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ABSTRACT 

Berna Şenay, Factors Affecting the Adherence of Nutrition and Dietetics Students 

to the Mediterranean Diet: A Cross-Sectional Study. Yeditepe University Institute 

of Health Sciences, Department of Nutrition and Dietetics, MSc Thesis, İstanbul, 

2022. 

This research was carried out with 272 students from the department of nutrition and 

dietetics in Yeditepe University and Istanbul Bilgi University between the dates of 

December 2021. The study was conducted among 261 women and 11 men students 

between the ages of 18-35 years after ethics committee approval. Online questionnaires 

including sociodemographic information, Mediterranean Diet Adherence Scale, Pittsburg 

Sleep Scale were used for data collection. 21% of the students had high a Mediterranean 

diet adherence, 32% of them had acceptable adherence and 47.1% of them had low 

adherence. It was found that 44.7% of the students had good sleep quality and 52.2% had 

poor sleep quality. There was no significant difference between the Mediterranean Diet 

Adherence Scale and the students' age, sex, body mass index, smoking, place of residence 

and economic status, sleep duration and sleep quality (p>0.05). The number of married 

was very small so we could not evaluate marital status. There was statistically significant 

difference between the classes, physical activity and using alcohol according to the 

adherence levels of the Mediterranean Diet Adherence Scale (p<0.05). Considering that 

university students are at risk in terms of unhealthy nutrition due to the dynamic 

environment they live in, being away from family life, friend circle, an irregular life, poor 

quality sleep, measures should be taken to increase their adaptation to the Mediterranean 

diet. 

 

Keywords: Adherence to the Mediterranean diet, university students, PSQI sleep quality 

index 
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ABSTRACT(TURKISH) 

 

Berna Şenay, Üniversite Öğrencilerinin Akdeniz Diyetine Uyumunu Etkileyen 

Faktörler: Kesitsel Bir Çalışma. Yeditepe Üniversitesi Sağlık Bilimleri Enstitüsü, 

Beslenme ve Diyetetik Anabilim Dalı Yüksek Lisans Tezi, İstanbul, 2022. 

 

Bu araştırma, Yeditepe ve İstanbul Bilgi Üniversitesi Beslenme ve Diyetetik Bölümü 

öğrencilerinin Akdeniz diyetine uyumunu etkileyen faktörleri belirlemek ve bu faktörler 

doğrultusunda üniversite öğrencilerine öneriler geliştirmek amacıyla Eylül 2021-Aralık 

2021 tarihleri arasında 272 öğrenci ile gerçekleştirilmiştir.  Çalışma etik kurul izni sonrası 

Yeditepe ve İstanbul Bilgi Üniversitesi Beslenme ve Diyetetik Bölümü’nde öğrenim 

gören 18-35 yaş aralığında bulunan 261 kadın, 11 erkek öğrenci üzerinde yürütülmüştür.  

Katılımcılara sosyodemografik bilgileri, Akdeniz Diyetine Uyum Ölçeği, Pittsburg Uyku 

Ölçeği içeren online anket uygulanmıştır. Öğrencilerin %21’i sıkı Akdeniz diyetine sıkı 

uyum gösterirken, %32’sinin kabul edilebilir uyum, %47,1’inin zayıf uyum gösterdiği 

bulunmuştur. Öğrencilerin %44,7’sinin uyku kalitesi iyi, %52,2’sinin ise kötü uyku 

kalitesine sahip olduğu sonucuna ulaşılmıştır. Akdeniz Diyeti Bağlılık ölçeği ile 

öğrencilerin yaşları, cinsiyetleri, medeni durumları, beden kütle indeksi ve sigara 

kullanımları yaşadıkları yer ve ekonomik durumları, uyku süreleri ve uyku kaliteleri 

arasında anlamlı bir fark saptanamamıştır (p>0.05). Medeni hal ile Akdeniz diyet uyumu 

arasındaki ilişkiyi evli katılımcı sayısının çok az olması nedeniyle değerlendirilemedi. 

Akdeniz Diyetine uyum düzeylerine göre sınıf düzeyi, fiziksel aktivite ve alkol kullanımı 

arasında istatistiksel olarak anlamlı fark saptanmıştır (p<0.05). 

Üniversite öğrencilerinin yaşadıkları dinamik çevre, aile hayatından uzak olma, arkadaş 

çevresi, düzensiz bir hayat, kalitesiz uyku gibi nedenlerle sağlıksız beslenme açısından 

risk altında olduğu göz önünde bulundurulursa Akdeniz diyetine uyumlarının 

artırılmasına yönelik önlemler alınmalıdır.   

 

Anahtar Kelimeler: Akdeniz diyetine uyum, üniversite öğrencileri, PUKİ uyku kalite 

indeksi  
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1.INTRODUCTION 

 

 Many studies that provide evidence that diet can have an impact on human 

health have supported the impact of nutrition on human health (1-3). Today, all scientific 

associations, as well as the World Health Organization (WHO), accept that diet plays an 

important role in the prevention of chronic diseases. Inadequate and unbalanced nutrition 

can lead to the development of pathological results such as metabolic syndrome, coronary 

heart diseases, diabetes and neurodegenerative diseases (4). 
 University students are at risk in terms of unhealthy nutrition due to the dynamic 

environment they live in, being away from family life, circle of friends, an irregular life, 

poor quality sleep, and financial impossibilities. It is significant to identify the nutritional 

style of the students and to take precautions against nutritional errors to protect them from 

nutritional disorders and other problems that may arise in the future (5). The WHO defines 

a healthy diet as a diet that has a balanced calorie content, prioritizes healthy fats, is free 

from saturated and trans fats, and has limited industrial sugar and salt consumption (4). 

 A healthy diet should include a balanced and adequate amount of protein 

sources like fresh veggies, fruits, whole grains, pulses, nuts and seeds, low-fat milk and 

dairy products, eggs and lean meat (6-8). A diet suitable for the Mediterranean diet (MD), 

which contains all these nutrients in a sufficient and balanced manner, is connected with 

a healthier, higher quality and longer life. The MD is a healthy, sustainable dietary pattern 

that is high in unsaturated fatty acids, dietary fiber, and has potentially positive effects on 

diseases with low energy levels. In the study conducted by Davis et.al.  show that 

adherence to the MD is effective in protecting against body weight gain and reducing the 

risk of metabolic syndrome, type 2 diabetes, cardiovascular diseases, neurodegenerative 

conditions and cancer (9). However, although the multiple advantages of the MD are 

known, in the study demonstrated that in recent years, even the individuals living in the 

Mediterranean region, especially young people, have gradually decreased their adherence 

to this diet pattern (10). 

 Although Nutrition and Dietetics students are a group with high nutritional 

awareness; it is thought that the adaptation of these students to the MD will be affected 

by factors such as age, class level, marital status, gender, place of residence, economic 

situation, exercise, smoking and alcohol use, sleep duration and sleep quality. In our 

country, there are studies that determine the adaptation of university students studying 
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Nutrition and Dietetics to the MD. In these studies, the relationship between the general 

information, food consumption, anthropometric measurements and physical activities of 

the participants and the adherence with the MD were examined (11,12). However, studies 

conducted to date have not investigated the relationship between the sleep quality and 

duration of Nutrition and Dietetics students and their adherence with the MD. In this 

study, in addition to other parameters, sleep duration and quality are be emphasized. This 

study hypothesized that the age, gender, marital status, body mass index, grade level, 

exercise, smoking and alcohol use, place of residence, economic status, sleep duration 

and sleep quality of Nutrition and Dietetics students are effective in their adherence with 

the MD. 
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2. GENERAL INFORMATION 

2.1.Definition and General Characteristics of The Mediterranean Diet 

 The MD is the predominant dietary pattern among people from the 1960s 

Mediterranean basin where olive oils were grown. MD; emphasis on keywords and the 

positive effect of general nutrition of a single diet and its antagonistic effects are positive 

effects on health. It is among the healthiest nutrition systems (13). High amounts of olive 

oil, olives, fruits and vegetables, whole grains, legumes and nuts and seeds; with moderate 

levels of eggs, fish, poultry and dairy products; low intake of red meat and meat products 

is the main feature of this diet. It also includes moderate consumption of wine. The foods 

recommended to be consumed in the MD are rich in various vitamins and minerals, 

dietary fiber and bioactive components. In the Mediterranean style diet, olive oil is used 

in the preparation of the meal, and the intake of saturated and trans fats is limited. Like 

fish and seafood, it has rich content of omega 3 fatty acids. The MD consists of a 

vegetable-based cuisine (9). The MD entered the medical literature following the 

publication of the results of the 'Seven Country Study' initiated by Ancel Keys and 

colleagues in the late 1950s. (14). 

 When the MD is examined, it is observed that there is no single type of diet. It 

is emphasized that various dietary habits related to the MD may vary between countries 

and within the same country (15). For example, the total amount of fat from the diet is 

40% of the total energy in Greece, while it is 30% in Italy. In any case, however, used 

olive oil is high in beneficial monounsaturated fat as opposed to non-beneficial saturated 

lipids, due to its high monounsaturated content (16,17). The two main differences of the 

MD from other healthy diets are that it recommends abundant consumption of healthy 

fats from extra virgin olive oil, nuts and oily fish, and allows moderate wine consumption 

(18). 

 Urban and technological advances, globalization in food production and 

consumption, and changes in dietary habits have led to changes in the MD. The MD has 

been updated due to emerging new lifestyles, nutritional, sociocultural, environmental 

and health problems, and the increase in low-income societies, especially in 

cardiovascular diseases (19). 

 The Revised MD guideline, developed in 2010, has been updated based on the 

regional, socio-economic and cultural diversity of the Mediterranean region countries, 

based on both defining foods and specifying the amount and periodicity of food 

consumptions. As a result of the meeting with the Mediterranean Diet Foundation 
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Scientific Committee, an expert staff was formed, and preliminary preparations were 

started with a declaration at the 3rd International Inter-University Center for 

Mediterranean Food Culture Studies meeting held in Parma in 2009. Under the auspices 

of the Mediterranean Diet Foundation, Mediterranean food culture was discussed at 

length with different scientific committees, and the revised MD draft was announced in a 

closed meeting at the 8th International Mediterranean Diet Congress in Barcelona. Later, 

the MD pyramid was adapted both to the community and from Spain to Morocco, from 

France to Italy, by offering portion amounts and local food diversity with the 2010 

edition. The purpose of the pyramid is designed to stay healthy and maintain sustainable 

health in adults aged 18-65. It has also been stated that it is necessary to make adjustments 

in specific risk groups by taking these basic principles into account (20). 

