://refhub.elsevier.com/S0939-4753(21)00174-5/sref13
http://refhub.elsevier.com/S0939-4753(21)00174-5/sref13
http://refhub.elsevier.com/S0939-4753(21)00174-5/sref13
http://refhub.elsevier.com/S0939-4753(21)00174-5/sref13
http://refhub.elsevier.com/S0939-4753(21)00174-5/sref13
http://refhub.elsevier.com/S0939-4753(21)00174-5/sref14
http://refhub.elsevier.com/S0939-4753(21)00174-5/sref14
http://refhub.elsevier.com/S0939-4753(21)00174-5/sref14
http://refhub.elsevier.com/S0939-4753(21)00174-5/sref14
http://refhub.elsevier.com/S0939-4753(21)00174-5/sref15
http://refhub.elsevier.com/S0939-4753(21)00174-5/sref15
http://refhub.elsevier.com/S0939-4753(21)00174-5/sref15
http://refhub.elsevier.com/S0939-4753(21)00174-5/sref15
http://refhub.elsevier.com/S0939-4753(21)00174-5/sref15
http://refhub.elsevier.com/S0939-4753(21)00174-5/sref15
http://refhub.elsevier.com/S0939-4753(21)00174-5/sref16
http://refhub.elsevier.com/S0939-4753(21)00174-5/sref16
http://refhub.elsevier.com/S0939-4753(21)00174-5/sref17
http://refhub.elsevier.com/S0939-4753(21)00174-5/sref17
http://refhub.elsevier.com/S0939-4753(21)00174-5/sref17
http://refhub.elsevier.com/S0939-4753(21)00174-5/sref17
http://refhub.elsevier.com/S0939-4753(21)00174-5/sref17
http://refhub.elsevier.com/S0939-4753(21)00174-5/sref18
http://refhub.elsevier.com/S0939-4753(21)00174-5/sref18
http://refhub.elsevier.com/S0939-4753(21)00174-5/sref18
http://refhub.elsevier.com/S0939-4753(21)00174-5/sref18
http://refhub.elsevier.com/S0939-4753(21)00174-5/sref18
http://refhub.elsevier.com/S0939-4753(21)00174-5/sref18
http://refhub.elsevier.com/S0939-4753(21)00174-5/sref19
http://refhub.elsevier.com/S0939-4753(21)00174-5/sref19
http://refhub.elsevier.com/S0939-4753(21)00174-5/sref19
http://refhub.elsevier.com/S0939-4753(21)00174-5/sref19
http://refhub.elsevier.com/S0939-4753(21)00174-5/sref19
http://refhub.elsevier.com/S0939-4753(21)00174-5/sref19

Adherence to a mediterranean diet, dyslipidemia and inflammation

[20] Becerra-Tomas N, Blanco Mejia S, Viguiliouk E, Khan T,
Kendall CWC, Kahleova H, et al. Mediterranean diet, cardiovas-
cular disease and mortality in diabetes: a systematic review and
meta-analysis of prospective cohort studies and randomized
clinical trials. Crit Rev Food Sci Nutr 2020;60(7):1207—27.

[21] Magriplis E, Panagiotakos D, Mitsopoulou AV, Karageorgou D,
Bakogianni I, Dimakopoulos I, et al. Prevalence of hyperlipidaemia
in adults and its relation to the mediterranean diet: the hellenic
national nutrition and Health Survey (HNNHS). Eur ] Prev Cardiol
2019;26(18):1957—67.

[22] Penalvo JL, Oliva B, Sotos-Prieto M, Uzhova I, Moreno-Franco B,
Leon-Latre M, et al. Greater adherence to a Mediterranean dietary
pattern is associated with improved plasma lipid profile: the
Aragon Health Workers Study cohort. Rev Esp Cardiol 2015;68(4):
290-7.

[23] Sniderman AD, Thanassoulis G, Glavinovic T, Navar AM,
Pencina M, Catapano A, et al. Apolipoprotein B particles and car-
diovascular disease: a narrative review. JAMA Cardiol 2019;4(12):
1287-95.

