
ABSTRACT: Olive oil, a major component of the Mediter-
ranean diet, has been associated in some small clinical trials and
cross-sectional studies with a reduction in blood pressure. The
objective of this study was to assess the association of olive oil
consumption with the incidence of hypertension in an epidemio-
logic cohort, the Seguimiento Universidad de Navarra (SUN)
study. The SUN Project is a prospective cohort study whose
members are all university graduates. The recruitment and fol-
low-up of participants is made using mailed questionnaires. Diet
was assessed using a semiquantitative food frequency question-
naire previously validated in Spain, with 136 items. Outcomes of
interest were newly diagnosed cases of hypertension, as reported
by participants in the follow-up questionnaires. Logistic regres-
sion models were fit to assess the risk of hypertension associated
with olive oil consumption. For the present analysis, we have
taken in consideration the first 6,863 participants, with at least 2
yr of follow-up. After a median follow-up time of 28.5 mon, the
cumulative incidence of hypertension was 4.7% in men and
1.7% in women. A lower risk of hypertension was observed
among participants with a higher olive oil consumption at base-
line, but the results were not statistically significant (P = 0.13 for
the linear trend test in the multivariate model). However, among
men, the adjusted odds ratios (OR) (95% confidence intervals) of
hypertension for the second to fifth quintiles of olive oil consump-
tion, compared with the first quintile, were 0.55 (0.28–1.10), 0.75
(0.39–1.43), 0.32 (0.15–0.70), and 0.46 (0.23–0.94), respectively
(P = 0.02 for linear trend). No association was found between
olive oil consumption and the risk of hypertension among women.
In conclusion, in a Mediterranean population, we found olive oil
consumption to be associated with a reduced risk of hypertension
only among men. The lack of association observed among
women might be attributed to the overall lower incidence of hyper-
tension found among females and the resulting lower statistical
power.
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The adherence to traditional Mediterranean dietary patterns
(MDP) has been associated in some studies with a reduced risk
of coronary heart disease (1,2). One plausible biological mech-
anism that may explain this benefit is the protective effect of
some components of traditional MDP against hypertension, a

major risk factor for cardiac disease. For example, high fruit
and vegetable consumption has been linked with a lower risk
of hypertension and reduced blood pressure (3,4).

Another characteristic of the typical MDP is the elevated
consumption of olive oil as the main source of added lipids.
There are, however, scarce data relating olive oil to blood pressure
or to the risk of hypertension. Some small studies conducted in
healthy volunteers and hypertensive patients suggest a beneficial
effect of olive oil on blood pressure (5–7). Additionally, a small
clinical trial has shown a reduced need for blood pressure low-
ering drugs in hypertensive subjects receiving extra-virgin olive
oil (8). Nevertheless, no large epidemiological studies con-
ducted in Mediterranean countries have assessed the association
between olive oil consumption and the risk of hypertension.

Using data from the Seguimiento Universidad de Navarra
(University of Navarra Follow-up, SUN) study, a prospective
cohort study in Spain, we tried to assess whether olive oil con-
sumption, independent of consumption of other foods, was as-
sociated with a lower risk of hypertension.

METHODS

The SUN Project. The SUN Project is a prospective cohort
study conducted in Spain. A detailed description of its methods
has been published elsewhere (9). The recruitment of partici-
pants began in 2000, and remains open (the study design corre-
sponds to a dynamic cohort). All members of the cohort are
university graduates, mainly former students of the University
of Navarra. Other participants have been recruited from the
Nurses Professional Association of Navarra and from an insur-
ance company (ACUNSA, Inc.). Recruitment and follow-up of
participants are done through biennial mailed questionnaires.
The study protocol has been approved by the Institutional Re-
view Board of the University of Navarra. For the present analysis,
we have taken into consideration the first 6,863 participants,
with at least two years of follow-up.