 At the international conference in Italy in 2009 MD has been defined as a 

sustainable diet model due to its nutritional, environmental, economic and sociocultural 

dimensions (21). In the "Biodiversity and Sustainable Diets" international scientific 

symposium in 2010, sustainable diet criteria were determined as: nutrition, health and 

lifestyle, biodiversity and environment, economy, society and culture (10). Current 

Mediterranean Diet United Nations Education, Science and Culture It was recognized as 

the "Intangible Cultural Heritage of Humanity" by the Organization (UNESCO) in 2010.  

In US News & World Report 2022, the MD was ranked 1st among the world's top 40 diet 

models (22). 

2.1.1.Mediterranean Diet Score 

 The MD score was developed to understand the role of the MD in 

epidemiological studies. The first scoring systems were the Mediterranean Diet Scale (T-

MDS) and the Alternative Mediterranean Diet Scale (aMed), created in 1995 by 

Trichopoulou et al. T-MDS and the Alternative aMed don’t calculate non-traditional MD 

foods (23). 

 Scoring systems created after the current MD pyramid was published in 2010 

usually applied these recommendations as a base for food group consumption cuts, 

including more food/food groups as negative components, and some included diet and 

lifestyle behaviors (24). 

 Later, in the study directed by Martínez-González et al., in the PREDIMED 

study in which Mediterranean-style eating habits were investigated, the Mediterranean 

Diet Adherence Scale consisting of 14 questions was used, and then the questionnaire 

form created by Schröder H et al. was validated (25, 26). 



 5 

2.1.2.Mediterranean Diet Pyramid 

 First, the MD pyramid was formulated in the early 1960s based on the typical 

Cretan diet. In 1993, the MD pyramid was published in cooperation with the Harvard 

Public Health Oldways Preservation and Exchange Trust and the WHO. Commonly, the 

number of servings is planned so that the largest portions of the pyramid are the largest. 

However, the traditional MD pyramid lacks portion size, the average value of portion 

size, and specific recommendations (tea, coffee, salt, sugar, honey, sauces, spices). In 

1999, the Greek Dietary Guidelines presented nutritional recommendations for the 

traditional MD. In 2009, the pyramid from 1993 was revised (27).  

 In 2010, the new, renovated MD pyramid was published (9). This pyramid 

shows the quantitative and qualitative selection of foods, the adjustment of the amounts 

and the frequency of portion consumption of the main food groups. And food selection, 

cooking, how it should be consumed, the amount of portion in each meal and the 

composition of the food group that should be present in the meal, the importance of the 

meals, the correct planning of the daily energy intake, and the definition of the foods that 

should be consumed daily, weekly and rarely. Unlike previous years; It was also 

emphasized that the food should be consumed in a social environment such as the family 

environment, the use of healthy cooking methods and adequate rest (28). 

2.2.The Mediterranean Diet and Health 

 The MD, with its high unsaturated fat content and low saturated fat content. And 

so, it is important result of the Seven Country Study based on ecological evidence that 

Mediterranean countries, MD has been related with a lower blood cholesterol and 

coronary heart disease incidence (29). However, subsequent studies have shown that the 

Traditional MD is not only a cholesterol-lowering diet but also has many other beneficial 

effects on health (30). Consistent with the findings of the landmark Lyon Dietary Heart 

Study and the five-year Prevención con Dieta Mediterránea study, several long-term 

observational studies have also approved the protective role of the MD against 

noncommunicable diseases (31, 32). Collectively, these studies showed inverse 

associations of the MD with coronary heart disease, frequency of thrombotic stroke, and 

total mortality (33). In addition, it has been reported that the MD is inversely associated 

with diabetes, breast and colorectal cancer. Alpha-linolenic acid is thought to be a key 

factor in demonstrating health benefits in randomized trials of the MD. But PREDIMED 

research emphasizes extra virgin olive oil and nuts for their health benefits (31). 
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2.2.1.Mediterranean Diet and Obesity 

 Obesity is a chronic disease that can occur due to genetic disorders, excessive 

or unbalanced diet, sedentary lifestyle, psychological problems and many other factors. 

Its incidence is increasing day by day in many countries, regardless of whether it is 

developed or underdeveloped. At this point, it is of great importance in preventive health 

that positive changes in the diet will be effective in preventing the formation of obesity. 

In addition, if obesity has occurred, important steps can be taken in the management of 

obesity with adherence with the appropriate nutrition model (34). 

 Among the nutritional models, one of the models with the highest potential for 

the prevention or management of obesity is the MD. At this point, researchers have 

conducted many studies on how obesity will affect the outcome of adherence to the MD 

(35). 

 In Spain, several sub-studies within the PREDIMED clinical trial found that 

adherence to a MD was related with a lower level of inflammation (36) and total body 

weight, waist circumference, body mass. index and blood pressure were found to decrease 

more (37,38). In addition, increased levels of high-density lipoprotein (HDL cholesterol) 

have been observed (35). 

 On the contrary, it is seen that insufficient adherence to the MD, the increase in 

the proportion of the obese population, and increased medical expenditures are associated 

with each other (39). The result of low adherence to the MD is considered to be a major 

factor in the spread of the obesity epidemic, particularly in Southern Europe, where a 

Western diet with high caloric content, rich in saturated fats and simple carbohydrates, is 

followed (40). 

 Moving away from the MD and returning to Western culture in terms of 

nutrition is quite evident today, especially among the younger generations (41). 

According to the WHO, children with low adherence to the MD are more obese compared 

to those who follow the MD, which includes more fish and vegetables from a young age 

and they say that they generally make them less healthy. This situation may increase the 

risk of chronic diseases by inviting an unhealthy life for their future lives for young people 

who adopt an unhealthy diet from an early age (42). 

 It has been a matter of curiosity whether the positive effects of adherence to the 

MD in the prevention or management of obesity can also be achieved by adherence to 

other dietary models. For this, some studies have investigated whether the MD is superior 

to other nutrition models in obesity by comparing different nutrition models with the MD. 
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An intervention study published in 2015 showed that increased adherence to the MD 

promoted greater weight loss in obese individuals compared to a low-fat diet model (43). 

 A recent meta-analysis of 18 randomized controlled trials comparing control 

diets with the MD to examine outcomes in abdominal obesity reported that adherence to 

the MD resulted in higher decrease in waist circumference and visceral fat in comparison 

with control diets (44). 

 One study has also proven that the MD is one of the most effective dietary 

patterns among other dietary patterns in preventing obesity-related diseases (45). 

2.2.2.Mediterranean Diet and Metabolic Syndrome 

 Metabolic syndrome is a serious condition that occurs as a combination of some 

health problems such as waist circumference wider than the ideal range, low high density 

lipoprotein cholesterol, hypertension, and impaired fasting blood sugar. A healthy diet 

plays a significant role in the basis of the components that cause metabolic syndrome 

(46). 

 Many observational studies be considered the links between the MetS and the 

MD. In a meta-analysis of observational studies, including 4 prospective and 8 cross-

sectional studies with 33,847 individuals and 6,342 cases of MetS, greater adherence to 

the MD was observed at a 19% lower risk for MetS. There were inverse associations with 

blood pressure, waist circumference, and lower HDL-C levels in relation to the individual 

components of MetS. (47). 

 A meta-analysis of two RCTs found that among participants with MetS, those 

who followed the MD had a 49% higher possibility of remission from the MetS during a 

follow-up of 2-5 years, compared with those on the control diet (48). 

2.2.3.Mediterranean Diet and Diabetes 

 The number of people with diabetes in the world is increasing day by day. It is 

estimated by the International Diabetes Federation (IDF) that diabetes will affect 700 

million people by 2045 (49). There are a significant number of publications on specific 

components of the MD that have been informed to reduce the rate of diabetes in the 

community. 

 In the PREDIMED study, high consumption of total polyphenols was related 

with a reduced risk of diabetes in elderly individuals at high CVD risk (50). 

 Higher olive oil consumption was associated with a less risk of diabetes in a 

cohort of women with 22 years of follow-up. The authors explained that the use of 
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different types of fat (for example, margarine, butter, and mayonnaise) instead of olive 

oil was inversely correlated with disease onset (51). 

 Some evidence from prospective studies has come to the conclusion that 

adherence to the MD is inversely related to diabetes risk (52). Bonaccio et al. showed that 

high adherence to the MD was associated with a 34% risk reduction for CVD mortality 

in patients with T2DM (53) 

 In a meta-analysis that included 8 cohort studies with a total of 122,810 

individuals, it was found that the risk of developing type 2 diabetes may be 19% lower 

due to higher adherence to the Mediterranean diet, emphasizing the long-term protective 

effects of the Mediterranean diet (54). In addition, the Mediterranean diet reduced visceral 

obesity. It can reduce the risk of obesity-related chronic diseases such as T2DM (44). 

 5 randomized controlled trials and 8 meta-analysis reviews investigated the 

efficacy of the Mediterranean diet in the treatment of prediabetic and diabetic conditions. 

It determined that adherence to the Mediterranean diet in diabetic individuals was 

connected to lower glycated hemoglobin levels and a better cardiovascular risk factor 

profile compared with control diets with a low-fat diet composition (48). 

 Various studies have investigated the effect of certain components such as olive 

oil, as well as the general Mediterranean diet style. In a randomized, crossover study, it 

was observed that regular moderate daily intake of extra virgin olive oil for 8 weeks 

reduced fasting plasma glucose and HbA1c in overweight and T2DM patients (55). 

 In addition to studies examining the effect of the MD alone on diabetes, there 

are many studies on how it can affect their rates compared to other dietary interventions. 

In a meta-analysis of 5 Randomized Controlled Trials, the MD provided better glycemic 

control in patients with type 2 diabetes and prediabetes compared to control diets, 

including low-fat diets (56). In other studies, it has been reported that adherence to the 

MD reduces the levels of HbA1c, C-reactive protein, and adiponectin in diabetic patients 

(57). A systematic review and meta-analysis comparing different diets in a population of 

approximately 1.5 million people found that the Mediterranean diet was effective in 

reduction of risk of diabetes (52). 

2.2.4.Mediterranean Diet and Cardiovascular Diseases 

 Cardiovascular diseases are one of the most frequent causes of morbidity and 

mortality in societies, regardless of ethnicity, race or sex. Coronary heart disease, 

coronary artery disease, hypertension, ischemic heart, stroke and rheumatic heart disease 

are common cardiovascular diseases. The diet style of individuals is one of the main 
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factors determining cardiovascular health. At this point, there are studies on the effect of 

MD on CVD. 

 One of the largest studies on the MD was a prospective cohort study of 74,886 

women from the Nurses’ Health Study (NHS) followed for up to 20 years. This study 

found that a higher level of adherence to the MD was related with a 29% lower risk of 

CHD incidence and a 13% lower risk of stroke in women, as given by a better aMED 

score (58). 