[24] Sola R, Fito M, Estruch R, Salas-Salvado ], Corella D, de La Torre R,
et al. Effect of a traditional Mediterranean diet on apolipoproteins
B, A-1, and their ratio: a randomized, controlled trial. Atheroscle-
rosis 2011;218(1):174—80.

[25] Ditano-Vazquez P, Torres-Pena JD, Galeano-Valle F, Perez-
Caballero Al, Damelo-Rodriguez P, Lpez-Miranda ], et al. The fluid
aspect of the mediterranean diet in the prevention and manage-
ment of cardiovascular disease and diabetes: the role of poly-
phenol content in moderate consumption of wine and olive oil.
Nutrients 2019;11(11).

[26] Soriguer F, Garcia-Escobar E, Morcillo S, Garcia-Fuentes E, Rodri-
gues de Fonseca F, Oliveira G, et al. Mediterranean diet and the
Spanish paradox. A hypothesis. Med Hypotheses 2013;80(2):
150-5.

[27] Mensink RP, Katan MB. Effect of dietary fatty acids on serum lipids
and lipoproteins. A meta-analysis of 27 trials. Arterioscler Thromb
1992;12(8):911-9. a journal of vascular biology/American Heart
Association.

[28] Mata P, Varela O, Alonso R, Lahoz C, de Oya M, Badimon L.
Monounsaturated and polyunsaturated n-6 fatty acid-enriched
diets modify LDL oxidation and decrease human coronary
smooth muscle cell DNA synthesis. Arterioscler Thromb Vasc Biol
1997;17(10):2088—95.

[29]

(30]

(31]

(32]

(33]

(34]

(35]

(36]

(37]

Rinaldi de Alvarenga JF, Quifer-Rada P, Francetto Juliano F, Hur-
tado-Barroso S, Illan M, Torrado-Prat X, et al. Using extra virgin
olive oil to cook vegetables enhances polyphenol and carotenoid
Extractability: a study applying the sofrito technique. Molecules
2019;24(8).

Rinaldi de Alvarenga JF, Quifer-Rada P, Westrin V, Hurtado-
Barroso S, Torrado-Prat X, Lamuela-Raventos RM. Mediterranean
sofrito home-cooking technique enhances polyphenol content in
tomato sauce. ] Sci Food Agric 2019;99(14):6535—45.

Covas MI, Nyyssonen K, Poulsen HE, Kaikkonem ], Zunft HJ,
Kiesewetter H, et al. The effect of polyphenols in olive oil on heart
disease risk factors: a randomized trial. Ann Intern Med 2006;
145(5):333—-41.

Kinlay S. Low-density lipoprotein-dependent and -independent
effects of cholesterol-lowering therapies on C-reactive protein: a
meta-analysis. ] Am Coll Cardiol 2007;49(20):2003-9.

Fernandes ], Fialho M, Santos R, Peixoto-Placido C, Madeira T,
Souza-Santos N, et al. Is olive oil good for you? A systematic re-
view and meta-analysis on anti-inflammatory benefits from reg-
ular dietary intake. Nutrition 2020;69:110559.

Centritto F, lacoviello L, di Giuseppe R, De Curtis A, Costanzo S,
Zito F, et al. Dietary patterns, cardiovascular risk factors and C-
reactive protein in a healthy Italian population. Nutr Metabol
Cardiovasc Dis: Nutr Metabol Cardiovasc Dis 2009;19(10):
697—706.

Esposito K, Marfella R, Ciotola M, Di Palo C, Giugliano F,
D’Armiento M, et al. Effect of a mediterranean-style diet on
endothelial dysfunction and markers of vascular inflammation in
the metabolic syndrome: a randomized trial. Jama 2004;292(12):
1440—6.

Ahmad S, Moorthy MV, Demler OV, Hu FB, Ridker PM,
Chasman DL, et al. Assessment of risk factors and biomarkers
associated with risk of cardiovascular disease among women
consuming a mediterranean diet. JAMA Netw Open 2018;1(8):
e185708.

Pimstone SN, Sun XM, du Souich C, Frohlich JJ, Hayden MR,
Soutar AK. Phenotypic variation in heterozygous familial hy-
percholesterolemia: a comparison of Chinese patients with
the same or similar mutations in the LDL receptor gene in
China or Canada. Arterioscler Thromb Vasc Biol 1998;18(2):
309-15.

