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ABSTRACT
Objective: Despite potential health benefits, workplace health promotion programmes still remain limited and varied. This

study aimed to evaluate the effectiveness of a Mediterranean Diet (MD)‐based intervention in improving the eating habits and

the effects on anthropometric characteristics in a sample of University of Torino employees.

Methods: The study comprised 203 university employees (mean age of 47.1 ± 9.2 years, 66% females). At baseline (T0), MD

adherence was assessed through the validated Medi‐Lite questionnaire, anthropometric characteristics of height, weight and waist

circumference were measured and body mass index (BMI) and waist to height ratio (WHtR) derived. The same measurements were

repeated after 4 months (T1) to evaluate quantitative and qualitative changes in diet and anthropometric indicators.

Results: After the intervention, the sample showed a significant (p< 0.05) increase in adherence to the MD (T0 = 12.4 ± 2.2 vs.

T1 = 13.0 ± 2.0) with higher consumption of vegetables (+12.8%), legumes (+10.3%) and fish (+10.8%). While no significant

differences for body weight (−0.2 ± 2.3 kg) and BMI (−0.1 ± 0.9 kg/m²) were observed, a significant decrease in waist

circumference (−1.3 ± 4.5 cm) and WHtR (−0.01 ± 0.03) emerged. Furthermore, improvements in MD adherence were asso-

ciated with a lower risk of metabolic and cardiovascular diseases (according to WHtR) and vice versa.

Conclusion: The nutritional intervention significantly enhanced MD adherence and increased the consumption of its key food

groups, including vegetables, legumes, and fish, while reducing waist circumference, WHtR and related risk factors.

1 | Introduction

The work environment is an optimal setting for health promotion
interventions because it is possible to reach many people in a short
time in the same place, and because it is in the work setting that
people spend most of their active day. The university work en-
vironment represents a unique setting for such interventions,
characterized by a high number of employees compared to other
contexts, and particularly by its role as a model institution for

surrounding communities, facilitating the promotion of good
practices in working conditions. Despite this, research on Work-
place Health Promotion (WHP) programmes (WHPPs) targeting
university employees is limited and varied. A recent review
identified only 12 international studies evaluating the effectiveness
of WHP interventions within university settings [1]. Among these,
only three studies specifically addressed dietary habit modifica-
tions, all of which reported positive outcomes in terms of im-
proved eating behaviours and weight reduction [2]. Most other
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studies have concentrated on reducing alcohol consumption and
other detrimental lifestyle habits, seldom addressing broader
nutritional aspects [1].

Interventions aimed at improving the quality and quantity of
nutrition are scarce and are sometimes coupled with specific
training in workplace canteens [3–5]. Some regionally con-
ducted initiatives, which extended to local businesses, have
demonstrated lasting positive effects on the promotion of
healthier food consumption, such as fruits and vegetables, even
a year after the intervention [6].

Various dietary models are recommended in the literature for
promoting health and well‐being, but the Mediterranean Diet (MD)
stands out as the most universally recognized. It is widely
acknowledged as one of the healthiest dietary models and is con-
sistently associated with benefits in preventing chronic diseases and
enhancing longevity [7, 8]. An umbrella review analyzing the
relationship between MD adherence and 37 health outcomes found
robust evidence for significant reductions in overall mortality, car-
diovascular and neurodegenerative diseases, overall cancer inci-
dence, and diabetes [9]. In the context of WHPPs, MD adherence
has been examined across various work settings [4]. However, only
one study has focused specifically on university employees, target-
ing a sample with overweight and obesity issues [10].

The aim of this study was to monitor and promote healthy eating
habits within the community of the University of Torino (North‐
West Italy). To achieve this, a nutritional education intervention
was organized to increase adherence to the MD and to encourage
the consumption of specific foods, in addition to evaluating poten-
tial effects on anthropometric features and weight conditions after
4 months. Possible differences according to gender, level of educa-
tion and employment position were also analyzed. An additional
focus of the research was to evaluate which anthropometric indi-
cator can most simply and effectively assess body changes following
health promotion interventions based on the principles of the MD,
even when of short duration.