 A recent systematic review and meta-analysis of 38 cohorts compared the 

highest and lowest categories of MD adherence; MD was shown to be inversely correlated 

with CVD mortality, stroke incidence, stroke mortality, CHD incidence, CHD mortality, 

and myocard ınfarctus (MI) rate (59). 

 Thanks to the nutrients and bioactive components in the MD model, it is thought 

to support cardiovascular health and, as a result, have a protective effect in terms of CVD 

risk. A RCT compared the effects on microvascular function status of a high-polyphenol 

diet containing 6 servings of fruit and vegetables per day and less than 2 servings per day 

in hypertensive participants. After eight weeks, participants who consumed the diet with 

a high polyphenol content, which was associated with higher serum polyphenol levels, 

had a better endothelial function (60). 

 Estruch et al. reported that the MD accompanied with extra virgin olive oil or 

hazelnuts, instead of the low-fat diet suggested by the American Heart Association 

(AHA), was effective in protecting individuals with a high risk of CVD from CVD (61). 

 One study of CVD has demonstrated improved endothelial function in various 

vascular beds as well as impacts on lipid metabolism and platelet aggregation towards 

cardioprotective profiles related to the MD (62).  

 Whether the MD is more effective in those with a high or low risk of CVD is a 

controversial issue. Some studies have been carried out to clarify this situation. One study 

concluded that adopting a healthy diet as similar as possible to the Mediterranean diet is 

beneficial for people at low CVD risk (63). 

 A meta-analysis of 20 studies by Grosso et al with data from 888,257 

individuals found that increased adherence to the MD was connected with a 40% reduced 

risk for CVD incidence (64). 

2.2.5.Mediterranean Diet and Cancer 

 Cancer is one of the main causes of death worldwide. It was recorded that almost 

9.6 million people died due to cancer in 2018 alone. This shows that cancer has a large 
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share in total mortality. Risk factors for cancer incidence in the population are mainly 

related to environmental and individual characteristics (hereditary characteristics, clinical 

conditions such as exposure to harmful substances at certain levels or hormonal 

imbalances) or people's lifestyles. Physical activity, diet and psychological factors play a 

very important role at this point. If the dietary factor, which plays an essential role in the 

formation of cancer, is not managed correctly, the increase in cancer incidence may be 

inevitable. At this point, there are many studies on the effect of MD on cancer types (65). 

 Numerous scientific studies have shown a higher level of adherence to the MD; 

It has been reported to be inversely associated with overall cancer mortality and risk of 

breast, stomach, head and neck, liver, colorectal, gallbladder, and bile duct cancers (66). 

Another review focused on the link between the MD and cancer of the entire digestive 

tract except for pancreatic cancer. He speaks of a reduced risk of cancers with adherence 

to the Mediterranean diet (67). 

 A comprehensive meta-analysis of 117 studies with a total of 3,202,496 

participants was published recently. In the observational studies in this meta-analysis, 

greater adherence to the MD was reported to be inversely associated with cancers of the 

breast, colorectal, head and neck, respiratory tract, gastric, bladder, and liver. In addition, 

the highest adherence to the MD was inversely related to overall cancer mortality and all-

cause mortality among cancer survivors (68). 

 The various ingredients in the MD contain bioactive elements that have been 

recently researched specifically for antitumor effects (69). For example, in peanuts, 

grapes, strawberries, extra virgin olive oil (EVOO), etc. polyphenolic compounds such as 

those found have been associated with DNA methylation of several cancer-associated 

genes and are important tumor suppressors and promoters (70). 

 The positive association between the MD and cancer is due to the MD’s high 

content of antioxidants and anti-inflammatory nutrients found in many foods (beans, fresh 

fruit or nuts, vegetables, fish, and olive oil). These conditions have a protective effect in 

the fight against the degeneration and proliferation of cancer cells (71). 

2.2.6.Mediterranean Diet and Microbiota 

 Diet is one of the main regulators of metabolite production and shaping the 

profile of the gut microbiota, which is associated with the incidence and progression of 

different types of intestinal and extraintestinal diseases (72-74). Some studies evaluating 

the effects of the MD on the microbiota content and structure show that a diet suitable for 
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the MD reveals the microbiota composition and microbial diversity as well as the 

production of SCFAs (75-77). 

 A high level of adherence to the MD was associated with an increase in 

Firmicutes and Bacteroidetes bacteria and fecal short chain fatty acid. In contrast, low 

adherence to the MD was associated with increased l-Ruminococcus and Streptococcus 

bacteria and higher urinary trimethylamine N-oxide concentrations. This situation can be 

accepted as an indicator of increased CVD risk (75). 

 Another important distinguishing feature of the MD is its high fiber content 

(78). High dietary fiber intake has been shown to promote modifications of the gut 

microbiota in both humans and rodents, with decreased Firmicutes, increased 

Bacteroidetes, and SCFA production associated with different types of autoimmune, 

inflammatory and allergic diseases (79). 

2.2.7.Mediterranean Diet and Depression 

 A systematic review of experimental and observational studies in the MD 

examining the effects of existing polyphenols on symptoms of depression found evidence 

suggesting that there may be a link between polyphenol consumption and the risk of 

depression, as well as those polyphenols may be effective in significantly reducing 

depressive symptoms (66). 

2.2.8.Mediterranean Diet and Liver Health 

 Some data from short-term prospective studies have linked high adherence to 

the Mediterranean diet with a protective effect against non-alcoholic liver disease, lower 

hepatic steatosis severity, and reduced alanine-aminotransferase levels (80). 

2.2.9.Mediterranean Diet and Mortality 

 In parallel with the increase in chronic diseases, there is an increase in the 

incidence of mortality. At this point, we can reduce the risk of mortality by getting to the 

root of the problem, that is, by preventing the formation of chronic diseases or by adopting 

appropriate treatment if they occur. Many factors that should be considered in the 

formation and treatment of chronic diseases. One of these factors is the nutrition model 

applied. With the right nutrition model, we can prevent chronic diseases and subsequently 

reduce the risk of mortality. When we look at the studies, we come across the MD, which 

is one of the right nutrition models to be chosen in reducing the risk of mortality. 

 In some of the studies, it is seen that the MD is associated with the intake of 

certain nutrients, such as polyphenols, which have a positive effect on mortality. Analyzes 
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from 21,302 participants of the Mediterranean Moli-sani cohort, followed for an average 

of 8 years, found that those in the highest quintile of various polyphenol intakes had a 

significantly lower risk of all-cause death compared to these at lowest consumption group 

(81). 

 In the PREDIMED study, those who received high polyphenols, particularly 

from stilbenes and lignans, showed a greater reduction in overall risk of death compared 

to those who received lower levels. The main source of polyphenols in PREDIMED 

participants is coffee and fruit. Also, the most prominent distinguishing factor relative to 

other populations is the intake of olive oil polyphenols (82-84). 

 There are one study showing that the MD not only has a polyphenol-based 

benefit, but also slows down the aging process and reduces the risk of mortality with its 

effects on DNA. At this point, a meta-analysis of 8 original cross-sectional studies and 

13.733 participants from 5 countries showed a positive correlation among adherence to 

the MD and telomere length (61). 

 As seen in these studies, higher adherence to the MD is linked to longer life 

expectancy or lesser risk of all-cause mortality, due to some of the nutrients in the MD. 

However, some studies did not find a clear effect of the MD on mortality. 

 Data from intervention studies have been inconsistent, although some 

observational studies have shown an inverse relationship between adherence to the MD 

and a low risk of death from all causes. In the PREDIMED study, in which total mortality 

was reasoned a secondary outcome, the MD interventions were found to have an effect 

on all-cause mortality and the trial was stopped for ethical reasons (85). 

A published meta-analysis that included 5 RCTs also found no evidence of the benefits 

of the MD on overall mortality (86). 

2.3.Factors Affecting Adherence to The Mediterranean Diet  

2.3.1.Relationship Between Social, Environmental, Demographic and Lifestyle 

Related Factors and Adherence to The Mediterranean Diet 

 Studies demonstrated that many factors can take an active part in ensuring 

adherence to the MD. These factors include age, gender, education level, socioeconomic 

status, physical activity, and geographic location. Because these situations differ between 

individuals, some people have a higher level of commitment to MD, while others have a 

lower level of commitment to MD (87,88). 
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 In the study published in the journal Nutrition and Metabolism in 2020, high 

adherence to the MD was high in vegetables, fruits, fish, cereals, olive oil; It has been 

revealed that it is characterized by low meat and milk consumption. This high adherence 

to the MD in the adult population of Casablanca City has been associated with various 

factors such as gender, marital status, higher education level, luxury housing, alcohol 

consumption and overweight. As a consequence of the study, it was found that more 

research is needed to fully measure the link between maintaining the MD model, which 

is important for public health, and these relationships. In the study, adherence to the MD 

was found to be higher in men, married people, living in more luxurious houses, those 

with higher education levels and those who consumed wine. In overweight participants, 

adherence to the Mediterranean diet was reported to be lower. In addition, no meaningful 

relationship was found between age, smoking, occupation and adherence to the MD (89). 

 The study, published in the journal Nutrients in 2021, investigated the 

relationship between socioeconomic status and MD commitment in 4671 adult people 

from Dalmatia, Croatia. In addition, the connection between adherence to the 

Mediterranean diet and body mass index was examined. Higher rates of commitment to 

MD were noted among women, older individuals, those with higher education levels, 

physically active individuals, and those with better financial status (90). 

 In a study conducted with 761 university students in Spain, published in the 

British Journal of Nutrition, the relationship between MD adherence and BMI, physical 

activity, sleep hours, sociodemographic factors, self-esteem and academic performance 

was evaluated. It was concluded that 49% of the students had high MD adherence. In 

addition, a direct relationship was found between students' health-related quality of life, 

self-esteem, physical activity, aerobic capacity, night sleep hours, academic performance, 

high socioeconomic status and MD adherence. An inverse relationship was reported 

between age and adherence to the Mediterranean diet, but no significant relationship was 

found with body mass index (91). 

 In the study, which included 42,000 Italian adults, investigating the relationship 

of individual lifestyles and habits with high/low adherence to the MD model, it was 

examined whether there was a relationship between the healthy and environmental 

behaviors of individuals and their level of adherence with MD. The results summarize 

that MD is part of a sustainability-oriented lifestyle and show that both income and 

education have a positive impact on MD commitment. Future policy aimed at countering 

the gradual disappearance of MD emphasized the sustainable dimension of MD, while 
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emphasizing the need to reduce socio-economic inequalities between different population 

segments (92). 

2.3.2.Relationship Between Sleep Duration and Quality and Adherence to a 

Mediterranean Diet 

 Nutrition style is main factor affecting sleep quality and duration. A correct 

nutrition plan to be adopted naturally forms the basis of a healthy sleep pattern. A review 

of 29 studies found that those who consumed healthy foods had better sleep quality; It 

has been concluded that those who consume more processed foods and foods rich in sugar 

have worse sleep quality (93). A study published in 2016 reported that a high-quality diet 

improves sleep duration, while sleep deprivation was shown to rise appetite for high-

calorie foods (94). 