Dietary assessment. Diet was assessed in the baseline ques-
tionnaire using a semiquantitative food-frequency questionnaire,
previously validated in Spain (10). The questionnaire has 136
food items, and open-labeled questions for dietary supplement
intake and other food items not included in the questionnaire.
The questionnaire offered nine frequency categories of intake
for each food item (from 6+ per day to never or almost never).
In addition to particular questions regarding consumption of
olive oil consumption used in frying, as a spread, or to season
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salads, the type of fat used in frying was specifically assessed.
The biennial follow-up questionnaires also gathered information
about changes in the habitual consumption of main compo-
nents of the MDP, including olive oil. A dietitian updated the
nutrient data bank using the latest available information in-
cluded in the food composition tables for Spain (11).

Assessment of other covariates. The baseline questionnaire
collected information about sociodemographic variables (age,
sex, marital and occupational status), anthropometric measures
(height, weight), smoking, physical activity during leisure time,
sedentary lifestyle, and some clinical variables (medication use,
past history of coronary heart disease, cancer, and other diseases).

Outcome ascertainment. In the baseline questionnaire, partic-
ipants reported whether they had a history of medically diagnosed
hypertension and their usual systolic and diastolic blood pressure
(nine categories). In the follow-up questionnaire, individuals were
asked to report whether they had received a physician’s diagnosis
of hypertension in the time between both questionnaires. Validity
of self-reported hypertension has been shown to be appropriate in
other similar settings (12, 13). In a sample of 63 participants of
the SUN Study living in the metropolitan area of Pamplona, 31
reporting hypertension and 32 without a history of hypertension,
there was a fair correlation between self-reported and measured
systolic and diastolic blood pressure (Spearman’s rho = 0.62 and
0.65, respectively). The negative predictive value was 94%, and
the positive predictive value was 65%.

Statistical analysis. The main exposure of interest was olive
oil consumption, adjusted for total energy intake using the
residuals method (14) and taking total energy intake into ac-
count separately for women and men. Energy-adjusted olive
oil consumption was divided into five categories, using quin-
tiles as cutoff points. The main outcome variable was a new
physician-made diagnosis of hypertension. This was defined as
a self-reported physician-made diagnosis of hypertension in the
follow-up questionnaire, with no report of a diagnosis of hy-
pertension in the baseline questionnaire.

The cumulative incidence of hypertension was computed for
each quintile of olive oil consumption. To avoid the confound-
ing effect of other variables simultaneously associated with the
outcome and the main exposure, we used nonconditional logistic
regression modeling. The main known risk factors for hyperten-
sion were included in the final model. These potential con-
founders were age, gender, body mass index, physical activity dur-
ing leisure time (metabolic equivalents [METS-h/week]), total
energy intake, alcohol consumption, sodium intake, and calcium
intake. In addition, models for each sex were run separately.

Tests for a linear trend in the relationship between olive oil
consumption and risk of hypertension were obtained by assign-
ing the median value for each quintile of olive oil consumption
and modeling this variable as continuous in the logistic model.

RESULTS

The rate of follow-up for the first 7,650 participants in the co-
hort is 90%. The median follow-up time was 28.5 months.

From the 6,863 respondents with data at baseline and at the first
follow-up questionnaire, 658 were excluded due to prevalent
hypertension at baseline and 632 because of extremely low or
high caloric intakes (<400 kcal/day for women, <600 kcal/day
for men, >3500 kcal/day for women, >4200 kcal/day for men).
Finally, 5,573 participants were available for analysis, 3,384
women and 2,189 men. During the follow-up time, 161 incident
cases of hypertension were identified among them (cumulative
incidence 2.9%). The incidence was much lower in women than
in men (1.7 vs. 4.7%). The characteristics of participants ac-
cording to their quintiles of olive oil consumption are presented
in Table 1, separately for men and women. Age and alcohol con-
sumption were positively correlated with olive oil consumption,
whereas sodium intake was inversely associated with it.

