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Abstract: Osteoporosis represent a widespread public health problem. The management and preven-
tion of osteoporosis and related low energy fractures start with a correct lifestyle and proper nutrition.
Several different nutrients are essential for bone and mineral metabolism, especially calcium. Nev-
ertheless, a well-balanced nutrition, such as Mediterranean diet (MD), proved to be beneficial for
several chronic diseases and also fragility fractures resulted lower in the Mediterranean area. A
prospective observational study in a population of two hundred peri- and post-menopausal women
(aged 30–80 years) was developed at Careggi hospital, Florence. Both MD adherence and dietary
calcium intake were evaluated in occasion of a “first visit” and a “follow-up” visit, through validated
questionnaires. From a descriptive point of view, although not statistically significant, in both visits
a slight increase in calcium intake was observed for high adherence to MD diet. Moreover, a short
nutritional interview (20 min) was applied in our population and demonstrated to be sufficient to
significantly improve MD adherence level (mean score at T0 = 6.98 ± 1.74 and T1 = 7.53 ± 1.68),
opening promising paths in osteoporosis prevention.
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1. Introduction

Osteoporosis (OP) and fragility fractures represent a public health problem in western
countries, involving a large part of the population and steadily increasing worldwide. In
fact, OP is a chronic condition that can require long-term management, and the World
Health Organization (WHO) describes it as a “progressive systemic skeletal disease char-
acterized by low bone mass and microarchitectural deterioration of bone tissue, with a
consequent increase in bone fragility and susceptibility to fracture” [1].

Globally, OP affects over 200 million individuals. Hernlund E. et al. reported in 2010
that, in the European Union, approximately 6% of men and 21% of women aged 50–84
years have osteoporosis, affecting 27.6 million men and women [2].

In Italy, it is estimated that there are about 3.5 million women and 1 million men
suffering from OP. Given that the percentage of the Italian population over 65 years of age
will increase by 25% over the next 20 years, we can expect a proportional increase in the
incidence of osteoporosis [3].

Low-energy fractures, typical of osteoporosis, represent the main clinical evidence of
disease progression. Major fragility fractures (especially hip fracture) increase mortality
risk in all ages, and in older age also minor fractures increase the risk [4].

Tarantino et al., in their study based on a three-year multicenter survey, estimated
that in Italy there is an annual incidence of 410,000 new hip, humeral, wrist, ankle, and
vertebral fragility fractures. The authors observed that about 70% of the overall fractures
observed during the study period occurred in persons aged older than 65 years, and 87%
were classified as fragility fractures [5].
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Management and prevention of osteoporosis and related low energy fractures starts
with a correct lifestyle, that includes smoking abstention, daily physical activity, low alcohol
consumption and proper nutrition. In this manuscript, we will analyze the relationship
between Mediterranean diet, calcium intake and bone health. The results from a prospective
cohort study, considering a population of peri- and post-menopausal women, will be
reported, in order to clarify the relationship between diet and bone health, with the aim to
examine Mediterranean diet adherence level and dietary calcium intake.

Background

Diet is of critical interest in osteoporosis because it is one of the few safely modifiable
risk factors. Healthy, well-balanced nutrition can play an important role in the prevention
and pathogenesis of osteoporosis, and in support of pharmacological therapy [6]. Several
factors contribute to the development of osteoporosis in post-menopausal women, among
which, low-grade inflammation, poor dietary habits, and sedentary and unhealthy lifestyles,
such as smoking and alcohol consumption [7,8].

Calcium is the main actor in bone health. It is the principal component of the miner-
alized bone matrix where more than 99% of the total body calcium is contained; its key
role in maintaining bone health throughout life has been recognized by many studies. An
optimal dietary calcium intake is necessary for bone health at all stages of life: In children
and adolescents to contribute to the formation of a healthy skeleton, and in adults and the
older adults to allow the maintenance of adequate bone mass [9,10]. Dietary requirements
for calcium are determined by the need for bone development and maintenance; therefore,
Recommended Dietary Allowance for Calcium varies throughout life. As stated both at
the international level by the Institute of Medicine of the National Academy of Sciences
(IOM) [11], and at the Italian level by the Reference Levels of Nutrients and energy intake
for the Italian population (LARN, Livelli di Assunzione di Riferimento di Nutrienti ed
energia per la popolazione italiana) (Tb.1) [12], the recommended daily requirements of
calcium are 1000 mg for adults (male and female) and 1200 mg for subjects older than 65
years, teens, and those who suffer from osteoporosis.

Nutritional intake is the preferred method for calcium acquisition, because it allows the
introduction of small quantities of the mineral throughout the day. This way, its absorption
is optimized, avoiding oscillator spikes that could lead to cardiovascular complications [13].

Although dietary calcium intake is essential for skeletal health, a recent review by the
International Osteoporosis Foundation (IOF) showed that, in 74 countries around the world,
average calcium intake ranges between 175 and 1233 mg/day, with values sometimes much
lower than those recommended for the adult population. Only in northern Europe do the
average values exceed 1000 mg per day [14]. In Italy, the 2005–2006 INRAN-SCAI study on
women and men aged from 18 to 65 years reported that the average calcium intake in the
male population was 799 ± 337 mg/day, while for the female population it was 730 ± 277
mg/day, both below the LARN recommendations for adults [15].

Over the last 20 years, numerous epidemiologic and experimental studies in nutrition
have focused on the Mediterranean Diet (MD), because it is well-known for its health bene-
fits and protection against several chronic western diseases (cardiovascular and metabolic
diseases) [16,17].