 In another study conducted in that context, higher adherence to the MD model 

was related with better sleep quality, either for a direct impact on health or for indirect 

effects through improved weight status (95). The relationship between adherence to MD 

and certain aspects of sleep, such as insomnia symptoms, was investigated and found a 

positive effect with adherence to the MD model (96). 

 In parallel with these results, in a cross-sectional study directed with 503 

university students with an average age of 22, it was revealed that students with a high 

adherence to the MD were more probably to have a good sleep quality. In addition, 

according to the regression analysis, a significant correlation was found with better 

subjective sleep quality, less sleep delay, less sleep disturbance and less daytime 

dysfunction in students with high adherence to the Mediterranean diet (97). 

 In another study, insufficient and excessive sleep duration was associated with 

lower quality diets in adult populations. A study involving 2169 people examined the 

relationship between weekday sleep duration and discrepancies between weekday and 

weekend sleep duration and adherence to the MD in Costa Rica adults. Short, usual, and 

long sleep duration were defined as <7 hours, 7–9 hours, and >9 hours, respectively, and 

inconsistent weekday-weekend sleep duration was defined as a difference of more than 1 

hour. Among women, less than 7 hours of sleep per night was associated with a lower 

aMED score compared to those with the suggested sleep time. A significant association 

was found between unclassified models, inconsistent weekday-weekend sleep and lower 

aMED scores that did not change by gender. As a result, it has been reported that short 

and inconsistent sleep duration has an effect on the eating pattern (98). 
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 A study examining indicators of sleep duration and quality in adults reported 

that increased adherence to the MD was associated with improved sleep quality and a 

lower risk of a change in sleep duration over 2 hours (99). 

  In another study of 432 women, higher baseline MD adherence scores were 

associated with better sleep quality, higher sleep efficiency, and fewer sleep disturbances 

(100). 

 A study published in 2020 showed that adequate sleep duration and quality were 

positively associated with lower BMI and waist circumference and MD commitment. As 

a result, it was thought that poor sleep was more common in obese people. In addition, it 

has been reported that providing the MD diet regimen instead of consuming a single food 

will have a beneficial effect on sleep quality (101). 

 In a cross-sectional study on Italian students, the association between body mass 

index and behavioral factors was examined. As a result of the study, no difference was 

found between lifestyle variables and BMI groups. However, adherence to the MD and 

sleep habits were associated. It has been reported that the sleep duration is sufficient in 

the MD groups in moderate and high adherence. However, it was concluded that there 

were important contradictions between adherence to MD categories and daytime 

sleepiness, and students with lower adherence to MD had higher drowsiness (102). 

2.4.Nutritional Habits of University Students 

 College years represent the transition to adulthood, but there are concerns about 

health and behavior. A significant feature is associated with healthy eating. There is 

evidence that university students may consume low-quality diets with potential long-term 

effects on healthy body weight, academic achievement, and health (5). 

 Young adulthood is an essential period for food choices and weight gain. With 

the transition from adolescence to young adulthood and increased independence, young 

adults may have difficulty making healthy food choices. Along with unhealthy eating 

behaviors, behaviors related to weight gain such as excessive alcohol consumption and 

lack of physical activity may also develop during this period (103). 

 According to the results of the research conducted on students studying at 

Cornell University, time constraints, stress, high prices of healthy foods and easy access 

to junk food were reported as the main barriers to healthy eating among university 

students. In contrast, advanced food knowledge and education, meal planning, 

participation in meal preparation, and being physically active were explained as enabling 

factors for healthy behavior (104). 
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 The study, which was conducted with 1448 students studying at King's College 

London, investigating their dietary habits and sociodemographic and lifestyle 

antecedents, revealed the diet analyzes of the students and four main diet patterns. 

'Vegetarian'; 'snack'; 'health conscious'; and "practice, red meat and alcohol". The "health 

conscious" model was considered as the model with the most appropriate nutrient profile. 

While female students chosen the "vegetarian" model, male students chosen the 

"convenience, red meat and alcohol" model. More culinary students tended towards 

"vegetarian" and "health-conscious" stereotypes. The 'convenience, red meat and alcohol' 

model was associated with higher weekly food expenditure; this pattern was also 

identified most consistently among universities. Smoking, low physical activity, and 

consumption of ready-to-eat foods were found to be positively associated with less 

healthy eating patterns. Food intake differed among university students. A significant 

proportion of students followed health-promoting diets with good nutrient profiles that 

eliminated the need for dietary intervention. But some students consumed poor diets and 

practiced negative lifestyle behaviors that could develop long-term health effects. The 

authors suggested that target policy should include improving the nutrition of university 

students, encouraging student participation in cooking and meal preparation, and 

increasing the availability of lower-cost healthier foods to university students (105). 

 In a quantitative, cross-sectional study with a descriptive design on the 

nutritional habits and needs of university students, it was stated that the students had 

sufficient knowledge about fast food, soda and processed foods, additives, and nutritional 

needs. However, it has been reported that the food choices are not generally healthy, the 

meals are easily accessible in terms of cost and the taste comes to the fore (106). 
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3.MATERIAL AND METHODS 

3.1.Participants and Data Collection 

 This research was carried out with 272 students between September 2021 and 

December 2021 to determine the factors affecting the adherence of Yeditepe and Istanbul 

Bilgi University Nutrition and Dietetics Department students to the Mediterranean diet 

and develop recommendations for university students in line with age, sex, marital status, 

BMI, grade levels, regular physical activity status, alcohol consumption, smoking, place 

of residence and economic status, sleep duration and sleep quality.  

 Participants were selected from Yeditepe and Bilgi University Nutrition and 

Dietetics students between the ages of 18 and 65. There are a total of 675 students enrolled 

in the relevant departments of both universities. The sample size was calculated as 246 

with 95% confidence level and 5% acceptable error. It is planned to reach at least 260 

participants by considering the 10% waste. The data collection period did not coincide 

with the exam period. 

 An online questionnaire including sociodemographic information, 

Mediterranean Dietary Adherence Scale (MEDAS), Pittsburg Sleep Scale (PSQI) was 

applied to the students. Inclusion criteria were being between the ages of 18 – 65, being 

a student of the Department of Nutrition and Dietetics, being a volunteer, not having a 

disease that requires a special dietary restriction, no perception and communication 

problems while exclusion criteria were not to be between the ages of 18 – 65, not being a 

student of the Department of Nutrition and Dietetics, not being a volunteer, having a 

disease that requires a special dietary restriction, having a perception and communication 

problems. 

 A total of 346 participants took the questionnaire. 3 participants with diabetes 

and 1 participant with ulcerative colitis were not included in the study because they had 

a disease requiring dietary restriction. A participant with diabetes and hypertension was 

not included in the study because he did not agree to approve the consent form at the same 

time. However, 15 people were excluded from the study because they did not agree to 

approve the consent form. A total of 20 people were not included in the study. 54 people 

were not included in the study because they did not complete the form. As a result, the 

study was completed with 272 participants. 

 The dependent variable of this study was adherence to the Mediterranean diet. 

And independent variables are age, BMI, class level, marital status, sex, place of 
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residence, economic status, physical activity, smoking status, alcohol use, sleep duration, 

sleep quality. 

 For BMI classification was made according to the Centers for Disease Control 

and Prevention (107). And also based on the activity recommendations of the WHO 

according to the age group, physical activity was categorized as adequate and insufficient. 

Adults aged 18-65 years WHO recommends must do minimum 150-300 minutes of 

moderated intense aerobic activity; or minimum 75-150 minutes of strenuous activity; or 

an equivalent combining of moderate to vigorous-intensity activity over the week (108). 

3.1.1.Mediterranean Diet Adherence Score  

 Mediterranean Diet Adherence Scale was created by Martínez-González et al. 

in 2012 (109). Turkish validity and authenticity Pehlivanoğlu et al. It was done in 2019 

(110). Mediterranean Diet Adherence Scale is a questionnaire consisting of 14 questions, 

the type of basic oil used by the patients in meals, the amount of olive oil consumed daily, 

fruit and vegetable portions, margarine-butter and red meat consumption, weekly 

consumption of wine, pulses, fish-seafood, snacks, nuts, cake, olive oil tomato sauce 

consumption and whether white meat is preferred more than red meat. 1 or 0 points are 

taken for each question asked based on the amount of consumption, and the total score is 

estimated. A total score of 7 and above indicates that the individual has an acceptable 

adherence to the MD, and a score of 9 and above indicates that the individual has a high 

adherence to the MD (111). 

3.1.2.Pittsburgh Sleep Quality Index 

 The Pittsburgh Sleep Quality Index was developed by Buysse in 1989 (112). 

Turkish validity and authenticity Agargun et al. It was made in 1996 (113). 

 PSQI consists of a total of 24 questions. The first 19 questions of the scale are 

answered by the individual. The last 5 questions of the scale are answered by the room or 

bed partner of the individual and applied only for clinical data and are not included in the 

score calculation. When calculating the PSQI score, it is grouped into 7 components. 

These components are; subjective sleep quality (component 1), sleep latency (component 

2), sleep duration (component 3), sleep efficiency (component 4), sleep disturbance 

(component 5), drug use (component 6) and daytime functions (component 7) provides 

information. Each component gets a score between 0-3 according to the answers to the 

questions. The sum of the calculated scores of the seven components gives the PSQI 

score. The result obtained is between 0-21 with a PSQI score. If the score is 5 and less 
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than 5, the sleep quality is 'good', score of more than 5 is considered 'poor' sleep quality 

(114). 

3.2.Statistics 

 Number Cruncher Statistical System 2007 (Kaysville, Utah, USA) program was 

used for statistical analysis. Detalied statistical methods (mean, standard deviation, 

median, frequency, percentage, minimum, maximum) were used to evaluate the study 

data. The conformity of the quantitative data to the normal distribution was tested with 

the Shapiro-Wilk test and graphical examinations. One-way analysis of variance and 

binary evaluations with Bonferroni correction were used for comparisons between groups 

of more than two normally distributed quantitative variables. Kruskal-Wallis test and 

Dunn-Bonferroni test were used for comparisons between groups of more than two 

quantitative variables that did not show normal distribution. Fisher-Freeman-Halton exact 

test was used to compare qualitative data. Spearman correlation analysis was used to 

assess the connections between quantitative variables. Statistical significance was 

accepted as p<0.05. 