Odds ratios (OR) for incident hypertension in the whole
sample are shown in Table 2. When we considered men and
women together, in the age- and sex-adjusted analysis, olive
oil was not associated with the incidence of hypertension.
However, in the multivariate analysis, taking into considera-
tion some known risk factors for hypertension, the fourth quin-
tile of olive oil consumption was associated with a significantly
decreased risk of hypertension, compared with the quintile with
the lowest consumption.

Interestingly, after stratifying by sex, a clear inverse rela-
tionship between olive oil consumption and the risk of hyper-
tension was apparent among male participants (Table 3). Men
with the highest olive oil consumption, i.e., those in the fifth
quintile, had a significantly lower risk of hypertension compared
with those in the first quintile, as shown by the OR of 0.46 (95%
confidence interval 0.23–0.94). Also, there was a significant lin-
ear trend for the association between olive oil consumption and
the risk of hypertension (P = 0.02), suggesting a dose-response
relationship between olive oil consumption and incidence of hy-
pertension among men. In women, olive oil consumption was
not associated with a change in the risk of hypertension. Fur-
ther adjustment for fruit and vegetable consumption did not
materially change the point estimates for the OR, and the linear
trend continued to be statistically significant (P = 0.03).

DISCUSSION

In this prospective study, conducted in a Mediterranean popula-
tion, those men with a higher olive oil consumption at baseline
had a lower risk of developing hypertension, independently of
other risk factors for this disorder. This relationship was not ap-
parent among women. The lack of association observed among
women could be attributed to the lower incidence of hyperten-
sion among females and consequently to lower statistical power.
In fact, only 59 cases of incident hypertension were observed
among women, thus hindering the ability to ascertain with confi-
dence any association of weak magnitude.

To our knowledge, this is the first large epidemiological
study showing an inverse association between olive oil con-
sumption and the risk of hypertension. Some previous studies
conducted in Mediterranean countries have shown a protective
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effect of olive oil in relation to the development of nonfatal my-
ocardial infarction (15) or coronary death (1,16). A possible
explanation for this favorable effect in studies of coronary heart
disease is the beneficial effect of olive oil on blood pressure. In
some small studies and clinical trials, olive oil has been shown
to have a lowering effect on blood pressure. For example, in a
crossover clinical trial conducted on 16 hypertensive women,
olive oil but not a high-oleic sunflower oil, was associated with
a significant reduction in systolic and diastolic blood pressure
(7). In another study, a diet enriched with olive oil, followed

during a period of 5 wk, was associated with a reduced mean
blood pressure in 42 individuals (18 women and 24 men) (6).
More interestingly, in a double-blind, randomized cross-over
clinical trial conducted on 23 hypertensive patients, a diet rich
in monounsaturated FA (MUFA) from extra-virgin olive oil
was associated with lower systolic and diastolic blood pressure,
and also with a reduced need for antihypertensive medication
when compared with a diet rich in PUFA (8). The authors of
the study suggested that the beneficial effect of olive oil on
blood pressure was not only associated with its MUFA content,
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TABLE 1
Distribution of Selected Variables Across Quintiles of Energy-Adjusted Olive Oil Consumptiona

Quintiles of energy-adjusted olive oil consumption

Q1 Q5 P for
Women (lowest) Q2 Q3 Q4 (highest) trend

N 676 677 677 677 677
Energy-adjusted olive oil consumption (g/d) (median) 5.3 11.2 16.8 25.1 36.2
Age (yr) (mean) 34.5 36.2 37.3 36.8 38.5 <0.001
Total energy intake (kcal/d) 2594.3 2204.0 2090.4 2446.0 2313.1 0.18
BMI (mean) 21.5 21.8 21.8 21.9 22.0 <0.001
Physical activity during leisure time in METs-h/wk (mean) 14.6 15.9 15.9 17.1 15.1 0.27
Alcohol consumption (g/d) (mean) 3.6 3.4 4.1 3.8 4.0 0.04
Sodium consumption (g/d) (mean) 4.1 3.1 2.8 3.1 2.8 <0.001
Calcium consumption (g/d) (mean) 1.4 1.2 1.2 1.4 1.2 0.009
Fruit consumption (g/d) (mean) 391.9 397.0 383.5 387.8 355.8 0.04
Vegetable consumption (g/d) (mean) 512.6 585.8 594.8 623.0 602.3 <0.001
Dietary fiber consumption (g/d) (mean) 33.7 28.0 27.0 31.3 30.8 <0.001