The incidence of OP and fragility fractures is very variable in the countries of the Eu-
ropean Union, but it has been observed that it is lower in the Mediterranean area [18]. The
CHANCES project [19], the EPIC [18] and the EPIC-older study [20], the Women’s Health
Initiative [21], and some Swedish population studies [22,23], report that the incidence of
fragility fractures is lower in subjects with a diet more adherent to the Mediterranean
pattern.

However, a direct cause-and-effect association between adherence to the MD and a
reduction in fragility fractures incidence has not been demonstrated.

Recently, scientific literature reviews have confirmed that greater adherence to the MD
is associated with a reduced total fracture risk and higher bone mineral density (BMD) [24].
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However, the beneficial effect of the Mediterranean diet on skeletal health is more contro-
versial when the observational studies are analyzed as a whole. A review by Kunustor
et al. reports that there are still limited observational studies that support beneficial effects
of adherence to the Mediterranean lifestyle on the incidence of hip fractures [25].

Despite the conflicting results, interest in studying the impact of nutrition and, in
particular, of MD on bone health, is still very high. A recent longitudinal cohort study by
Benetou et al. examined 140,775 adult subjects from five cohorts (Europe and the United
States) to assess the level of adherence to the MD and the incidence of fractures. From this
population, it emerged that the incidence of hip fracture was lower in those with medium
and high levels of adherence to MD than in those with low adherence [26].

The traditional Mediterranean diet is characterized by a high intake of vegetables,
legumes, fruits and nuts, cereals (which, in the past, were largely unrefined), a high intake of
olive oil (and a low intake of saturated lipids), a moderately high intake of fish (depending
on the proximity to the sea), a low-to-moderate intake of dairy products (mostly in the
form of cheese or yogurt), a low intake of meat and poultry, and a regular but moderate
intake of ethanol, primarily in the form of wine during meals.

Current research shows that the consumption of food groups typical of the Mediter-
ranean diet, such as fruit, vegetables, low-fat dairy products, and fish, is essential for
maintaining good bone health [27–30].

The use of extra virgin olive oil (EVOO) as the main source of fat has been shown
to be beneficial in preventing bone loss, probably due to the high content of polyphenols.
An in vitro study by García-Martínez et al. shows that EVOO phenols can modulate the
cellular proliferation and maturation of osteoblasts, increasing the activity of alkaline
phosphatase and depositing calcium ions in the extracellular matrix [31].

However, few studies have been performed on humans. Fernández-Real et al. eval-
uated the effects of olive oil consumption on circulating levels of osteocalcin (OC). An
MD enriched with EVO, administered to the subjects for two years, was associated with a
significant increase in blood OC and concentrations of the N-terminal pro-peptide of type 1
procollagen, suggesting a protective effect on the bone [32].

The results in an additional study, although preliminary [33], show a well-defined
image of the health properties of MD on prevention and slowing progression of chronic
degenerative diseases, including OP.

2. Materials and Methods

Starting from this background knowledge, our group performed a study to clarify the
relationship between diet and bone health, specifically in a female population characterized
by several variables. In particular, the aim of the study was to examine Mediterranean Diet
(MD) adherence level and dietary calcium intake in peri- and post-menopausal women
who visited the Bone and Mineral Metabolism Unit in Careggi Hospital, Florence, in order
to investigate the role of the MD for bone health maintenance.

2.1. Subjects and Procedures

A prospective, observational, monocentric, spontaneous, no-profit study was per-
formed in Careggi Hospital, Florence, Italy, from September 2017 through August 2018.
The study was approved by the Institutional Review Board (Comitato Etico Area Vasta
Centro, Azienda Ospedaliera Universitaria Careggi, Florence, Italy) [number: 11097_oss].
The Ethics Committee verified the conformity to the Good Clinical Practices and to the
Declaration of Helsinki. All patients gave informed consent for participation in the study
and consent for data publication.

Two hundred peri- and post-menopausal women, age range 30–80 years, were re-
cruited upon their “First visit” to the Bone and Mineral Metabolism Unit (Careggi Hospital,
Florence). The exclusion criteria included: Pregnancy and breastfeeding, and participation
in other studies. Figure 1 shows the recruitment procedures. Recruited subjects were
evaluated a second time in occasion of a “Follow-up visit”. The time distance between
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“first visit” and “follow-up visit” was variable from one to twelve months and was decided
by the specialist on the basis of the “first visit” results and each subject’s needs.
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Figure 1. Flow chart showing a description of study design, recruitment and assessment.

In occasion of the “First visit” to the Unit, a trained nutritionist presented the study
and gave the documents necessary for participation (patient information pack, informed
consent, and consent for data handling), which were then signed by the participants.
Information regarding socio-demographic data, clinical assessment (pathologies, medical
treatments or supplement use), lifestyle habits (physical activity index, smoking habit),
were then recorded.

The nutritional investigation was performed through two specific questionnaires.
First, a 14-item questionnaire was administered to evaluate MD adherence level, examining
the consumption of typical Mediterranean food, such as olive oil, fruits and vegetables,
and legumes [34]. One point was assigned to each correct Mediterranean diet behavior,
and the total score ranged from 0 to 14: A total score equal to or under five corresponded
to low MD adherence, between 6 and 9 medium MD adherence, and equal to or above 10
high MD adherence.