 

3.3.Ethics 

Before starting the study,the necessary permission for the execution of the thesis 

was obtained from the Yeditepe and Bilgi University. And also Yeditepe University Non-

interventional Clinical Researches Ethics Committee dated 15.10.21 and the application 

number of 202108086 (Appendix).  
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4.RESULTS  

A total of 272 cases, 96% (n=261) female and 4% (n=11) male. The ages of the cases 

were between 18 and 35, with a mean age of 20.99±2.19 years. General characteristics of 

the participants is given in Table 4.1.  

 

Table 4.1: Distibution of Descriptive Features  

  n (%) 

Sex Women 261 (96.0) 

Men 11 (4.0) 

Age Meant±Ss 20.99±2.19 

Median (Min-Max) 21 (18-35) 

Marital Status Single 269 (98.9) 

Married 3 (1,1) 

Weight(kg) Mean±Ss 58.38±9.59 

Median (Min-Max) 57 (41-102) 

Height Mean±Ss 166.68±6.88 

Median (Min-Max) 165 (146-188) 

BMI Mean±Ss 20.97±2.81 

Median (Min-Max) 20,4 (15-32.8) 

Underweight 45 (16.5) (<18.5) 

Normal weight 201 (73.9) (18.5-24.9) 

Overweight 23 (8.5) (25-29.9) 

Obese 3 (1.1) (>30) 

 

1.1% (n=3) of the participants in the study were married. The BMI measurements of the 

cases ranged between 15 and 32.8 kg/m2, and the mean BMI measurement was 

determined as 20.97±2.81 kg/m2. 16.5% (n=45) of the cases were underweight, 73.9% 

(n=201) were normal weight, 8.5% (n=23) were overweight, 1.1% (n =3) 1st degree 

obese. Figure 4.1 shows BMI distribution of participants.  
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Figure 4. 1: BMI Distribution of Participants 

 

 44.5% (n=121) of the participants studied at Istanbul Bilgi University, 55.5% 

(n=151) at Yeditepe University, 33.5% (n=91) were in their first year, 19.9% (n=54) were 

2nd grade, 18% (n=49) were 3rd grade, 28.7% (n=78) were 4th grade students. 30.5% 

(n=83) of the participants in the study do regular physical activity. 90.4% (n=75) of those 

who do physical activity do adequate physical activity.28.3% of the cases (n=77) were 

smokers. 39.3% (n=107) of the cases use alcohol. It is seen that 8.8% (n=24) of the cases 

have chronic disease. 50% (n=136) of the participants live at home with their families, 

32% (n=87) live with friends/alone in a student house, and 18% (n=49) live in a 

dormitory. 

 When their economic status was examined, it was found that the income of 

23.9% (n=65) of the cases was less than their expenses, the income of 51.1% (n=139) of 

them was equal to their expenses, and the income of 25% (n=68) of them was more than 

their expenses. Distribution of descriptive characteristics of the participants is given in 

Table 4.2.  

Figure 4.2 shows distribution of students by schools, Figure 4.3 shows distribution 

of students by classes, Figure 4.4 shows distribution of students by economic status. 
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Table 4.2:Distribution of Descriptive Characteristics 

  n (%) 

Living Place With my family 136 (50.0) 

With my friend/alone in  

house 

87 (32.0) 

Dormitory 49 (18.0) 

Regular Physical activity No 189 (69.5) 

Yes 83 (30.5) 

Physical activity adequacy Not enough 8 (9.6) 

Enough 75 (90.4) 

Smoking No 195 (71.7) 

Yes 77 (28.3) 

Alcohol No 165 (60.7) 

Yes 107 (39.3) 

 

 

 

 

 
Figure 4.2: Distribution of Students by Schools 
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Figure 4.3:Distribution of Students by Classes 

 

 

 

 

Figure 4.4: Distribution of Students by Economic Status 
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 Participants distribution regarding their answers to the Mediterranean diet 

adherence scale questions are shown in Table 4.3. 80.1% of the cases (n=218) use olive 

oil at least 2 times a week in salads, vegetables, meat or fish dishes. 39.7% of the cases 

(n=108) consume more than 48 g (3.5 tablespoons) olive oil per day. 36.4% (n=99) of the 

participants in the study consume 2 servings or more of vegetables per day. 24.6% (n=67) 

of the participants consume 3 servings or more of fruit per day. 78.3% of the cases 

(n=213) consume less than 100 grams of red meat per day. It was observed that 75.7% 

(n=206) of the cases consumed less than 1 tablespoon of butter or margarine per day. 

62.1% (n=169) of the cases consume less than 1 serving of sugary or sweetened beverage 

per day. 4.4 (n=12) of the participants in the study consume 7 glasses of wine or more per 

week. 46.3% (n=3) of the participants consume 3 servings or more of pulses per week. 

12.9% of the cases (n=35) consume 3 servings or more of fish/seafood per week. 55.1% 

of the cases (n=150) consume processed sweets or pastries less than 3 times a week. 

39.3% of the cases (n=107) consume 3 servings or more of nuts (including peanuts) per 

week. White meat consumption was higher than red meat consumption in 51.5% of the 

cases (n=140). 64.7% of the participants (n=176) add olive oil with tomato, garlic, onion 

or leek sauce to their boiled vegetables, pasta, rice or other meals 2 times a week or more. 
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Table 4.3: Distribution of Responses to the Mediterranean Diet Adherence Scale 

Questions 

 n (%) 

Question 1  Less than 2 times a week 54 (19.9) 

 at least 2 times a week 218 (80.1) 

Question 2 Less than 48 g(3.5 tbsp) 164 (60.3) 

 More than 48 g(3.5 tbsp) 108 (39.7) 

Question 3 Less than 2 servings per day 173 (63.6) 

 2 servings or more per day 99 (36.4) 

Question 4  Less than 3 serving per day 205 (75.4) 

 3 servings or more per day 67 (24.6) 

Question 5 100 grams or more per day 59 (21.7) 

 Less than 100 grams per day 213 (78.3) 

Question 6 1 tbsp or more per day 66 (24.3) 

 Less than 1 tbsp per day 206 (75.7) 

Question 7 1 serving or more per day 103 (37.9) 

 Less than 1 serving per day 169 (62.1) 

Question 8 Less than 7 glasses per week 260 (95.6) 

 7 glasses or more per week 12 (4.4) 

Question 9 Less than 3 servings per week 146 (53.7) 

 3 servings or more per week 126 (46.3) 

Question 10 Less than 3 servings per week 237 (87.1) 

 3 servings or mor eper week 35 (12.9) 

Question 11 3 or more per week 122 (44.9) 

 Less than 3 times a week 150 (55.1) 

Question 12 Less than 3 servings per week 165 (60.7) 

 3 servings or more per week 107 (39.3) 

Question 13 No 132 (48.5) 

 Yes 140 (51.5) 

Question 14 Less than 2 per week 96 (35.3) 

 2 times a week or more  176 (64.7) 

The total scores of the subjects from the Mediterranean Diet Adherence Scale ranged 

from 2 to 12, and the mean score was determined as 6.71±2.12 points. (Table 4.4) 
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Table 4.4: Distribution of Mediterranean Diet Adherence Scale Scores 

Mediterranean Diet  

Adherence Scale  

Mean±Ss 6.71±2.12 

Median (Min-Max) 7 (2-12) 

Low adherence  128 (47.0) 

Acceptable 

adherence 

87 (32.0) 

High adherence 57 (21.0) 

 

Figure 4.5 shows distribution by Mediterrenean diet adherence scale.  

 

 

 

Figure 4.5: Distribution by Mediterranean Diet Adherence Scale 

 

 The scores of the subjects in the Subjective Sleep Quality sub-dimension of the 

PSQI Scale ranged from 0 to 3 points, with a mean of 1.30±0.66; The scores they got 

from the Sleep Latency sub-dimension ranged from 0 to 3 points, with a mean of 

1.32±0.84; The scores they got from the Sleep Duration sub-dimension ranged from 0 to 

3 points, with a mean of 0.57±0.62'; The scores they got from the Sleep Efficiency sub-

dimension ranged from 0 to 2 points, with a mean of 0.09±0.32; The scores they got from 

the Sleep Disorder sub-dimension ranged from 0 to 3 points, with a mean of 1.40±0.61; 

The scores they got from the Drug Use sub-dimension ranged from 0 to 3 points, with a 

mean of 1.36±0.96; The scores they received from the total of PSQI ranged from 1 to 15 

points, with an average of 6.21±2.59. The PSQI Scale was determined as good in 44.7% 

(n=115) of the cases and as poor in 52.2% (n=142) of the cases. (Table 4.5) 

Low adherence
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Acceptable  

adherence
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Table 4.5: Distribution of PSQI Scale Scores 

 Mean±Ss Median (Min-Max) 

Subjective Sleep Quality 1.30±0.66 1 (0-3) 

Sleep Latency 1.32±0.84 1 (0-3) 

Sleep Time 0.57±0.62 1 (0-3) 

Sleep Activity 0.09±0.32 0 (0-2) 

Sleep Disorder 1.40±0.61 1 (0-3) 

Drug Use  0.17±0.61 0 (0-3) 

Day Functions 1.36±0.96 0 (0-3) 

PSQI Total 6.21±2.59 6 (1-15) 

 n (%) 

Good 115 (44.7) 

Poor 142 (55.3) 

 

 

Figure 4.6 shows distribution by PSQI sleep quality. 