Quintiles of energy-adjusted olive oil consumption

Q1 Q5 P for
Men (lowest) Q2 Q3 Q4 (highest) trend

N 437 438 438 438 438
Energy-adjusted olive oil consumption (g/d) (median) 4.0 9.0 13.3 19.1 32.4
Age (yr) (mean) 39.6 42.0 43.7 43.0 44.4 <0.001
Total energy intake (kcal/d) 2858.2 2516.0 2227.3 2407.9 2631.2 <0.001
BMI (mean) 24.6 25.0 25.3 25.3 25.3 <0.001
Physical activity during leisure time in MET-h/wk (mean) 23.8 23.8 22.5 22.5 24.4 0.83
Alcohol consumption (g/d) (mean) 8.7 9.7 9.1 10.1 10.8 0.03
Sodium consumption (g/d) (mean) 4.9 4.0 3.5 3.7 3.4 <0.001
Calcium consumption (g/d) (mean) 1.4 1.2 1.1 1.1 1.2 <0.001
Fruit consumption (g/d) (mean) 296.3 309.2 294.9 299.7 302.8 0.93
Vegetable consumption (g/d) (mean) 388.7 442.4 470.7 490.4 543.8 <0.001
Dietary fiber consumption (g/d) (mean) 29.0 25.9 23.2 25.8 29.7 0.45
aBMI, body mass index; MET, metabolic equivalent. 

TABLE 2
Odds Ratios (OR) and 95% Confidence Intervals (CI) of Self-Reported Incident Hypertension According to Quintiles of Olive Oil
Consumption in the SUN Study

Quintiles of energy-adjusted olive oil consumption

Q1 Q2 Q3 Q4 Q5 P for trend

Participants (N) 1113 1115 1115 1115 1115
Median olive oil consumption (g/d) 4.8 10.2 15.0 23.5 34.6
New cases of hypertension, N (%) 32 (2.9) 26 (2.3) 41 (3.7) 30 (2.7) 32 (2.9)
Age- and sex-adjusted OR (95% CI) 1 (ref.) 0.69 (0.40–1.17) 1.01 (0.62–1.64) 0.77 (0.46–1.29) 0.75 (0.45–1.25) 0.39
Multivariate OR (95% CI)a 1 (ref.) 0.61 (0.35–1.07) 0.83 (0.49–1.41) 0.55 (0.31–0.98) 0.63 (0.36–1.07) 0.13
aNon-conditional logistic regression model adjusted for age (in years), sex, BMI (defined as weight in kilograms divided by the square of height in meters),
energy intake, alcohol consumption (in g/d), sodium intake (in mg/d), calcium intake (in g/d), and physical activity during leisure time (in METs-h/wk). SUN,
Seguimiento Universidad de Navarra; for other abbreviations see Table 1.



but also with the high content of antioxidant polyphenols. In
this same study, patients supplemented with sunflower oil did
not experience a beneficial effect.