Second, a semi-quantitative Food Frequency Questionnaire (FFQ) was administered
to evaluate calcium intake. The questionnaire consisted of 15 food items, including: milk
and dairy products, fruits, vegetables, legumes, cereals, meats, fish, eggs, and calcium-rich
mineral water [35]. Subjects were asked to report consumption frequency and portion size
assessment. Calcium intake was assessed by a specific worksheet, using Microsoft Excel
2010 software, which reported the calcium content of each food, referring to Food composi-
tion Tables of the Centre of Research for Food and Nutrition [36] and Food Composition
Database for Epidemiological Studies in Italy of the European Institute of Oncology [37].

A trained nutritionist performed the evaluation and data collection procedures. After
that, the nutritionist gave dietary advices of good clinical practice to the participants. In
particular, a short conversation (15–20 min) was dedicated to advice for good dietary habits
for bone health, focusing on calcium intake and improving MD adherence.

During the “Follow-up visit” at the Unit, information regarding medical treatment
and/or supplements, blood sample results, instrumental exams, and lifestyle habits were
collected again. The nutritional evaluation was also repeated. Anthropometric measure-
ments (weight, height, waist circumference) and body composition evaluation (Fat Mass,
Fat Free Mass, Total Body Water) were recorded during both visits. Body composition was
measured through bioelectrical impedance analysis (BIA) device (BIA 101 Anniversary by
Akern Srl, Firenze, Italy with the Bodygram 1.31 software and its equations by Akern Srl,
Firenze, Italy).
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2.2. Statistical Analysis

Descriptive statistics (i.e., mean and standard deviation, percentages of frequency)
were used to summarize socio-demographic characteristics and anthropometric values.

Paired sample t-test was applied to evaluate the MD adherence score at T0 (“First
visit”) and T1 (“Follow-up visit”). McNemar test was run to compare answer frequencies
(%) to MD adherence questionnaire and FFQ at T0 and T1.

Chi-square analysis was used to assess the proportion in each group of the degrees of
MD adherence and of adequate calcium intake, at T0 and T1. Adequacy of calcium intake
was considered respect to Population Reference Intake (PRI) for the Italian population,
reported by the Italian Society of Nutrition (SINU) in the Levels of Reference Consumption
of nutrients and energy (Livelli di Assunzione di Riferimento di Nutrienti ed energia-
LARN), (SINU, 2014) [12].

Statistical significance was considered p < 0.05. Analyses were performed using IBM
SPSS Statistics for Windows, Version 20.0. (Armonk, NY, USA: IBM Corp.).

3. Results

Two hundred women were recruited. One hundred seventy-two (86%) were also
evaluated at T1. The socio-demographic characteristics and lifestyle habits of the whole
population at T0 and T1 are summarized in Table 1. The mean age at T0 was 61.60 ± 8.77
and at T1 was 61.72 ± 8.25.

Table 1. Socio-demographic characteristics and lifestyle habits of the population at T0 and T1,
descriptive statistics (percentages of frequency). No statistical differences between T0 and T1 were
observed.

Variables T0 (N = 200) T1 (N = 172)

Italian Nationality (%) 98% 98.3%

Marital status (%)

Unmarried: 13.1%
Married/cohabitant: 66.8%
Separated/Divorced: 13.1%

Widow: 7%

Unmarried: 14%
Married/cohabitant: 66.1%
Separated/Divorced: 12.9%

Widow: 7%

Educational status (%)

Nothing: 1%
Primary school: 13.6%

Middle school degree: 21.6%
High school degree: 47.7%
Academic degree: 15.6%

Post-academic degree: 0.5%

Nothing: 1.2%
Primary school: 12.9%

Middle school degree: 19.9%
High school degree: 49.1%
Academic degree: 16.4%

Post-academic degree: 0.6%

Smoking (%) 12.1% 12.3%

Physical activity Index (%)

Inactive: 42.5%
Moderately inactive: 16.5%
Moderately active: 19.5%

Active: 21.5%

Inactive: 48.2%
Moderately inactive: 14.1%
Moderately active: 15.9%

Active: 21.8%

At T0 evaluation, 93.5% of the women were in menopause, 17.5% had bone fragility
fractures, and 73.5% supplemented with vitamin D. Moreover, mean weight was 60.9 ±
10.8 kg and mean BMI was 23.5 ± 3.8, which meant normal weight. Waist circumference
was 92.1 ± 11.4 cm, Fat Mass was 26.7 ± 7.0%, Fat Free Mass was 72.9 ± 7.4% and Total
Body Water was 53.7 ± 4.9%.

At T1 evaluation, mean weight was 60.3 ± 10.4 kg and mean BMI was 23.73 ± 3.9,
which meant normal weight. Waist circumference was 91.24 ± 11.07 cm, Fat Mass was
27.2 ± 6.7%, Fat Free Mass was 72.8 ± 6.7% and Total Body Water was 53.3 ± 5.0%. Both
results were comparable.

The MD adherence questionnaire showed that both at T0 and T1 a majority of the
women had a medium MD adherence level (Figure 2). A chi-square analysis showed a
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significant statistical difference in the degrees of MD adherence both at T0 (χ2
2 = 128.29,

p < 0.001) and T1 (χ2
2 = 137.39, p < 0.001).
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Figure 2. MD adherence level of peri- and post-menopausal women, at T0 (N = 200) and T1 (N = 171).

Mean score of MD adherence at T0 and T1 was respectively 6.98 ± 1.74 and 7.53 ± 1.68.
Paired sample t-test revealed a statistically significant difference between T0 and T1
(p < 0.001), so MD score increased (Figure 3). In particular, the consumption of veg-
etables and nuts significantly increased (respectively, p = 0.003 and p = 0.037), and daily
consumption of red and processed meat decreased (p = 0.004). Also, the consumption of
calcium rich mineral water increased significantly (p < 0.001).
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Figure 3. MD adherence score at T0 (N = 200) and T1 (N = 171) (Paired sample t-test; * p < 0.001).