Please cite this article as: Antoniazzi L et al., Adherence to a Mediterranean diet, dyslipidemia and inflammation in familial hyper-
cholesterolemia, Nutrition, Metabolism & Cardiovascular Diseases, https://doi.org/10.1016/j.numecd.2021.04.006



http://refhub.elsevier.com/S0939-4753(21)00174-5/sref20
http://refhub.elsevier.com/S0939-4753(21)00174-5/sref20
http://refhub.elsevier.com/S0939-4753(21)00174-5/sref20
http://refhub.elsevier.com/S0939-4753(21)00174-5/sref20
http://refhub.elsevier.com/S0939-4753(21)00174-5/sref20
http://refhub.elsevier.com/S0939-4753(21)00174-5/sref20
http://refhub.elsevier.com/S0939-4753(21)00174-5/sref21
http://refhub.elsevier.com/S0939-4753(21)00174-5/sref21
http://refhub.elsevier.com/S0939-4753(21)00174-5/sref21
http://refhub.elsevier.com/S0939-4753(21)00174-5/sref21
http://refhub.elsevier.com/S0939-4753(21)00174-5/sref21
http://refhub.elsevier.com/S0939-4753(21)00174-5/sref21
http://refhub.elsevier.com/S0939-4753(21)00174-5/sref22
http://refhub.elsevier.com/S0939-4753(21)00174-5/sref22
http://refhub.elsevier.com/S0939-4753(21)00174-5/sref22
http://refhub.elsevier.com/S0939-4753(21)00174-5/sref22
http://refhub.elsevier.com/S0939-4753(21)00174-5/sref22
http://refhub.elsevier.com/S0939-4753(21)00174-5/sref22
http://refhub.elsevier.com/S0939-4753(21)00174-5/sref23
http://refhub.elsevier.com/S0939-4753(21)00174-5/sref23
http://refhub.elsevier.com/S0939-4753(21)00174-5/sref23
http://refhub.elsevier.com/S0939-4753(21)00174-5/sref23
http://refhub.elsevier.com/S0939-4753(21)00174-5/sref23
http://refhub.elsevier.com/S0939-4753(21)00174-5/sref24
http://refhub.elsevier.com/S0939-4753(21)00174-5/sref24
http://refhub.elsevier.com/S0939-4753(21)00174-5/sref24
http://refhub.elsevier.com/S0939-4753(21)00174-5/sref24
http://refhub.elsevier.com/S0939-4753(21)00174-5/sref24
http://refhub.elsevier.com/S0939-4753(21)00174-5/sref25
http://refhub.elsevier.com/S0939-4753(21)00174-5/sref25
http://refhub.elsevier.com/S0939-4753(21)00174-5/sref25
http://refhub.elsevier.com/S0939-4753(21)00174-5/sref25
http://refhub.elsevier.com/S0939-4753(21)00174-5/sref25
http://refhub.elsevier.com/S0939-4753(21)00174-5/sref25
http://refhub.elsevier.com/S0939-4753(21)00174-5/sref26
http://refhub.elsevier.com/S0939-4753(21)00174-5/sref26
http://refhub.elsevier.com/S0939-4753(21)00174-5/sref26
http://refhub.elsevier.com/S0939-4753(21)00174-5/sref26
http://refhub.elsevier.com/S0939-4753(21)00174-5/sref26
http://refhub.elsevier.com/S0939-4753(21)00174-5/sref27
http://refhub.elsevier.com/S0939-4753(21)00174-5/sref27
http://refhub.elsevier.com/S0939-4753(21)00174-5/sref27
http://refhub.elsevier.com/S0939-4753(21)00174-5/sref27
http://refhub.elsevier.com/S0939-4753(21)00174-5/sref27
http://refhub.elsevier.com/S0939-4753(21)00174-5/sref28
http://refhub.elsevier.com/S0939-4753(21)00174-5/sref28
http://refhub.elsevier.com/S0939-4753(21)00174-5/sref28
http://refhub.elsevier.com/S0939-4753(21)00174-5/sref28
http://refhub.elsevier.com/S0939-4753(21)00174-5/sref28