The mechanisms behind the protective role of olive oil for
hypertension are not clear. MUFA intake could be associated
with an increased sensitivity to insulin, producing a reduction
in blood pressure (17). However, some authors suggest that
other components of olive oil, such as the polyphenols men-
tioned, could be associated with lower blood pressure and a re-
duced risk of hypertension. In fact, some studies have shown a
reduction of blood pressure following supplementation with
antioxidants (18), although there are some inconsistencies on
this issue (19). Another explanation for the beneficial effect of
olive oil on blood pressure is its greater resistance to denatura-
tion during the process of frying, with a lower production of
polar compounds. In a cross-sectional study conducted in
southern Spain on 538 persons, the amount of polar compounds
in cooking oil was associated with hypertension, and a lower
concentration of polar compounds was found in olive oil used
for frying when compared with sunflower oil from the same
source. In that study, individuals using olive oil for frying had
a higher concentration of MUFA in plasma phospholipids, and
this variable was inversely associated with the prevalence of
hypertension (20). Another possible explanation of olive oil’s
antihypertensive effect involves molecules closely related to
the main FA contained in olive oil. A strong blood pressure-re-
ducing effect has recently been observed for 2-hydroxy-oleic
acid in an experimental model (21).

Our study has important strengths. Its prospective design
avoids the reverse-causation bias. Also, the follow-up rate is
high. Additionally, all participants are university graduates, al-
lowing a better understanding of the food-frequency question-
naire and increasing the internal validity of our findings. Diet
has been assessed with a comprehensive tool, previously vali-
dated and used in similar settings.

There are some limitations in this analysis. Statistically sig-
nificant results, using the traditional cutoff point of P < 0.05,
were found only after several analyses (whole sample, women,
and men), increasing the possibility of a false positive result
due to multiple comparisons.

Another potential limitation is the possible lower validity of
the self-reported outcome. Although the validity of self-reported
hypertension in the studied population is fair, the misclassifica-
tion in the outcome could hide the studied associations. In fact,
the correlation between self-reported and measured blood pres-
sure was not very high. Similarly, the positive predictive value
was only moderately good, due to false positive cases (i.e., those
reporting hypertension but showing normal levels of blood pres-
sure and not taking antihypertensive medication). The most
likely explanation for these false positives is that the approach
we used for the comparison (two measurements of blood pres-
sure in the same day) is probably not good enough for a true
“gold standard.” Thus, our false positives are very likely those
participants previously diagnosed with hypertension who had
since undergone lifestyle changes that restored their blood pres-
sure values to within normal limits. Interestingly, self-reported
hypertension has been shown to result in enough accuracy in
other epidemiological studies (12,13,22,23). We can assume that
the same, if not better, validity can be applied to our population,
given the higher educational level of our participants. Neverthe-
less, it could be probable that some degree of misclassification was
associated with the exposure of interest, introducing an information
bias. If olive oil consumption were associated with a lower aware-
ness of hypertension, the observed beneficial relationship would be
spurious. However, it has been previously reported that individuals
in the SUN study following a Mediterranean diet, and therefore
having higher olive oil consumption, had an overall healthier
lifestyle and were more health-conscious (24). This fact suggests
that the bias would go, in any case, in the opposite direction; that
is, those with higher olive oil consumption would be more

1236 A. ALONSO AND M.Á. MARTÍNEZ-GONZÁLES

Lipids, Vol. 39, no. 12 (2004)

TABLE 3
OR and 95% CI of Self-Reported Incident Hypertension According to Quintiles of Olive Oil Consumption in the SUN Study

Quintiles of energy-adjusted olive oil consumption

Women Q1 Q2 Q3 Q4 Q5 P for trend

Participants (N) 676 677 677 677 677
Median olive oil consumption (g/d) 5.3 11.2 16.8 25.1 36.2
New cases of hypertension, N (%) 9 (1.3) 8 (1.2) 12 (1.8) 15 (2.2) 15 (2.2)
Age-adjusted OR (95% CI) 1 (ref.) 0.78 (0.30–2.06) 1.04 (0.43–2.51) 1.45 (0.62–3.35) 1.26 (0.54–2.93) 0.27
Multivariate OR (95% CI)a 1 (ref.) 0.74 (0.27–2.02) 0.97 (0.38–2.45) 1.14 (0.47–2.78) 0.97 (0.40–2.36) 0.74