The mean value of daily calcium intake was 866.2 ± 301.9 mg at T0 and 907.8 ± 304.8 mg
at T1. At T0 and T1, participants were classified into adequate and inadequate groups
(calcium intake higher than PRI for the Italian menopausal population or not) and then we
assed statistical differences by means of chi-square analysis. The majority of participants
had an inadequate calcium intake both at T0 (χ2

2 = 102.24, p < 0.001) and T1 (χ2
2 = 76.00,

p < 0.001).
Figure 4 shows the dietary calcium intake as function of MD adherence level at T0

and T1 (it should be noted that taking into account other measures -such as demographic
variables- the same trend was observed). No statistically significant differences were
observed. Mean values (and standard deviations) at T0 were 839 ± 295, 870 ± 311,
900 ± 250 for low, medium, and high MD adherence, respectively. At T1, mean values (and
standard deviations) were 914 ± 345 for low adherence, 885 ± 284 for medium adherence,
and 1011 ± 368 for high adherence, showing an increase in calcium intake for high MD
adherence from a descriptive point of view.



Nutrients 2021, 13, 531 7 of 10

Nutrients 2021, 13, x FOR PEER REVIEW 7 of 11 
 

 

pants had an inadequate calcium intake both at T0 (χ22 = 102.24, p < 0.001) and T1 (χ22 = 

76.00, p < 0.001).  

Figure 4 shows the dietary calcium intake as function of MD adherence level at T0 

and T1 (it should be noted that taking into account other measures -such as demographic 

variables- the same trend was observed). No statistically significant differences were 

observed. Mean values (and standard deviations) at T0 were 839 ± 295, 870 ± 311, 900 ± 

250 for low, medium, and high MD adherence, respectively. At T1, mean values (and 

standard deviations) were 914 ± 345 for low adherence, 885 ± 284 for medium adherence, 

and 1011 ± 368 for high adherence, showing an increase in calcium intake for high MD 

adherence from a descriptive point of view. 

 

Figure 4. Box-plots chart showing dietary calcium intake in the three degrees of MD adherence, at 

T0 and T1. No statistically significant differences were observed. Outliers are represented by dots. 

4. Discussion and Conclusions 

The role of nutrition on bone health, especially the Mediterranean diet, has been 

widely discussed as it pertains to women during pre- and post-menopause [38,39]. Alt-

hough a cause-effect relationship between MD and BMD and/or fragility fractures risk 

has not emerged, much evidence has proven the importance of a Mediterranean diet for 

bone health, encouraging the consumption of vegetables, fruits, nuts, and fish, rather 

than red and processed meats, sweet beverages, and high-energy density food [25,40]. 

Our study described the association between MD and dietary calcium intake in a 

population of two hundred peri- and post-menopausal women. Moreover, it highlighted 

the importance of preventive action (such as a 15–20 min nutritional conversation ac-

cording to good clinical practice) to improve lifestyle habits and delay the consequences 

of osteoporosis. 

This population showed a medium MD adherence level both at T0 (70.5%) and T1 

(75%). The score increased significantly (6.98 ± 1.74 vs. 7.53 ± 1.68, p < 0.001), and could be 

suggestive of an amelioration of dietary habits. Dietary screening and nutritional inter-

vention have often been useful for the management of chronic conditions, such as obesity 

and diabetes, and to improve lifestyle [41–43]. In this population, the consumption of 

healthy food groups also increased, such as vegetables (p = 0.003) and nuts (p = 0.037), and 

the consumption of red and processed meats decreased simultaneously (p = 0.004). 

The majority of participants had an inadequate calcium intake both at T0 (866.2 ± 

301.9 mg) and T1(907.8 ± 304.8 mg) respect to PRI for the Italian menopausal population 

(1200 mg per day). Our data are in line with Italian surveys on nutrients intake. To our 

knowledge, mean daily calcium intake in the Italian diet varies from 738 to 829 mg/day. 

The most recent Italian survey on food consumption was developed by INRAN (Istituto 

Nazionale di Ricerca per gli Alimenti e la Nutrizione-Italian Research Institute for Foods 

Figure 4. Box-plots chart showing dietary calcium intake in the three degrees of MD adherence, at T0
and T1. No statistically significant differences were observed. Outliers are represented by dots.

4. Discussion and Conclusions

The role of nutrition on bone health, especially the Mediterranean diet, has been widely
discussed as it pertains to women during pre- and post-menopause [38,39]. Although a
cause-effect relationship between MD and BMD and/or fragility fractures risk has not
emerged, much evidence has proven the importance of a Mediterranean diet for bone
health, encouraging the consumption of vegetables, fruits, nuts, and fish, rather than red
and processed meats, sweet beverages, and high-energy density food [25,40].

Our study described the association between MD and dietary calcium intake in a
population of two hundred peri- and post-menopausal women. Moreover, it highlighted
the importance of preventive action (such as a 15–20 min nutritional conversation accord-
ing to good clinical practice) to improve lifestyle habits and delay the consequences of
osteoporosis.

This population showed a medium MD adherence level both at T0 (70.5%) and T1
(75%). The score increased significantly (6.98 ± 1.74 vs. 7.53 ± 1.68, p < 0.001), and could
be suggestive of an amelioration of dietary habits. Dietary screening and nutritional
intervention have often been useful for the management of chronic conditions, such as
obesity and diabetes, and to improve lifestyle [41–43]. In this population, the consumption
of healthy food groups also increased, such as vegetables (p = 0.003) and nuts (p = 0.037),
and the consumption of red and processed meats decreased simultaneously (p = 0.004).