http://refhub.elsevier.com/S0939-4753(21)00174-5/sref28
http://refhub.elsevier.com/S0939-4753(21)00174-5/sref29
http://refhub.elsevier.com/S0939-4753(21)00174-5/sref29
http://refhub.elsevier.com/S0939-4753(21)00174-5/sref29
http://refhub.elsevier.com/S0939-4753(21)00174-5/sref29
http://refhub.elsevier.com/S0939-4753(21)00174-5/sref29
http://refhub.elsevier.com/S0939-4753(21)00174-5/sref30
http://refhub.elsevier.com/S0939-4753(21)00174-5/sref30
http://refhub.elsevier.com/S0939-4753(21)00174-5/sref30
http://refhub.elsevier.com/S0939-4753(21)00174-5/sref30
http://refhub.elsevier.com/S0939-4753(21)00174-5/sref30
http://refhub.elsevier.com/S0939-4753(21)00174-5/sref31
http://refhub.elsevier.com/S0939-4753(21)00174-5/sref31
http://refhub.elsevier.com/S0939-4753(21)00174-5/sref31
http://refhub.elsevier.com/S0939-4753(21)00174-5/sref31
http://refhub.elsevier.com/S0939-4753(21)00174-5/sref31
http://refhub.elsevier.com/S0939-4753(21)00174-5/sref32
http://refhub.elsevier.com/S0939-4753(21)00174-5/sref32
http://refhub.elsevier.com/S0939-4753(21)00174-5/sref32
http://refhub.elsevier.com/S0939-4753(21)00174-5/sref32
http://refhub.elsevier.com/S0939-4753(21)00174-5/sref33
http://refhub.elsevier.com/S0939-4753(21)00174-5/sref33
http://refhub.elsevier.com/S0939-4753(21)00174-5/sref33
http://refhub.elsevier.com/S0939-4753(21)00174-5/sref33
http://refhub.elsevier.com/S0939-4753(21)00174-5/sref34
http://refhub.elsevier.com/S0939-4753(21)00174-5/sref34
http://refhub.elsevier.com/S0939-4753(21)00174-5/sref34
http://refhub.elsevier.com/S0939-4753(21)00174-5/sref34
http://refhub.elsevier.com/S0939-4753(21)00174-5/sref34
http://refhub.elsevier.com/S0939-4753(21)00174-5/sref34
http://refhub.elsevier.com/S0939-4753(21)00174-5/sref35
http://refhub.elsevier.com/S0939-4753(21)00174-5/sref35
http://refhub.elsevier.com/S0939-4753(21)00174-5/sref35
http://refhub.elsevier.com/S0939-4753(21)00174-5/sref35
http://refhub.elsevier.com/S0939-4753(21)00174-5/sref35
http://refhub.elsevier.com/S0939-4753(21)00174-5/sref35
http://refhub.elsevier.com/S0939-4753(21)00174-5/sref36
http://refhub.elsevier.com/S0939-4753(21)00174-5/sref36
http://refhub.elsevier.com/S0939-4753(21)00174-5/sref36
http://refhub.elsevier.com/S0939-4753(21)00174-5/sref36
http://refhub.elsevier.com/S0939-4753(21)00174-5/sref36
http://refhub.elsevier.com/S0939-4753(21)00174-5/sref37
http://refhub.elsevier.com/S0939-4753(21)00174-5/sref37
http://refhub.elsevier.com/S0939-4753(21)00174-5/sref37
http://refhub.elsevier.com/S0939-4753(21)00174-5/sref37
http://refhub.elsevier.com/S0939-4753(21)00174-5/sref37
http://refhub.elsevier.com/S0939-4753(21)00174-5/sref37
http://refhub.elsevier.com/S0939-4753(21)00174-5/sref37

	Adherence to a Mediterranean diet, dyslipidemia and inflammation in familial hypercholesterolemia
	Introduction
	Methods
	Study design
	Data collection
	Dietary assessment
	Genetic evaluation
	Biochemical analyzes
	Statistical analysis

	Results
	Discussion
	Declaration of competing interest
	Acknowledgments
	References