 

Figure 4.6:Distribution by PSQI Sleep Quality 

 The sex, age and BMI levels of the cases did not differ statistically according to 

the adherence levels of the Mediterranean Diet Adherence Scale (p>0.05). The number 

of married was very small, we could not evaluate. (Table 4.6)  
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Table 4.6: Evaluations by Mediterranean Diet Adherence Scale Score 

 Mediterranean Diet Adherence Scale  

p High 

adherence 

Acceptable 

adherence 

High 

adherence 

Sex Woman 125 (97.7) 82 (94.3) 54 (94.7) a0.366 

Man 3 (2.3) 5 (5.7) 3 (5.3)  

Age Mean±Ss 20.82±2.04 20.93±2,12 21.47±2,56 b0.146 

Medyan (Min-

Max) 

20 (18-33) 21 (18-30) 21 (18-35)  

BMI Underweight 25 (19.5) 13 (14.9) 7 (12.3) a0.764 

Normal wieght 90 (70.3) 66 (75.9) 45 (78.9)  

Overweight and 

obese 

13 (10.2) 8 (9.2) 5 (8.8)  

 
 

aFisher Freeman Halton Test   
bKruskal Wallis Test   
cOneway ANOVA Test  

 

 There was statistically significant difference between the classes of the cases 

according to the adherence levels of the Mediterranean Diet Adherence Scale (p=0.006; 

p<0.01). (Table 4.7) 

Table 4.7:Evaluations by Mediterranean Diet Adherence Scale Score 

 Mediterranean Diet Adherence Score  

 

p 

Low 

adherence 

Acceptable 

adherence 

High 

adherence 

Grade  1st class 54 (42.2) 25 (28.7) 12 (21.1) a0.006** 

2nd class 24 (18.8) 20 (23.0) 10 (17.5)  

3rd class 16 (12.5) 23 (26.4) 10 (17.5)  

4rd class 25 (43,9) 19 (21.8) 34 (26,6)  

Living place  With my family 53 (41.4) 51 (58.6) 32 (56.1) a0.057 

With my friend/alone 

in house 

45 (35.2) 23 (26.4) 19 (33.3)  

Dormitory 30 (23.4) 13 (14.9) 6 (10.5)  

Economical 

Situation 

Income is less than 

expenses 

30 (23.4) 20 (23) 15 (26.3) a0.986 
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Income is equal to 

expenses 

65 (50.8) 46 (52.9) 28 (49.1)  

Income is more than 

expenses 

33 (25.8) 21 (24.1) 14 (24.6)  

Regular physical 

activity  

No 97 (75.8) 60 (69.0) 32 (56.1) a0.030* 

Yes 31 (24.2) 27 (31.0) 25 (43.9)  

Physical activity 

adequacy 

Not enough 4 (12.5) 2 (7.7) 2 (8.0) a0.811 

Enough 28 (87.5) 24 (92.3) 23 (92.0)  

Smoking No 88 (68.8) 62 (71.3) 45 (78.9) a0.377 

Yes 40 (31.3) 25 (28.7) 12 (21.1)  

Alcohol No 88 (68.8) 49 (56.3) 28 (49.1) a0.022* 

Yes 40 (31.3) 38 (43.7) 29 (50.9)  

aFisher Freeman Halton Test  

*p<0.05  **p<0.01 
   

 While the rate of low adherence was higher than the rate of acceptable and high 

adherence in 1st graders, the rate of acceptable adherence in 3rd graders was higher than 

the rate of low adherence, and the rate of high adherence in 4th graders was higher than 

the rate of acceptable adherence and low adherence. (Figure 4.7) 

 

 

 

Figure 4.7: Distribution of Classes According to Mediterranean Diet Adherence Scale 
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 There was statistically significant difference between the regular physical 

activity status of the cases according to the adherence levels of the Mediterranean Diet 

Adherence Scale (p=0.030; p<0.05). The rate of doing regular physical activity in those 

with high adherence was found to be higher than in those with low adherence. (Figure 

4.8) 

 

 

 

 

 

Figure 4.8: Distribution of Regular Physical Activity by Mediterranean Diet Adherence 

Scale Adherence Levels 

 

 Statistically significant difference was found between the alcohol use of the 

cases according to the adherence levels of the Mediterranean Diet Adherence Scale 

(p=0.022; p<0.05). The rate of high adherence is higher than the rate of low adherence in 

alcohol users. (Figure 4.9) 
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Figure 4.9: Distribution of alcohol use by Mediterranean Diet Adherence Scale 

Adherence Levels 

 

 Living place, economic status and smoking did not show any statistically 

significant difference according to the adherence levels of the Mediterranean Diet 

Adherence Scale (p>0.05). 

 

 No statistically significant difference was found between the sleep durations of 

the cases according to their adjustment levels (p>0.05). (Table 4.8) 

 

Table 4.8: Evaluation of Sleep Duration According to Mediterranean Diet Adherence 

Scale Adherence Levels 

 Mediterranean Diet Adherence Scale  

 

p 

Low 

adherence 

Acceptable 

adherence 

High 

adherence 

Sleep time Mean±Ss 7.33±1.21 7.40±1.29 7.38±1.16 b0.820 

Median (Min-

Max) 

7 (5-10) 7.5 (4-10) 8 (8-10)  

bKruskal Wallis Test 

 

 No statistically significant difference was found between the PSQI total scores 

of the cases according to their level of agreement (p>0.05). (Table 4.9) 
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Table 4.9: Evaluation of the Total PSQI Scores According to the Levels of Adherence 

to the Mediterranean Diet Adherence Scale 

 Mediterranean Diet Adherence Scale  

 

p 

Low 

adherence 

Acceptable 

adherence 

High 

adherence 

PSQI total Mean±Ss 6.41±2.65 6.13±2.56 5.85±2.51 b0.566 

Median (Min-

Max) 

6 (2-15) 6 (1-12) 5.5 (1-12)  

Good 53 (43,1) 36 (43,9) 26 (50,0) a0.696 

Poor 70 (56,9) 46 (56,1) 26 (50,0)  

aFisher Freeman Halton Test   
bKruskal Wallis Test 

 

No statistically significant correlation was found between the total score of PSQI and the 

total score of the Mediterranean Diet Adherence Scale (p>0.05). (Table 4.10) 

Table 4.10: Relationship between Mediterranean Diet Adherence Scale and PSQI 

  Mediterranean Diet Adherence Scale 

PSQI r -0,065 

 p 0,298 

r: Spearman Correlation Coefficent 
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5.DISCUSSION 

 

 Adaptation to the MD may be impaired with university life (115). Our study 

also evaluated adherence to the MD during the university process. In our study, we found 

that 32% of the participants had a acceptable adherence, while 21% had a high adherence. 

Although the student population is conscious about nutrition, the level of high adherence 

to the Mediterranean diet is low. Similarly in the study of Papadaki et al. with 525 

adolescents, only 21% of the young people were found to adapt to MD (116). In another 

study conducted by Meseguer et al. with 284 university students, it was concluded that 

only 5.3% of the participants had a high adherence with the MD (117). There are different 

results in the literature regarding the adaptation of students to the Mediterranean diet. 

 

 The age range of people can change their perspective on nutrition and affect the 

diet to be adopted (118). Therefore, in our study, we considered the effect of age on the 

adherence with the MD. We found the mean age of the students to be 20.99±2.19 years, 

and we could not find a significant relationship between the age of the students and their 

adherence to the MD. As reported by the study shown by Vitale et al. on 411 healthy 

adults living in Italy, a positive relationship was found between older age and MD 

adherence, regarding socio-cultural factors (119). In a study by Papadaki et al. in Athens, 

Heraklion and Crete comparing anthropometric, socioeconomic, demographic and 

lifestyle characteristics with adolescents, a negative correlation was reported between a 

higher level of commitment to MD and older age (116). More studies are required to 

define the relationship between age and the MD. 

 

 Differences between the sexes may play a role in the increase or decrease in the 

importance given to nutritional status (120). A national study found that men tend to adopt 

a diet that includes high intake of meat and low intake of fruits and vegetables; showed 

that women were more likely to adopt a healthier diet attributed to high consumption of 

vegetables and fruits and low levels of meat (121). Therefore, in this study, we examined 

the relationship between sex and adherence to the MD. However, as a result, we could 

not find a meaningful connection between sex and adherence to the MD. This result can 

be associated with the fact that the sex distribution is predominantly women. While only 

11 of the participants were men, 261 were women. In a study conducted by Andrade et 

al. included with 139 men and 349 women Portuguese adults, it was reported that 
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women's adherence to the Mediterranean diet was statistically significantly higher (122). 

In a cross-sectional study of Italian adults by Biasini et al. including 434 women and 404 

men, women showed significantly higher scores than men (87). Parallel to these, another 

study conducted in Italian adult populations of 1099 women and 721 men found a higher 

level of adherence to MD in women compared to men (123). When we look at the studies 

that have found significant results in adherence to the MD between men and women, it is 

seen that the sex distribution is fairer. However, there are also studies showing the 

opposite. In another study involving 373 men and 346 women participants, it was found 

that adherence to the MD was higher in men (89). 

 

 Nutritional habits may be affected by marital status (124). In a study conducted 

by Andread Maugeri et al., which included 841 women participants, it was reported that 

married women had a higher adherence to the MD (125). In another study conducted by 

Angeliki Papadaki et al. on 590 adults, it was reported that the MD score of 

married/cohabiting participants was higher (126). In a study of adults in Morocco, 

married participants were more likely to adhere to the MD than those who were single, 

divorced, or widowed (127). In a cross-sectional observational study evaluating 

adherence to MD and related factors in Portuguese adults, it was observed that being 

married or living in a shared household was associated with increased rates of MD 

commitment (128). In our study, we could not compare it with being married or single 

because the number of married people was very low (an expected situation) due to being 

university students, we could not evaluate it. 

 BMI is the measurement used to describe anthropometric height/weight 

characteristics in adults and to categorize them into groups. In addition, it is commonly 

used as a risk factor for the development or prevalence of various health problems (129). 

In the study, we could not detect a relationship between the participants' BMI and MD 

adherence. Similarly, the study by Kyprianidou et al. did not find a significant result 

between BMI and adherence to the MD (130). In the study of Trichopoulou et al., 

adherence to the MD was reported essentially unrelated to BMI, with minor differences 

depending on model selection and no practical consequences (131). Shatwan et al. found 

an inverse relationship between adherence to the MD and BMI (132). In a study by 

Zappalà et al., individuals who adhered to the MD were similarly less likely to be obese. 

(133) More studies are needed to determine the adherence between BMI and the MD. 
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 The impact of nutritional knowledge is important in promoting healthy lifestyles 

and raising awareness about the importance of diet. Higher education levels may be 

associated with healthy food consumption. (134) Therefore, the effect of class level on 

MD was investigated in the study. There was statistically significant difference between 

the MD adherence scale and the classes of the cases. The rate of low adherence in first-

year students was found to be acceptable and higher than those with high adherence. On 

the contrary, in the 4th grades, the rate of high adherence was found to be higher than the 

rate of acceptable and low adherence. This shows that increasing the level of nutrition 

knowledge can increase adherence to the MD. 

 It is known that regular exercise together with a varied and balanced diet is 

associated with a longer and healthier life. (135) In addition, there are studies are showing 

a positive correlation between physical activity and other healthy lifestyle habits, 

including proper nutrition and MD adherence. (136-138) Therefore, its effect on physical 

activity and the MD was investigated in the study. It was concluded that only 30.5% of 

the students did a regular physical activity. It was thought that this situation might be 

related to the limited time that students spare for physical activity. 75% of the students 

who exercise exercise adequately according to the WHO recommendations. Statistically 

difference was found between physical activity and adherence to the MD. The regular 

physical activity rate of those with high adherence was found to be higher than those with 

low adherence. In future studies, detailed inquiries can be made with the physical activity 

scale to measure the relationship between physical activity and adherence to the 

Mediterranean diet. 

 Smoking can lead to improrer eating habits along with the a decrease in 

awareness of healthy living (139). For this reason, we examined the compatibility 

between students' smoking and the MD adherence in this study. In our study, it was 

observed that 28.3% of the students smoked. Similarly, in the study conducted by Elena 

Hadjimbei et al., smoking was found to be relatively high (24%) among students (140). 