2 | Materials and Methods

2.1 | Study Design and Participants

This study is part of a broader project within the welfare in-
itiatives promoted by the University of University of Torino

(North‐West Italy) called Wellness@Work for UniTo. Specifi-
cally, the present study was conducted from October 2020 to
December 2021, aiming to monitor and promote the well‐being
conditions of the university community. The university em-
ployees voluntarily took part in the study after the experi-
menters explained the study to them in detail. People were
contacted through an institutional email from the university
presenting the project and could freely join through a link to a
calendar to book an appointment. Documentation regarding
informed consent and data processing was presented for com-
pletion and signature, before assessments. During an initial visit
(T0), the recruited participants underwent an evaluation of
anthropometric measures and completed two questionnaires
online on a tablet provided by researchers while they were in
the waiting room. The first questionnaire collected socio‐
demographic information (gender, month and year of birth,
civil status, educational level, employment position), while the
other assessed adherence to the MD using the Medi‐Lite
questionnaire developed by Prof. Sofi's research group, pub-
lished in its original version in 2014 and validated in 2017 [11,
12]. Based on the total score obtained from the questionnaire,
while also taking into account the evaluation of anthropo-
metric parameters, experimenters provided advice on how to
improve adherence. The nutritional counselling intervention
was conducted individually; each participant received a brief
10‐min consultation with a nutritional biologist, who provided
tailored dietary advice based on their adherence scores and
anthropometric results. For instance, if the questionnaire
indicated a low consumption of fresh fruit, suggestions were
given on how to increase it. Additionally, suggestions for
healthy and proper eating style were provided to enhance MD
adherence, based on the Healthy Eating Plate (Harvard Med-
ical School) and the Healthy Eating Guidelines [13], which
provides additional information on preventing overweight and
obesity, the implications of using supplements, and sustain-
ability issues. The evaluation of anthropometric parameters
and the completion of the Medi‐Lite questionnaire were
repeated for the participants after 4 months (T1) to assess the
effects of the dietary counselling intervention on the MD
adherence and weight conditions.

The study was conducted in accordance with the Declaration of
Helsinki, and approved by the Bioethics Committee of the
University of Torino (protocol N. 20290, 17/12/2019) for studies
involving humans.

2.2 | Data Collection

2.2.1 | The Medi‐Lite Adherence Score

The adherence to MD was evaluated using the Medi‐Lite
questionnaire [11, 12]. The Medi‐Lite adherence score consists
of nine items that assess the daily consumption of fruit, vege-
tables, cereals, meat and meat products, dairy products, alcohol,
and olive oil, and the weekly consumption of legumes and fish.
For each food group composing the score, there are three cat-
egories of consumption. These categories have been defined
based on data available in the literature in relation to adherence
to the MD and health status. For foods typical of the MD (fruit
and vegetables, cereals, legumes, and fish), 2 points are assigned

Summary

• A workplace health promotion programme significantly
increased adherence to Mediterranean Diet guidelines
among university employees after 4 months of the
intervention.

• The sample reported a significant reduction in waist
circumference and waist‐to‐height ratio, which are key
indicators of cardiovascular and metabolic health.

• No significant changes were observed in body weight or
body mass index, suggesting that health benefits may
occur independently of weight loss.
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to the highest consumption category, 1 to the middle category,
and 0 to the lowest category. As to olive oil, 2 points are
assigned for regular use, 1 for frequent use, and 0 for occasional
use. Foods not typical of the MD (meat and meat products,
dairy products) are scored as follows: 2 points to the lowest
category, 1 to the middle category, and 0 to the highest category
of consumption. Finally, 2 points are assigned to the middle
consumption category of alcohol (1–2 alcohol units/day), 1 to
the lowest category (1 alcohol unit/day), and 0 to the highest
category (> 2 alcohol units/day). The final score ranges from 0
(low adherence) to 18 (high adherence to the MD).

2.2.2 | Anthropometric Measurements

Anthropometric measurements of stature (through the use of
an anthropometer, Siber‐Hegner model), weight (with a Seca
digital scale), and waist circumference (through a Seca medical
tape measure) were collected following international standards
and literature guidelines [14, 15]. Body mass index (BMI) was
calculated by dividing the weight (kg) by the height squared
(m²); the subjects in the sample were classified into weight
categories according to the World Health Organization (WHO)
cut‐offs (BMI < 18.5: underweight; BMI 18.5–24.9: normal
weight; BMI≥ 25.0: overweight; BMI≥ 30.0: obesity) [16].
Waist/height ratio (WHtR) was calculated by dividing waist
circumference by height; the sample was divided into at‐risk or
not‐at‐risk categories using the WHtR cut‐off of 0.5 [17]. From a
methodological standpoint, it was decided to compare the
results of anthropometric changes following the intervention
using both of the mentioned indices (BMI and WHtR), in
addition to evaluating changes in individual variables such as
weight and waist circumference.