The majority of participants had an inadequate calcium intake both at T0 (866.2 ±
301.9 mg) and T1(907.8 ± 304.8 mg) respect to PRI for the Italian menopausal population
(1200 mg per day). Our data are in line with Italian surveys on nutrients intake. To our
knowledge, mean daily calcium intake in the Italian diet varies from 738 to 829 mg/day.
The most recent Italian survey on food consumption was developed by INRAN (Istituto
Nazionale di Ricerca per gli Alimenti e la Nutrizione-Italian Research Institute for Foods
and Nutrition) during 2005–2006 [15,44,45]. In the adult population 18–65 years of age,
calcium intake was about 800 mg/day for men and 730 mg/day for women, and 825 and
754 mg/day for men and women aged more than 65 years, respectively [15]. Other recent
surveys reported data for specific disease groups, such as patients with inflammatory bowel
disease [46], or adults with Type 1 Diabetes [47], or in regional populations. Castiglione
et al. randomly collected data in a sample of 1838 subjects in the city of Catania, southern
Italy, and reported that mean daily calcium intake among women was 798.23 mg, and
778.4 mg/for women aged more than 70 years [44].

It is interesting to highlight the consumption of calcium-rich mineral water increased
significantly (p < 0.001) from T0 to T1. Although milk and dairy products give the greatest
contribution, providing up to 80% of the total daily intake of calcium [44,45], natural
mineral water with a calcium content ≥ 150 mg/L [48] may contribute to daily calcium
requirements and has been demonstrated to be a good source of bioavailable calcium [49].
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The positive contribution of the MD on bone health and osteoporosis prevention
has been widely studied [24,40]. A recent systematic review on observational studies by
Kunutsor et al. reported that limited evidence is available to demonstrate the beneficial
effects of the MD on hip fractures [25]. Nevertheless, current literature has revealed
that the consumption of some typical Mediterranean food groups (i.e., vegetables, fruits,
nuts, low-fat dairy products, fish) is fundamental for the maintenance of a good bone
health [27–30].

Our data show that, although not statistically significant, both at T0 and T1 a slight
increase in calcium intake was observed for high adherence to MD diet from a descriptive
point of view. Not only is the MD rich in plant origin foods, low-fat milk and dairy
products, and fish, but the adherence to a healthier lifestyle may also sensitize populations
to balanced dietary choices, which contribute to adequate daily nutrients intake [50].

This prospective study has some limitations: first, it is a correlational study, so a cause-
effect relationship between MD adherence and calcium intake could not be established.
A randomized controlled trial would be useful to deepen this theme. Moreover, in the
study is not present a control group, that did not receive a nutrition conversation. This
could have been useful to assess the effect of a short nutrition dialogue (15–20 min) on
dietary habits change.

Finally, it should be noted that in our population a significant relation between MD
and bone metabolism was not observed. Nevertheless, literature review and exploratory
data suggest that MD could represent a sustainable and useful dietary pattern to ameliorate
calcium intake. Further research is needed to prove hypothesized correlation and to acquire
new data in order to apply it as a therapeutic adjunct to medication.

In conclusion, greater attention should be given to the diet as a complex of bioactive
compounds and nutrients, and their interactive effects. In this context, the MD has emerged
as the best choice to prevent many chronic diseases. An optimal calcium intake, according
to the recommended daily allowance, and a dietary pattern in the Mediterranean style
have proven their efficacy in preventing osteoporosis and maintaining good bone health.

The results in this population of peri- and post-menopausal women, show that a
higher daily calcium intake is recorded in higher levels of MD adherence. In addition,
a short duration (no more than 20 min) nutritional interview, during which advice was
provided in the context of a good clinical practice routine, was sufficient to obtain promising
results in terms of lifestyle improvement and prevention of osteoporosis.
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8. Brzezińska, O.; Łukasik, Z.; Makowska, J.; Walczak, K. Role of Vitamin C in Osteoporosis Development and Treatment—A
Literature Review. Nutrients 2020, 12, 2394. [CrossRef]

9. Weaver, C.M.; Gordon, C.M.; Janz, K.F.; Kalkwarf, H.J.; Lappe, J.M.; Lewis, R.; O’Karma, M.; Wallace, C.T.; Zemel, B.S. The
National Osteoporosis Foundation’s position statement on peak bone mass development and lifestyle factors: A systematic
review and implementation recommendations. Osteoporos Int. 2016, 27, 1281–1386. [CrossRef] [PubMed]

10. EFSA NDA Panel (EFSA Panel on Dietetic Products nutrition and allergies). Scientific opinion on dietary reference values for
calcium. EFSA J. 2015, 13, 4101.

11. Ross, A.C.; Manson, J.E.; Abrams, S.A.; Aloia, J.F.; Brannon, P.M.; Clinton, S.K.; Durazo-Arvizu, R.A.; Gallagher, J.C.; Gallo, R.L.;
Jones, G.; et al. The 2011 Report on Dietary Reference Intakes for Calcium and Vitamin D from the Institute of Medicine: What
Clinicians Need to Know June 2011. J. Clin. Endocrinol. Metab. 2011, 96, 53–58. [CrossRef]

12. Società Italiana di Nutrizione Umana (SINU). LARN—Livelli di Assuzione di Riferimento di Nutrienti ed Energia Per la Popolazione
Italiana; IV Revisione; SICS: Milano, Italy, 2014.