In the study of by Gezer et al. reported that red and processed meat consumption is higher 

in smokers (141) Maugeri et al. showed that smokers have higher levels of energy, total 

and saturated fat and cholesterol intake, and lower vitamin and fiber intake than non-

smokers. (125) Berg et al. showed that reducing or quitting smoking was associated with 

increased fruit and vegetable intake and greater involvement in physical activity (142). 

Barbana et al. concluded that smoking habits were a possible lifestyle factor for adherence 

to the MD, and non-smokers had higher adherence (143). However, we could not find a 
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relationship between smoking and adherence to the MD in our study. Similarly, in a study 

conducted in Turkey, no difference was found between smoking and the Mediterranean 

diet (144). 

 Alcohol use is a serious public health problem worldwide due to its high 

prevalence and significant physical and psychosocial effects. Alcohol use is a risk factor 

associated with more than 200 pathologies (145). University population is highly 

sensitive to alcohol consumption due to many reasons such as ease of purchasing 

alcoholic beverages, the existence of consumption situations created by entering the 

university environment, independence and autonomy they have gained (146, 147). 

Alcohol consumption has an impact on nutrition and food choice (148). Therefore, in our 

study, we examined the relationship between alcohol consumption and adherence to the 

MD in university students. In our study, 39.3% of the students were using alcohol. In the 

study of Alexander Scholz et al., it was reported that 80.4% of the students used alcohol, 

and the MD score of the students who consumed beer and wine was found to be higher 

(149). It is thought that cultural and religious factors may be effective at this high level. 

Also, high alcohol consumption may positively affect adherence to the MD in conjunction 

with wine intake. We found the significant relationship between alcohol use and 

adherence to a MD in our study and found that the rate of high adherence in alcohol users 

was higher than the rate of low adherence. However on the other hand alcohol 

consumption may also be associated with a more unhealthy life. In a study conducted by 

Dallongeville J et al., on 682 students, it was found that university students with high-risk 

alcohol intake had low adherence to MD (150). In a study conducted in Spanish, no 

significant difference was found between adherence to the MD and consumption of 

alcoholic beverages (151).  

 On the other hand living with the family at home or in a dormitory away from 

the family may affect the nutritional habits of students (152). Parmar et al. concluded in 

their study that university students living away from home are highly vulnerable to 

unbalanced and malnutrition, interest in a new lifestyle, making their own food choices, 

and irregular daily routines (153). Therefore, in our study, the relationship between living 

place and adaptation to the MD was examined. In the study of Alghamdi et al., it was 

concluded that 80% of the students live with their families and the students staying in the 

dormitory have a higher risk of making unhealthy changes in their eating habits (154). 

El-Kassas et al. observed that 92.4% of the students live with their families, and they 

found that students living in dormitories show less adherence to the MD (155). Pelletier 
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et al. concluded that students living on campus do not eat healthy, do not take personal 

responsibilities, and consume unhealthy foods. (156). Beydemir et al. reported that 

students living in dormitories had lower adherence to the MD compared to students living 

with their families (144). However, in our study, we found that 50% of the students lived 

with their families, and we could not detect a relationship between the place of residence 

and Mediterranean diet adherence. 

 Socioeconomic status can affect diet quality (157). In the study led by Darmon 

N. et al., people with a higher socio-economic status consumed more fruits, vegetables, 

whole grains, low-fat products and fish, while those with a lower socio-economic status 

consumed more refined grains. and they have been observed to consume additional fats 

(158). From a geographic location perspective, the observed positive relation between the 

MD adherence and socioeconomic status is consistent with other evidence from adult 

populations in both Mediterranean and non-Mediterranean countries (159, 160). Another 

study by Alves et al. showed that higher adherence to MD was considerably and certainly 

related with higher total dietary cost (161). In parallel with this study, Schröder et al. 

found that high adherence to MD was more expensive than low adherence (162). 

Similarly, some studies have supported the idea that high dietary cost is more likely to be 

a barrier to adopting a healthy diet among people of lower socio-economic status (163-

165). However, we could not find a significant relationship between the economic 

situation and the MD. In our study, the income and expenditure levels of most of the 

students were found to be equal to each other. The reason for this was thought to be that 

the students could get by with the economic support provided by their families during the 

university period. In addition, considering that the students are studying at a private 

university, it does not reflect the general population in terms of economy. In future 

studies, the difference between students studying at public and private universities can be 

investigated and the status of students working at a job at the same time can be questioned. 

 Nutritional behavior is associated with sleep duration (166, 167). According to 

the National Sleep Foundation, 7-9 hours of sleep time for adults is essential for optimal 

health (168). Therefore, in our study, we examined the relationship between students' 

adherence to the MD and sleep duration and quality. We could not find a statistically 

significant difference between the sleep durations of the subjects according to their MD 

adherence. Ferranti et al. reported a significant linear relationship between adherence to 

the MD and weekday sleep time and total sleep time (169). Similarly, in the Arslanbay 
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study, it was concluded that the sleep duration of the participants who did not fully 

comply with the MD was not at a sufficient level (170). 

 The quality of the diet is associated with better sleep quality (171). In a study 

by Muscogiuri et al., participants with better sleep quality showed higher adherence to 

MD compared to those with poorer sleep quality (101). Renau et al. similarly showed that 

a higher adherence score to the MD was positively associated with sleep quality, as well 

as language, core subjects, grade point average, and verbal ability (172). In another study 

conducted in Turkey in 2021, it was determined that increasing adherence with the 

Mediterranean type diet was effective in increasing sleep quality (173). In our study, the 

mean PSQI scores of the participants were 6.21±2.59, and we found that 44.7% of the 

students had good sleep quality. However, we could not detect a significant relationship 

between sleep quality and adherence to the MD. 

 As a result, the fact that the rate of high adherence in 4th grade students was 

higher than the rate of acceptable adherence and low adherence showed the importance 

of increasing nutritional awareness on adherence to the Mediterranean diet. Studies 

should be carried out to increase the awareness of nutrition among university students. It 

was found that the consumption of vegetables and fruits of the students was low, and the 

consumption of pastries and sweets was high. Planning the menus that will contribute to 

the adequate and balanced nutrition of university students at school at affordable costs 

can contribute to the regulation of nutritional habits. The level of physical activity of the 

students is low. The fact that the rate of doing regular physical activity in students with 

high adherence with MD is higher than those with low adherence indicates that physical 

activity may be related to their eating habits. In this direction, studies should be carried 

out to increase the adaptation of university students to MD that supports health and their 

participation in physical activity. In addition to these, studies should be carried out to 

increase the sleep quality of students. Our study was carried out during the COVID 19 

pandemic. In our research, the effect of the pandemic on the nutritional habits and 

physical activities of the students was not questioned. In future studies can be organized 

by considering the effects of the pandemic. And also the student population can be chosen 

as state university and private university in order to evaluate socioeconomic factors.  
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7.APPENDIX 

 

7.1.Volunteer Form  

Sayın Katılımcı; 

Bu çalışma İstanbul Bilgi Üniversitesi ve Yeditepe Üniversitesi’nde okuyan 

Beslenme ve Diyetetik öğrencilerinin Akdeniz diyetine uyumunu etkileyen faktörlerin 

belirlenmesi ve bu faktörler doğrultusunda üniversite öğrencilerine yönelik önerilerin 

geliştirilmesi amacıyla Diyetisyen Berna Şenay tarafından yapılacaktır. Bu çalışmada 260 

katılımcıya ulaşılması planlanmaktadır. 

Araştırmaya katılmak tamamen gönüllülük esasına dayanmaktadır. Araştırmada 

yer almayı reddedebilirsiniz ya da başladıktan sonra herhangi bir zamanda 

bırakabilirsiniz. Çalışmaya katılmama, çalışmadan çıkma veya çıkarılma durumlarında 

herhangi bir ceza ya da yararınıza olan hakların kaybı kesinlikle söz konusu olmayacaktır.  

Ankette sizden kimlik belirleyici hiçbir belge istenmemektedir. Cevaplarınız gizli 

tutulacak ve sadece araştırmacı tarafından değerlendirilecektir. Araştırma bir anket 

çalışmasıdır ve hiçbir tehlikeli yanı bulunmamaktadır. Elde edilecek olan bilgiler, Etik 

Kurul, kurum ve diğer sağlık otoritelerinin orijinal tıbbi kayıtlarına doğrudan erişimleri 

olacaktır. Fakat bu gönüllü onam formunun imzalanması ile bu bilgiler gizli tutulacaktır.  

 Araştırmaya katılımınız için sizden herhangi bir ücret istenmeyecek ve katılımınız 

karşılığında size herhangi bir ücret ödenmeyecektir. Sizden beklenen, bilgilendirilmiş 

gönüllü onam formunu doldurup bu araştırmaya katkı sağlamayı kabul ettikten sonra 

doldurulması talep edilen anketleri doldurmanızdır. 

Bu çalışmaya katılabilmeniz için; 

• 18 - 65 yaş aralığında olmanız 

• Yeditepe ve Bilgi Üniversitesinde öğrenim gören Beslenme ve Diyetetik bölümü 

öğrencisi olmanız 

• Özel bir diyet kısıtlaması gerektiren hastalığa sahip olmamanız gerekmektedir.  

 

Araştırmacı: Dyt. Berna Şenay 

Yeditepe Üniversitesi Sağlık Bilimleri Enstitüsü Beslenme ve Diyetetik Yüksek Lisans 

Öğrencisi 
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Sorumlu Araştırmacı: Dr. Öğr. Üyesi Binnur Okan Bakır 

Yeditepe Üniversitesi Sağlık Bilimleri Enstitüsü Beslenme ve Diyetetik Bölümü Öğretim 

Üyesi 

 

Bilgilendirilmiş Gönüllü Onam Formunu okudum ve ilgili tarafından yazılı olarak 

bilgilendirildim. Araştırmaya gönüllü olarak katıldığımı, istediğim zaman gerekçeli veya 

gerekçesiz olarak araştırmadan ayrılabileceğimi ve kendi isteğime bakılmaksızın 

araştırmacı tarafından araştırma dışı bırakılabileceğimi biliyorum. Hiçbir baskı altında 

kalmadan ve kendi rızamla bu araştırmaya katılmayı kabul ediyorum. 