2.3 | Statistical Analysis

Statistical analysis was performed using the statistical package
PASW 27.0 for Macintosh (SPSS Inc., Chicago, IL, USA). Nor-
mality of the data was assessed using the Shapiro‐Wilk test.
Continuous variables were presented as means ± standard
deviations (SD), while categorical variables were reported as
frequencies and percentages (%). The Mann‐Whitney or
Kruskal‐Wallis tests were used for testing differences between
groups for continuous variables, while the Chi‐square test was
used for categorical variables. The significance of the change
between T0 and T1 for continuous variables was analyzed using
the Wilcoxon test, while for qualitative variables, the McNemar
test was performed. For all tests, a p‐value < 0.05 was con-
sidered statistically significant. Due to low participation of some
socio‐demographic groups in the sample, marital status was
recategorized as unmarried/single and married/partner and
education level was recategorized as low level (middle/high
school), high level (graduates) and very high level (master/
postgraduate/doctorate degree). In addition to descriptive sta-
tistical analyses, comparison tests were conducted by dividing
the sample according to gender and occupation, as well as by
educational level and age.

To investigate whether the promotion intervention improved
adherence to the MD, weight status (according to BMI), and

metabolic/cardiovascular risk status (according to WHtR), the
sample was divided based on changes from T0 to T1 in Medi‐
Lite scores (increased/unchanged/decreased), changes in BMI
(increased/decreased), and changes in risk status according to
WHtR (improved if it changed from > 0.5 to < 0.5; positively
unchanged if it remained < 0.5, negatively unchanged if it
remained > 0.5; worsened if it changed from < 0.5 to > 0.5).
Chi‐Square Test and Likelihood ratio test were used to inves-
tigate the relationship between changes in Medi‐Lite scores and
changes in weight status and risk status according to WHtR.
The effectiveness of the intervention was evaluated by a longi-
tudinal approach using paired sample tests.

3 | Results

At the T0 recruitment, 479 people were evaluated, but only 203
people offered themselves to be re‐evaluated after 4 months (T1)
on anthropometric measurements and on the Medi‐Lite ques-
tionnaire, and were included in the analysis. Among completers
and non‐completers, no differences were found at T0 in
females, while males who did not return to T1 showed higher
body weight (+3.9 ± 1.9 Kg; p= 0.04) and BMI (+1.4 ± 0.6;
p= 0.02). The results presented here concern a sample com-
prising 134 females (66%) and 69 males (34%), with a mean age
of 47.1 ± 9.2 years. The majority of the study sample were either
married or in a relationship (n= 141; 69.5%) and held a uni-
versity, master's or doctorate degree (n= 176; 86.7%). In terms
of employment position, 46.3% (n= 94) were administrative
technicians, 19.7% (n= 40) were scientific technicians, 13.3%
(n= 27) were professors and 20.7% (n= 42) were researchers.

3.1 | Assessment of the MD Adherence

At the initial assessment, the average Medi‐Lite score within the
sample was 12.4 ± 2.2, suggesting a good level of MD adher-
ence. Noteworthy, no statistically significant variations were
observed based on gender (p= 0.19), education level (p= 0.56)
and employment position (p= 0.05) with respect to MD
adherence.

Following the nutritional intervention, the sample showed a
notable and statistically significant enhancement in its MD
adherence level (T0 = 12.4 ± 2.2 vs. T1 = 13.0 ± 2.0; p< 0.001).
Specifically, females and individuals with higher levels of edu-
cation demonstrated significant improvements in adhering to
the MD, as illustrated in Figure 1. Additionally, analogous
findings were observed concerning employment positions, with
professors, researchers and administrative technicians register-
ing a significant increase in their Medi‐Lite scores.