13. Cho, I.; Chang, H.-J.; Cho, I.; Heo, R.; Lee, S.-E.; Shim, C.Y.; Hong, G.-R.; Chung, N. Association of Thoracic Aorta Calcium Score
With Exercise Blood Pressure Response and Clinical Outcomes in Elderly Individuals: Differential Impact of Aorta Calcification
Compared With Coronary Artery Calcification. J. Am. Hear. Assoc. 2016, 5. [CrossRef] [PubMed]

14. Balk, E.M.; The International Osteoporosis Foundation Calcium Steering Committee; Adam, G.P.; Langberg, V.N.; Earley, A.;
Clark, P.; Ebeling, P.R.; Mithal, A.; Rizzoli, R.; Zerbini, C.A.F.; et al. Global dietary calcium intake among adults: A systematic
review. Osteoporos. Int. 2017, 28, 3315–3324. [CrossRef] [PubMed]

15. Sette, S.; Le Donne, C.; Piccinelli, R.; Arcella, D.; Turrini, A.; Leclercq, C. The third Italian National Food Consumption Survey,
INRAN-SCAI 2005–06–Part 1: Nutrient intakes in Italy. Nutr. Metab. Cardiovasc. Dis. 2011, 21, 922–932. [CrossRef]

16. Martinez-Gonzalez, M.A.; Salas-Salvado, J.; Estruch, R.; Corella, D.; Fito, M.; Ros, E.; Predimed Investigators. Benefits of the
Mediterranean diet: Insights from the PREDIMED study. Prog. Cardiovasc. Dis. 2015, 58, 50–60. [CrossRef] [PubMed]

17. Sofi, F.; Macchi, C.; Abbate, R.; Gensini, G.F.; Casini, A. Mediterranean diet and health status: An updated meta-analysis and a
proposal for a literature-based adherence score. Public Health Nutr. 2014, 17, 2769–2782. [CrossRef]

18. Benetou, V.; Orfanos, P.; Pettersson-Kymmer, U.; Bergström, U.; Svensson, O.; Johansson, I.; Berrino, F.; Tumino, R.; Borch, K.B.;
Lund, E.; et al. Mediterranean diet and incidence of hip fractures in a European cohort. Osteoporos. Int. 2013, 24, 1587–1598.
[CrossRef]

19. Benetou, V.; Orfanos, P.; Feskanich, D.; Michaëlsson, K.; Pettersson-Kymmer, U.; Eriksson, S.; Grodstein, F.; Wolk, A.; Bellavia, A.;
Ahmed, L.A.; et al. Fruit and Vegetable Intake and Hip Fracture Incidence in Older Men and Women: The CHANCES Project. J.
Bone Miner. Res. 2016, 31, 1743–1752. [CrossRef]

20. Bamia, C.; Orfanos, P.; Ferrari, P.; Overvad, K.; Hundborg, H.H.; Tjønneland, A.; Olsen, A.; Kesse, E.; Boutron-Ruault, M.-C.;
Clavel-Chapelon, F.; et al. Dietary patterns among older Europeans: The EPIC-Elderly study. Br. J. Nutr. 2005, 94, 100–113.
[CrossRef]

21. Haring, C.J.B.; Crandall, C.; Wu, E.S.; LeBlanc, J.M.; Shikany, L.; Carbone, T.; Orchard, F.; Thomas, J.; Wactawaski-Wende, W.; Li,
J.; et al. Dietary Patterns and Fractures in Postmenopausal Women: Results from the Women’s Health Initiative. JAMA Intern.
Med. 2016, 176, 645–652. [CrossRef]

22. Byberg, L.; Bellavia, A.; Orsini, N.; Wolk, A.; Michaëlsson, K. Fruit and Vegetable Intake and Risk of Hip Fracture: A Cohort
Study of Swedish Men and Women. J. Bone Miner. Res. 2015, 30, 976–984. [CrossRef] [PubMed]

23. Byberg, L.; Bellavia, A.; Larsson, S.C.; Orsini, N.; Wolk, A.; Michaëlsson, K. Mediterranean Diet and Hip Fracture in Swedish Men
and Women. J. Bone Miner. Res. 2016, 31, 2098–2105. [CrossRef] [PubMed]

24. Malmir, H.; Saneei, P.; Larijani, B.; Esmaillzadeh, A. Adherence to Mediterranean diet in relation to bone mineral density and risk
of fracture: A systematic review and meta-analysis of observational studies. Eur. J. Nutr. 2018, 57, 2147–2160. [CrossRef]

http://doi.org/10.1002/jbmr.5650090802
http://doi.org/10.1007/s11657-013-0136-1
http://doi.org/10.4081/reumatismo.2016.870
http://www.ncbi.nlm.nih.gov/pubmed/27339372
http://doi.org/10.1001/jama.2009.50
http://doi.org/10.1186/ar3213
http://doi.org/10.1007/s11914-012-0119-y
http://doi.org/10.3390/life10100220
http://www.ncbi.nlm.nih.gov/pubmed/32992740
http://doi.org/10.3390/nu12082394
http://doi.org/10.1007/s00198-015-3440-3
http://www.ncbi.nlm.nih.gov/pubmed/26856587
http://doi.org/10.1210/jc.2010-2704
http://doi.org/10.1161/JAHA.115.003131
http://www.ncbi.nlm.nih.gov/pubmed/27107130
http://doi.org/10.1007/s00198-017-4230-x
http://www.ncbi.nlm.nih.gov/pubmed/29026938
http://doi.org/10.1016/j.numecd.2010.03.001
http://doi.org/10.1016/j.pcad.2015.04.003
http://www.ncbi.nlm.nih.gov/pubmed/25940230
http://doi.org/10.1017/S1368980013003169
http://doi.org/10.1007/s00198-012-2187-3
http://doi.org/10.1002/jbmr.2850
http://doi.org/10.1079/BJN20051456
http://doi.org/10.1001/jamainternmed.2016.0482
http://doi.org/10.1002/jbmr.2384
http://www.ncbi.nlm.nih.gov/pubmed/25294687
http://doi.org/10.1002/jbmr.2896
http://www.ncbi.nlm.nih.gov/pubmed/27345330
http://doi.org/10.1007/s00394-017-1490-3