Quintiles of energy-adjusted olive oil consumption

Men Q1 Q2 Q3 Q4 Q5 P for trend

Participants (N) 437 438 438 438 438
Median olive oil consumption (g/d) 4.0 9.0 13.3 19.1 32.4
New cases of hypertension, N (%) 23 (5.3) 18 (4.1) 29 (6.6) 15 (3.4) 17 (3.9)
Age-adjusted OR (95% CI) 1 (ref.) 0.65 (0.34–1.23) 1.00 (0.56–1.78) 0.52 (0.26–1.01) 0.55 (0.28–1.05) 0.05
Multivariate OR (95% CI)a 1 (ref.) 0.55 (0.28–1.10) 0.75 (0.39–1.43) 0.32 (0.15–0.70) 0.46 (0.23–0.94) 0.02
aNonconditional logistic regression model adjusted for age (in years), BMI (defined as weight in kilograms divided by square of height in meters), energy in-
take, alcohol consumption (in g/d), sodium intake (in mg/d), calcium intake (in g/d), and physical activity during leisure time (in MET-h/wk). For abbrevia-
tions see Tables 1 and 2.



aware of hypertension; thus the incidence of hypertension
would be higher among them. This is contrary to our findings.

Finally, another potential problem is that dietary fat has a
relatively quick turnover, and membranes and other cellular
constituents might easily be affected after only a few weeks of
feeding a diet different in FA composition (25). A short-term
reduction in olive oil consumption is most likely to occur
among people with a high baseline consumption of olive oil,
because of regression to the mean. But that was not the case in
our database, because a decrease in olive oil consumption was
more likely (2.4%) among participants in the first quintile of
baseline consumption than among those in the fourth and fifth
quintiles (1.0 and 1.5%, respectively).

In conclusion, olive oil consumption seems to be associated
with the incidence of hypertension among the highly educated
males of our cohort, but we did not observe this association
among women. With a longer follow-up period, it will be pos-
sible to confirm and strengthen the findings of this analysis.
Olive oil appears to be a healthy food and a preferable substitute
for other fats used for cooking.

ACKNOWLEDGMENTS

We are indebted to the participants of the SUN study for their con-
tinued participation and cooperation. This work has been funded by
the Department of Health of the Navarra Regional Government and
by the Spanish Ministry of Health (Fondo de Investigaciones Sani-
tarias, projects 01/0619, 03/0678, and G03/140, Red Tematica de
Dieta y Enfermedad Cardiovascular). We would like to thank the
other members of the SUN Study Group: J. de Irala, M. Seguí-
Gómez, M. Bes-Rastrollo, R. Pajares, C. de la Fuente, M. Hernán-
dez, C. Rubio, A. Sánchez-Villegas, F. Guillén-Grima, J.A.
Martínez, and A. Martí.

REFERENCES

1. Trichopoulou, A., Costacou, T., Barnia, C., and Trichopoulos,
D. (2003) Adherence to a Mediterranean Diet and Survival in a
Greek Population, N. Engl. J. Med. 348, 2599–2608.

2. Martínez-González, M.A., Fernández-Jarne, E., Serrano-
Martínez, M., Martí, A., Martínez, J.A., and Martín-Moreno,
J.M. (2002) Mediterranean Diet and Reduction in the Risk of a
First Acute Myocardial Infarction: An Operational Healthy Di-
etary Score, Eur. J. Nutr. 41, 153–160.

3. Appel, L.J., Moore, T.J., Obarzanek, E., Vollmer, W.M.,
Svetkey, L.P., Sacks, F.M., Bray, G.A., Vogt, T.M., Cutler, J.A.,
Windhauser, M.M., Lin, P.H., and Karanja, N. (1997) A Clini-
cal Trial of the Effects of Dietary Patterns on Blood Pressure, N.
Engl. J. Med. 336, 1117–1124.