3.2 | Evaluation of the Food Group Consumption

The analyses of the optimal responses (i.e., the choice that gave
2 points) for individual food groups composing the Medi‐Lite
score at T0 in the entire sample and according to socio‐
demographic characteristics are shown in Table 1. Fewer than
half of the sample reported optimal consumption for fruit
(n= 96; 47.3%), vegetables (n= 93; 45.8%), legumes (n= 95;
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46.8%) and fish (n= 82; 40.4%). Conversely, a substantial per-
centage of participants indicated a high‐frequency consumption
of meat and meat products (n= 115; 56.6%). In addition, the
analyses based on socio‐demographic variables showed that
males reported a significantly higher consumption of cereals
and legumes compared to females, while no differences
emerged according to the education level. However, concerning
employment positions, scientific technicians reported a
significantly lower frequency of meat and meat products
consumption.

The optimal responses for individual food groups composing
the Medi‐Lite score after the nutritional intervention are re-
ported in Figure 2. Interestingly, the sample exhibited a sig-
nificant increase in the consumption of vegetables (+12.8%;
p< 0.001), legumes (+10.3%; p= 0.01) and fish (+10.8%;
p= 0.005). Although a higher number of optimal responses
were also noted for fruit, dairy products and olive oil, statistical
significance was not achieved.

Regarding gender, only females showed an enhancement of
dietary habits, demonstrating a significant increase of the
optimal responses for vegetables (+13.4%; p= 0.002), fish
(+10.5%; p= 0.04), dairy products (+9.7%; p= 0.04) and olive
oil consumption (+9%; p= 0.04) (Figure 3).

Similarly, individuals with high education level were signifi-
cantly associated with increased consumption of legumes
(+16.5%; p= 0.02) and olive oil (+12.9%; p= 0.02), while those
with a very high level of education reported a significant rise in
vegetables (+15.4%; p= 0.004) and fish (+13.2%; p= 0.03) in-
take. In terms of employment position, only professors ex-
hibited a significant improvement in their eating habits, with a

significant increase in the consumption of fruit (+29.3%;
p= 0.04), vegetables (+30.7%; p= 0.02), cereals (+26%; p= 0.02)
and fish (+26%; p= 0.02).

3.3 | Evaluation of Anthropometric
Measurements and Ponderal Status

The evaluation of the anthropometric variables and indexes is
presented in Table 2, distinguishing the results at baseline (T0)
and post‐4‐month intervention (T1).

No significant differences in anthropometric features of body
weight and BMI were observed after the nutritional interven-
tion in the total sample (body weight: −0.2 ± 2.3 kg; BMI:
−0.1 ± 0.9 kg/m²) and both in the female (body weight:
−0.4 ± 2.2 kg; BMI: −0.1 ± 0.9 kg/m²) and in the male (body
weight: +0.1 ± 2.6 kg; BMI: +0.01 ± 0.8 kg/m²) samples. On the
contrary, after the intervention waist circumference and WHtR
significantly (p< 0.001) decreased in the total sample (waist
circumference: −1.3 ± 4.5 cm; WHtR: −0.01 ± 0.03), and both in
the female (waist circumference: −1.3 ± 4.6 cm, p= 0.002;
WHtR: −0.01 ± 0.03, p= 0.002) and male (waist circumference:
−1.3 ± 4.4, p= 0.02; WHtR: −0.01 ± 0.03, p= 0.02) samples.

According to BMI, at T0, 3% (n= 6) of the participants were
classified as underweight, 66% (n= 134) as normal weight, 25%
(n= 51) were classified as overweight and 6% (n= 12) as obese.
After the re‐evaluation, no changes were observed in the dis-
tribution of the sample except for the frequencies of under-
weight conditions (2%, n= 5) and normal weight (67%, n= 135),
showing the shift of a person from the underweight to the
normal weight condition.

FIGURE 1 | Medi‐Lite scores before and after the nutritional intervention according to socio‐demographic variables (*p< 0.05). AT, adminis-

trative technician; ST, scientific technician.
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3.4 | Relation Between Changes in MD
Adherence and Changes in BMI‐WHtR

As described in Section 2, the sample was divided into groups to
investigate the relationship between changes from T0 to T1 in
MD adherence based on Medi‐Lite score (increased, unchanged,
decreased), BMI (increased, decreased), and metabolic/cardio-
vascular risk defined by WHtR (improved, positively

unchanged, negatively unchanged, worsened). The intersec-
tions between the various groups are presented in Table 3.