Nutrients 2021, 13, 531 10 of 10

25. Kunutsor, S.K.; Laukkanen, J.A.; Whitehouse, M.R.; Blom, A.W. Adherence to a Mediterranean-style diet and incident fractures:
Pooled analysis of observational evidence. Eur. J. Nutr. 2017, 57, 1687–1700. [CrossRef]

26. Benetou, V.; Orfanos, P.; Feskanich, D.; Michaëlsson, K.; Pettersson-Kymmer, U.; Byberg, L.; Eriksson, S.; Grodstein, F.; Wolk, A.;
Jankovic, N.; et al. Mediterranean diet and hip fracture incidence among older adults: The CHANCES project. Osteoporos Int.
2018, 29, 1591–1599. [CrossRef]

27. Choi, E.; Park, Y. The Association between the Consumption of Fish/Shellfish and the Risk of Osteoporosis in Men and
Postmenopausal Women Aged 50 Years or Older. Nutrients 2016, 8, 113. [CrossRef]

28. Mangano, K.M.; Sahni, S.; Kiel, D.P.; Tucker, K.L.; Dufour, A.B.; Hannan, M.T. Bone Mineral Density and Protein-Derived Food
Clusters from the Framingham Offspring Study. J. Acad. Nutr. Diet. 2015, 115, 1605–1613.e1. [CrossRef] [PubMed]

29. Hayhoe, R.P.; Lentjes, M.A.H.; Luben, R.N.; Khaw, K.-T.; Welch, A.A. Dietary magnesium and potassium intakes and circulating
magnesium are associated with heel bone ultrasound attenuation and osteoporotic fracture risk in the EPIC-Norfolk cohort study.
Am. J. Clin. Nutr. 2015, 102, 376–384. [CrossRef]

30. De França, N.A.; Camargo, M.B.; Lazaretti-Castro, M.; Martini, L.A. Antioxidant intake and bone status in a cross-sectional study
of Brazilian women with osteoporosis. Nutr. Health 2013, 22, 133–142. [CrossRef]

31. García-Martínez, O.; Rivas, A.; Ramos-Torrecillas, J.; De Luna-Bertos, E.; Ruiz, C. The effect of olive oil on osteoporosis prevention.
Int. J. Food Sci. Nutr. 2014, 65, 834–840. [CrossRef] [PubMed]

32. JFernández-Real, M.; Bulló, M.; Moreno-Navarrete, J.M.; Ros, E.; Estruch, R.; Salas-Salvadó, J. A Mediterranean diet enriched
with olive oil is associated with higher serum total osteocalcin levels in elderly men at high cardiovascular risk. J. Clin. Endocrinol.
Metab. 2012, 97, 3792–3798. [CrossRef]

33. Savanelli, M.C.; Barrea, L.; Macchia, P.E.; Savastano, S.; Falco, A.; Renzullo, A.; Scarano, E.; Nettore, I.C.; Colao, A.; Di Somma, C.
Preliminary results demonstrating the impact of Mediterranean diet on bone health. J. Transl. Med. 2017, 15, 1–8. [CrossRef]
[PubMed]

34. Martínez-González, M.A.; García-Arellano, A.; Toledo, E.; Salas-Salvadó, J.; Buil-Cosiales, P.; Corella, D.; Covas, M.I.; Schröder,
H.; Arós, F.; Gómez-Gracia, E.; et al. A 14-item Mediterranean diet assessment tool and obesity indexes among high-risk subjects:
The PREDIMED trial. PLoS ONE 2012, 7, e43134.

35. Montomoli, M.; Gonnelli, S.; Giacchi, M.; Mattei, R.; Cuda, C.; Rossi, S.; Gennari, C. Validation of a food frequency questionnaire
for nutritional calcium intake assessment in Italian women. Eur. J. Clin. Nutr. 2002, 56, 21–30. [CrossRef]

36. Consiglio per la Ricerca in Agricoltura e l’analisi dell’Economia Agraria (CREA), Tabelle di Composizione Degli Alimenti.
Available online: http://nut.entecra.it/646/tabelle_di_compsizione_degli_alimenti.html (accessed on 1 February 2017).

37. Istituto Oncologico Europeo (IEO). Banca Dati di Composizione degli Alimenti per Studi Epidemiologici in Italia. Available
online: http://www.bda-ieo.it/wordpress/en/ (accessed on 1 February 2017).