Gönüllü;   Araştırmacı;         Tanık; 

Ad, Soyad:   Ad, Soyad:         Ad, Soyad: 

Tarih:    Tarih:          Tarih: 

İmza:     İmza:            İmza: 
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7.2.Questionnaire Form 

1. Yaş:……. 

2. Vücut ağırlığı ………. kg 

3. Boy uzunluğu ………cm 

4. Öğrenim gördüğü üniversite (Yeditepe/Bilgi) 

5. Sınıf Düzeyi (1,2,3,4) 

6. Medeni Hal ( Evli/Bekar) 

7. Cinsiyet  (Kadın/Erkek) 

8. Yaşanılan yer (Yurtta/ Arkadaşlarımla-yalnız öğrenci evinde /Ailem ile 

birlikte evde) 

9. Ekonomik durum (Gelirim giderimden az/ Gelirim giderime eşit/Gelirim 

giderimden fazla) 

10. Düzenli olarak fiziksel aktivite yapıyor musunuz? (Evet/Hayır) 

11. Cevabınız evet ise türünü, sıklığını ve süresini belirtiniz.……………….. 

dakika………………..gün/haftada 

12. Sigara kullanıyor musunuz?(Evet/Hayır) 

13. Alkol kullanıyor musunuz? (Evet/Hayır) 

14. Cevabınız evet ise sıklığını belirtiniz.(…. Bardak/kadeh …..gün/haftada) 

15. Doktor tarafından tanısı konmuş kronik bir hastalığınız var mı? Varsa 

belirtiniz. (Evet/Hayır) 
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7.3.Mediterranean Diet Ahderence Score 

 

 Yemeklerde temel yağ olarak zeytinyağı 

kullanıyor musunuz? 
-Haftada en az 2 

kez 

-Haftada 2 kezden 

az 
 

 Günde ne kadar zeytinyağı tüketiyorsunuz? 

(Kızartmalarda, salatalarda, ev dışında 

yenilen yemeklerde kullanılanlarda vb.) (1 

yemek kaşığı=13.5 g*) 

-48 gr’dan fazla 

(3.5 yemek kaşığı) 
-48 gr’dan az (3.5 

yemek kaşığı) 
 

 Günde kaç porsiyon sebze tüketiyorsunuz? 

(1 porsiyon= 200 g) 
-Günde 2 porsiyon 

daha fazla 

- Günde 2 

porsiyondan az 
 

 Günde kaç porsiyon meyve (taze sıkılmış 

meyve suları dahil) tüketiyorsunuz? 

(Toplam meyve porsiyonu= Total meyve 

g/80) (Taze meyve suyu porsiyonu= Her 

100 ml** için 1 porsiyon) 

-Günde 3 porsiyon 

ve daha fazla 
-Günde 3 

porsiyondan az 

 
 

 Günde kaç porsiyon kırmızı et 

tüketiyorsunuz? 

-Günde 100 g ve 

daha fazla 
-Günde 

100gramdan az 
 

 Günde kaç porsiyon tereyağı veya 

margarin tüketiyorsunuz? (1 yemek 

kaşığı=12 g) 

-Günde 1 yemek 

kaşığı ve daha 

fazla 

-Günde 1 yemek 

kaşığından az 
 

 Günde ne kadar şekerli ya da tatlandırılmış 

içecekler tüketirsiniz? (1 porsiyon=100 ml) 

-Günde 1 porsiyon 

ve daha fazla 
-Günde 1 

porsiyondan az 
 

 Şarap içer misiniz? Haftada ne kadar 

tüketiyorsunuz? (1 kadeh= 125 ml) 
-Hayır, 

kullanmıyorum. 

-Haftada 7 kadeh 

ve daha fazla 

-Haftada 7 

kadehten az 
 

 Haftada kaç porsiyon bakliyat 

tüketiyorsunuz? (1 porsiyon= 150 g) 

-Haftada 3 

porsiyon ve daha 

fazla 
-Haftada 3 

porsiyondan az 
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 Haftada kaç porsiyon balık / deniz ürünü 

tüketiyorsunuz? (1 porsiyon = 100-150 g 

balık veya 4-5 adet veya 200 g kabuklu 

deniz ürünleri) 

-Haftada 3 

porsiyon ve daha 

fazla 
-Haftada 3 

porsiyondan az 
 

 Haftada kaç kez işlenmiş tatlı ya da hamur 

işi (ev yapımı olmayan) tüketiyorsunuz? 
-Haftada 3'den az  
-Haftada 3 ve daha 

fazla 
 

 Haftada kaç defa fındık (yer fıstığı dahil) 

tüketiyorsunuz? (1 porsiyon = 30 g) 
-Haftada 3 

porsiyon ve daha 

fazla 
-Haftada 3 

porsiyondan az 

 

 Sığır eti, domuz eti, hamburger veya sosis 

yerine tavuk, hindi veya tavşan eti yemeyi 

mi tercih edersiniz? 

-evet 
-hayır 

 Haftada kaç kere haşlanmış sebze, 

makarna, pilav veya diğer yemeklerinize 

domates, sarımsak, soğan veya pırasa soslu 

zeytinyağı kullanırsınız? 

-Haftada 2 defa ve 

daha fazla  

-Haftada 2 defadan 

az 
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 7.4.Pittsburgh Sleep Quality Index 

1. Geçen ay geceleri genellikle ne zaman yattınız? .....................................genel 

yatış saati  

2. Geçen ay geceleri uykuya dalmanız genellikle ne kadar zaman (dakika) aldı? 

.....................................dakika  

3. Geçen ay sabahları genellikle ne zaman kalktınız? .....................................genel 

kalkış saati  

 

4. Geçen ay geceleri kaç saat uyudunuz (bu süre yatakta geçirdiğiniz süreden farklı 

olabilir) .....................................saat (bir gecedeki uyku süresi)  

Aşağıdaki soruların her biri için uygun cevabı seçiniz. 

 

5. Geçen ay aşağıdaki durumlarda belirtilen uyku problemlerini ne sıklıkla 

yaşadınız? 

(a) 30 dakika içinde uykuya dalamadınız  

a) Geçen ay boyunca hiç  

b) Haftada 1'den ↓  

c)Haftada 1 veya 2 kez  

d)Haftada 3 veya↑  

 

(b) Gece yarısı veya sabah erkenden uyandınız  

a) Geçen ay boyunca hiç  

b) Haftada 1'den ↓  

c) Haftada 1 veya 2 kez  

d) Haftada 3 veya↑  

 

(c) Banyo yapmak üzere kalkmak zorunda kaldınız  

a) Geçen ay boyunca hiç 

b) Haftada 1'den ↓  

c) Haftada 1 veya 2 kez  

d) Haftada 3 veya↑  
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(d) Rahat bir şekilde nefes alıp veremediniz  

a) Geçen ay boyunca hiç  

b) Haftada 1'den ↓  

c) Haftada 1 veya 2 kez  

d) Haftada 3 veya↑ 

 

 

(e) Öksürdünüz veya gürültülü bir şekilde horladınız  

a) Geçen ay boyunca hiç  

b) Haftada 1'den ↓  

c) Haftada 1 veya 2 kez  

d) Haftada 3 veya↑  

 

(f) Aşırı derecede üşüdünüz  

a) Geçen ay boyunca hiç  

b) Haftada 1'den ↓  

c) Haftada 1 veya 2 kez  

d) Haftada 3 veya↑  

 

(g) Aşırı derecede sıcaklık hissettiniz  

a) Geçen ay boyunca hiç  

b) Haftada 1'den ↓  

c) Haftada 1 veya 2 kez  

d) Haftada 3 veya↑  

 

(h) Kötü rüyalar gördünüz 

a) Geçen ay boyunca hiç 

b) Haftada 1'den ↓  

c) Haftada 1 veya 2 kez  

d) Haftada 3 veya↑ 
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(i) Ağrı duydunuz  

a) Geçen ay boyunca hiç  

b) Haftada 1'den ↓  

c) Haftada 1 veya 2 kez  

d) Haftada 3 veya↑  

 

(j) Diğer nedenler lütfen belirtiniz ………………………………………………….  

Geçen ay diğer nedenlerden dolayı ne kadar sıklıkla uyku problemi yaşadınız  

a) Geçen ay boyunca hiç  

b) Haftada 1'den ↓  

c) Haftada 1 veya 2 kez  

d) Haftada 3 veya↑  

 

6. Geçen ay uyku kalitenizi bütünü ile nasıl değerlendirirsiniz.  

a) Çok iyi  

b) Oldukça iyi  

c) Oldukça kötü 

d) Çok kötü 

 

7. Geçen ay uyumanıza yardımcı olması için ne kadar sıklıkla uyku ilacı (reçeteli 

veya reçetesiz) aldınız?  

a) Geçen ay boyunca hiç  

b) Haftada 1'den ↓  

c) Haftada 1 veya 2 kez 

 d) Haftada 3 veya↑  

 

8. Geçen ay araba sürerken, yemek yerken veya sosyal bir aktivite esnasında ne 

kadar sıklıkla uyanık kalmak için zorlandınız?  

a) Geçen ay boyunca hiç  

b) Haftada 1'den ↓  

c) Haftada 1 veya 2 kez  

d) Haftada 3 veya↑  
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9. Geçen ay bu durum işlerinizi yeteri kadar istekle yapmanızda ne derecede 

problem oluşturdu?  

a) Hiç problem oluşturmadı  

b) Yalnızca çok az bir problem oluşturdu  

c)Bir dereceye kadar problem oluşturdu  

d)Çok büyük bir problem oluşturdu 

 

10. Bir yatak partneriniz var mı?  

a) Bir yatak partneri veya oda arkadaşı yok  

b) Diğer odada bir partneri veya oda arkadaşı var  

c)Partneri aynı odada fakat aynı yatakta değil  

d)Partner aynı yatakta  

 

11. Eğer bir oda arkadaşı veya yatak partneriniz varsa ona aşağıdaki durumları ne 

kadar sıklıkta yaşadığınızı sorun.  

(a) Gürültülü horlama  

a) Geçen ay boyunca hiç  

b) Haftada 1'den ↓  

c) Haftada 1 veya 2 kez  

d) Haftada 3 veya↑  

 

(b)Uykuda iken nefes alıp verme arasında uzun aralıklar  

a) Geçen ay boyunca hiç  

b) Haftada 1'den ↓  

c) Haftada 1 veya 2 kez  

d) Haftada 3 veya↑  

 

(c)Uyurken bacaklarda seğirme veya sıçrama 

a) Geçen ay boyunca hiç  

b) Haftada 1'den ↓  

c) Haftada 1 veya 2 kez  

d) Haftada 3 veya↑  
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(d)Uyku esnasında uyumsuzluk veya şaşkınlık  

a) Geçen ay boyunca hiç  

b) Haftada 1'den ↓  

c) Haftada 1 veya 2 kez  

d) Haftada 3 veya↑  

 

(e)Uyurken olan diğer huzursuzluklarınız; lütfen 

belirtiniz..............................................  

a) Geçen ay boyunca hiç  

b) Haftada 1'den ↓  

c) Haftada 1 veya 2 kez  

d) Haftada 3 veya↑ 
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7.5 Ethics  
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