While changes in adherence to the MD were not significantly
associated with changes in BMI (p= 0.12), a significant rela-
tionship was found between changes in the Medi‐Lite score and
changes in risk according to WHtR (p= 0.002), showing that
improvements in adherence to the MD could be associated with

FIGURE 2 | Assessment of the optimal responses (i.e., choice that gave 2 points) to the questions relating to single food groups composing the

Medi‐Lite score before and after the nutritional intervention in all the study sample (*p< 0.05).

FIGURE 3 | Variations of the optimal responses (i.e., choice that gave 2 points) to the questions relating to single food groups composing the

Medi‐Lite score after the nutritional intervention according to socio‐demographic variables (*p< 0.05). AT, administrative technicians; HEL, high

education level; LEL, low education level; ST, scientific technicians; VHEL, very high education level.
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a lower risk of cardiometabolic diseases (according to WHtR)
and vice versa.

4 | Discussion

This cohort study examined the impact of a nutritional inter-
vention aimed at promoting adherence to the MD among the
employees of the University of Torino. The primary goal was to
assess changes in dietary habits, specifically adherence to the
MD, and its effects on anthropometric characteristics after a
4‐month period.

Our findings demonstrated that the nutritional intervention
programme effectively enhanced adherence to the MD, as evi-
denced by a significant increase in the Medi‐Lite score at T1.
The MD is globally recognized as one of the best diets to prevent
cardiometabolic diseases and reduce morbidity and mortality
from all causes [9]. Despites its renowned properties a steady
decline in its adherence over the past 50 years occurred. This
global trend of declining adherence is especially pronounced in
Mediterranean countries, which paradoxically report the largest
decreases [18]. A similar pattern is found in Italy, where a
recent observational study involving over 10,000 adults high-
lighted a significant decline in the MD adherence from 2019 to
2022 [19]. Therefore, in this complex scenario, our results were
particularly noteworthy. They suggest that the intervention
could have a positive impact on the short‐term and long‐term
health of the participating workers, attributable to both quali-
tative and quantitative improvements in the consumption of
specific food groups.

Indeed, the intervention also led to a significant increase in the
consumption of key food groups associated with the MD, with
more than half of the sample reporting adequate consumption
of vegetables (T0 = 45.8% vs. T1 = 58.6%), legumes (T0 = 46.8%
vs. T1 = 57.1%) and fish (T0 = 40.4% vs. T1 = 51.2%). These
findings are consistent with those of an Italian worksite
canteen study that, following a minimally intensive MD‐basedT
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TABLE 3 | Number of subjects which increased, unchanged,

decreased MD adherence (from T0 to T1) intersected with BMI changes

(increased, decreased) and WHtR changes (improved, positively

unchanged, negatively unchanged, worsened).

Adherence to the MD

Increased Unchanged Decreased

BMI post‐intervention
Increased 45 21 20

Decreased 56 19 42

Risk according to WHtR

Negatively
unchanged

22 12 19

Positively
unchanged

66 24 32

Improved 13 4 4

Worsened 0 0 7

Abbreviations: BMI, body mass index; WHtR, waist/height ratio.
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intervention similar to ours, observed an increased intake of
legumes, fruits, and vegetables [20], and with those of a ran-
domized clinical trial conducted among U.S. firefighters, which
reported significant improvements in MD adherence [21]. Ve-
getables and legumes are excellent sources of fibre, vitamins
and minerals, while fish is one of the primary dietary sources of
omega‐3 fatty acids, which are essential for reducing inflam-
matory states and cardiovascular risk [22, 23]. Regrettably,
numerous studies in Italy have consistently reported inadequate
consumption of these important food groups. In a previous
study, we observed that only half of the Italian adults analyzed
reported optimal consumption of fruit, vegetables, legumes, and
fish [24]. Similarly, a study conducted on a representative
sample of the Italian population, which compared the con-
sumption of various food groups with the Italian Dietary
Guidelines, found that only about 50% of participants reported
optimal consumption of legumes and fish, and less than 30% for
vegetables [25]. Our observations suggest that workplace‐based
nutritional interventions can play a significant role in address-
ing these dietary inadequacies. However, although the inter-
vention was successful in promoting some aspects of MD, no
significant changes emerged in the consumption of other foods,
such as cereals and meat and meat products, suggesting that
further strategies may be needed to encourage comprehensive
dietary changes.