38. Kontogianni, M.D.; Melistas, L.; Yannakoulia, M.; Malagaris, I.; Panagiotakos, D.; Yiannakouris, N. Association between dietary
patterns and indices of bone mass in a sample of Mediterranean women. Nutrients 2009, 25, 165–171. [CrossRef] [PubMed]

39. Rivas, A.; Romero, A.; Mariscal-Arcas, M.; Monteagudo, C.; Feriche, B.; Lorenzo, M.L.; Olea, F. Mediterranean diet and bone
mineral density in two age groups of women. Int. J. Food Sci. Nutr. 2013, 64, 155–161. [CrossRef]

40. EMovassagh, E.Z.; Vatanparast, H. Current Evidence on the Association of Dietary Patterns and Bone Health: A Scoping Review.
Adv. Nutr. 2017, 8, 12–16. [CrossRef]

41. McVey, B.A.; Lopez, R.; Padilla, B.I. Evidence-Based Approach to Healthy Food Choices for Hispanic Women. Hisp. Heal. Care Int.
2020, 20, 1–6. [CrossRef] [PubMed]

42. Adam, L.M.; Jarman, M.; Barker, M.; Manca, D.P.; Lawrence, W.; Bell, C.R. Use of healthy conversation skills to promote healthy
diets, physical activity and gestational weight gain: Results from a pilot randomised controlled tria. Patient Educ. Couns. 2020,
103, 1134–1142. [CrossRef]

43. Ferrer, R.L.; Neira, L.-M.; Garcia, G.L.D.L.; Cuellar, K.; Rodriguez, J. Primary Care and Food Bank Collaboration to Address Food
Insecurity: A Pilot Randomized Trial. Nutr. Metab. Insights 2019, 12, 1–5. [CrossRef]

44. Castiglione, D.; Platania, A.; Conti, A.; Falla, M.; D’Urso, M.; Marranzano, M. Dietary Micronutrient and Mineral Intake in the
Mediterranean Healthy Eating, Ageing, and Lifestyle (MEAL) Study. Antioxidants 2018, 7, 79. [CrossRef]

45. Lombardi-Boccia, G.; Aguzzi, A.; Cappelloni, M.; Di Lullo, G.; Lucarini, M. Total-diet study: Dietary intakes of macro elements
and trace elements in Italy. Br. J. Nutr. 2003, 90, 1117–1121. [CrossRef] [PubMed]

46. Vernia, P.; Loizos, P.; Di Giuseppantonio, I.; Amore, B.; Chiappini, A.; Cannizzaro, S. Dietary calcium intake in patients with
inflammatory bowel disease. J. Crohns Colitis 2014, 8, 312–317. [CrossRef]

47. Giorgini, M.; Vitale, M.; Bozzetto, L.; Ciano, O.; Giacco, A.; Rivieccio, A.; Calabrese, I.; Riccardi, G.; Rivellese, A.A.; Annuzzi, G.
Micronutrient Intake in a Cohort of Italian Adults with Type 1 Diabetes: Adherence to Dietary Recommendations. J. Diabetes Res.
2017, 2017, 1–5. [CrossRef] [PubMed]

48. Quattrini, S.; Pampaloni, B.; Brandi, M.L. Natural mineral waters: Chemical characteristics and health effects. Clin. Cases Miner.
Bone Metab. 2016, 13, 173–180. [CrossRef] [PubMed]

49. Vannucci, L.; Fossi, C.; Quattrini, S.; Guasti, L.; Pampaloni, B.; Gronchi, G.; Giusti, F.; Romagnoli, C.; Cianferotti, L.; Marcucci, G.;
et al. Calcium Intake in Bone Health: A Focus on Calcium-Rich Mineral Waters. Nutrients 2018, 10, 1930. [CrossRef] [PubMed]

50. Castro-Quezada, I.; Román-Viñas, B.; Serra-Majem, L. The Mediterranean Diet and Nutritional Adequacy: A Review. Nutrients
2014, 6, 231–248. [CrossRef] [PubMed]

http://doi.org/10.1007/s00394-017-1432-0
http://doi.org/10.1007/s00198-018-4517-6
http://doi.org/10.3390/nu8030113
http://doi.org/10.1016/j.jand.2015.04.001
http://www.ncbi.nlm.nih.gov/pubmed/26038297
http://doi.org/10.3945/ajcn.114.102723
http://doi.org/10.1177/0260106014563445
http://doi.org/10.3109/09637486.2014.931361
http://www.ncbi.nlm.nih.gov/pubmed/24975408
http://doi.org/10.1210/jc.2012-2221
http://doi.org/10.1186/s12967-017-1184-x
http://www.ncbi.nlm.nih.gov/pubmed/28438173
http://doi.org/10.1038/sj.ejcn.1601278
http://nut.entecra.it/646/tabelle_di_compsizione_degli_alimenti.html
http://www.bda-ieo.it/wordpress/en/
http://doi.org/10.1016/j.nut.2008.07.019
http://www.ncbi.nlm.nih.gov/pubmed/18849146
http://doi.org/10.3109/09637486.2012.718743
http://doi.org/10.3945/an.116.013326
http://doi.org/10.1177/1540415320921471
http://www.ncbi.nlm.nih.gov/pubmed/32434439
http://doi.org/10.1016/j.pec.2020.01.001
http://doi.org/10.1177/1178638819866434
http://doi.org/10.3390/antiox7070079
http://doi.org/10.1079/BJN2003997
http://www.ncbi.nlm.nih.gov/pubmed/14641971
http://doi.org/10.1016/j.crohns.2013.09.008
http://doi.org/10.1155/2017/2682319
http://www.ncbi.nlm.nih.gov/pubmed/29109962
http://doi.org/10.11138/ccmbm/2016.13.3.173
http://www.ncbi.nlm.nih.gov/pubmed/28228777
http://doi.org/10.3390/nu10121930
http://www.ncbi.nlm.nih.gov/pubmed/30563174
http://doi.org/10.3390/nu6010231
http://www.ncbi.nlm.nih.gov/pubmed/24394536

	Introduction 
	Materials and Methods 
	Subjects and Procedures 
	Statistical Analysis 

	Results 
	Discussion and Conclusions 
	References