Another interesting finding of the present study is that the
improvement in adherence to the MD and consumption of
some of its typical food groups was more pronounced among
females, those with higher levels of education, and those with
specific work positions, such as professors. These findings are
consistent with previous research conducted in several countr-
ies [19, 26, 27] and were expected, as females usually show
greater confidence in healthy eating and greater commitment to
body weight control, leading them to have better eating beha-
viour [28]. Similarly, those with higher levels of education seem
to be more aware of the role of nutrition on health status and
thus make better food choices [29].

Although dietary improvements were significant only among
female participants, positive changes in some anthropometric
indicators were observed in both genders. In terms of anthropo-
metric measurements and indices, the study observed a signifi-
cant reduction in waist circumference and WHtR among
participants, both for males and females, indicating the possibility
of a positive impact of the improvements in the adherence to MD
on metabolic and cardiovascular risk factors, even though no
significant changes in body weight and BMI were found. It is in
fact known that WHtR and waist circumference are effective in-
dicators of abdominal obesity, a factor that directly links to vis-
ceral adiposity, which is strongly associated with metabolic/
cardiovascular diseases [30–32]. Conversely, BMI considers only
the weight and height of the subjects, not taking into account
neither the quantitative differences between fat mass and free fat
mass nor the distribution of the fat mass in the body (visceral and
subcutaneous fat) [33]. For these reasons, numerous studies
suggest WHtR as a better indicator of metabolic/cardiovascular
risk than BMI [34–37]. The fact that body weight did not signif-
icantly decrease in the sample, regardless of gender, could be
attributed to the short duration of the intervention, which may
not be sufficient to observe significant weight loss (and

consequently, BMI changes) despite improvements in dietary
habits. However, despite the short duration of the intervention,
significant improvements were observed in waist circumference
and WHtR. Therefore, from a methodological perspective, we
suggest that these two variables are the most sensitive indicators
and should therefore be considered and prioritized over body
weight or BMI in future WHP studies focused on dietary
improvement, especially in short‐term interventions.

This study also highlighted a significant relationship between
changes in MD adherence and changes in the risk condition for
cardiovascular diseases, defined by the WHtR cut‐off of 0.5 [17].
Subjects that improved their Medi‐Lite score were more likely to
remain categorized as not‐at‐risk (WHtR< 0.5) or even to switch
from the at‐risk to the not‐at‐risk category (from WHtR> 0.5 to
WHtR< 0.5), while subjects that reported a worse Medi‐Lite score
tended to remain in the at‐risk category or move from the not‐at‐
risk category to the at‐risk category, suggesting that improving
dietary habits following the MD model could be associated with
reduced metabolic/cardiovascular risk. Other studies have found
that MD has an impact on waist circumference and, therefore, on
health risk [38, 39]. This finding underscores the potential of
dietary interventions in the workplace to contribute to long‐term
health benefits, supporting previous research on the benefits of the
MD [9]. Consistent with the pattern observed for MD adherence,
significant improvements in anthropometric indicators were
observed more prominently in females, who generally participate
more actively in such programmes, and they are more attentive to
dietary practices [40, 41].

This study has several strengths in that it uses a validated
questionnaire to measure adherence to MD at the individual
level and evaluates the effectiveness of a dietary intervention on
a variety of aspects, such as adherence to MD, consumption of
its food groups, anthropometric parameters, and health risk.
However, the results must be interpreted with some limitations.
The sample size was reduced, and this may limit the general-
izability of the findings. Among males, participants who
returned at T1 showed lower body weight and BMI values at T0
compared to those who did not return. This finding may suggest
that participation in WHP interventions could be higher in in-
dividuals who are more attentive to their health. Additionally,
while a short intervention may be effective to improve lifestyle
habits and work‐related outcomes [1], a 4‐month duration
intervention might be insufficient to observe significant changes
in some anthropometric characteristics, such as weight and
BMI. Future studies should consider longer follow‐up periods
and larger sample sizes to validate these findings. Moreover, the
limited changes in some food groups (e.g., cereals, meat) and
the improvements seen mainly among certain subgroups sug-
gest that future interventions could be better tailored to cultural
or occupational contexts.

In conclusion, the nutritional intervention promoting the MD
among a sample of University of Torino employees successfully
improved dietary habits and some anthropometric parameters
over a 4‐month period. These results highlighted the workplace
as a viable setting for implementing effective health promotion
programmes and contributed to the growing body of evidence
supporting the MD as a beneficial dietary pattern for improving
health and reducing the risk of chronic diseases.
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