4. Alonso, A., de la Fuente, C., Martín-Arnau, A.M., de Irala, J.,
Martínez, J.A., and Martínez-González, M.A. (2004) Fruit and
Vegetable Consumption Is Inversely Associated with Blood
Pressure in a Mediterranean Population with a High Vegetable-
Fat Intake: The Seguimiento Universidad de Navarra (SUN)
Study, Br. J. Nutr. 92, 311–319.

5. Salas, J., López Miranda, J., Jansen, S., Zambrana, J.L., Castro,
P., Paniagua, J.A., Blanco, A., López Segura, F., Jiménez
Perepérez, J.A., Pérez-Jiménez, F., and Perepérez, J.A. (1999)
La Dieta Rica en Grasa Monoinsaturada Modifica de Forma
Beneficiosa el Metabolismo de los Hidratos de Carbono y la Pre-
sión arterial, Med. Clin. (Barc.) 113, 765–769.

6. Lahoz, C., Alonso, R., Porres, A., and Mata, P. (1999) Las Di-
etas Enriquecidas en Ácidos Grasos Monoinsaturados y Ácidos
Grasos Poliinsaturados Omega 3 Disminuyen la Presión Arter-
ial, sin Modificar la Concentración de Insulina Plasmática en
Sujetos Sanos, Med. Clin. (Barc.) 112, 133–137.

7. Ruiz-Gutiérrez, V., Muriana, F.J., Guerrero, A., Cert, A.M., and
Villar, J. (1996) Plasma Lipids, Erythrocyte Membrane Lipids
and Blood Pressure of Hypertensive Women After Ingestion of
Dietary Oleic Acid from Two Different Sources, J. Hypertens.
14, 1483–1490.

8. Ferrara, L.A., Raimondi, A.S., d’Episcopo, L., Guida, L., Dello
Russo, A., and Marotta, T. (2000) Olive Oil and Reduced Need
for Antihypertensive Medications, Arch. Intern. Med. 160,
837–842.

9. Martínez-González, M.A., Sánchez-Villegas, A., de Irala-Es-
tévez, J., Martí, A., and Martínez, J.A. (2002) Mediterranean
Diet and Stroke: Objectives and Design of the SUN Project,
Nutr. Neurosci. 5, 65–73.

10. Martín-Moreno, J.M., Boyle, P., Gorgojo, L., Maisonneuve, P.,
Fernández-Rodríguez, J.C., Salvini, S., and Willett, W.C. (1993)
Development and Validation of a Food Frequency Question-
naire in Spain, Int. J. Epidemiol. 22, 512–519.

11. Mataix Verdú, J. (2003) Tabla de Composición de Alimentos Es-
pañoles, 4th edn., Universidad de Granada, Granada, Spain.

12. Colditz, G.A., Martin, P., Stampfer, M.J., Willett, W.C., Samp-
son, L., Rosner, B., Hennekens, C.H., and Speizer, F.E. (1986)
Validation of Questionnaire Information on Risk Factors and
Disease Outcomes in a Prospective Cohort Study of Women,
Am. J. Epidemiol. 123, 894–900.

13. Tormo, M.J., Navarro, C., Chirlaque, M.D., and Barber, X.
(2000) Validation of Self Diagnosis of High Blood Pressure in a
Sample of the Spanish EPIC Cohort: Overall Agreement and
Predictive Values, J. Epidemiol. Community Health 54,
221–226.

14. Willett, W.C. (1998) Nutritional Epidemiology, 2nd edn., Ox-
ford University Press, New York.

15. Fernández-Jarne, E., Martínez-Losa, E., Prado-Santamaría, M.,
Brugarolas-Brufau, C., Serrano-Martínez, M., and Martínez-
González, M.A. (2002) Risk of First Non-fatal Myocardial In-
farction Negatively Associated with Olive Oil Consumption: A
Case–Control Study in Spain, Int. J. Epidemiol. 31, 474–480.

16. Barzi, F., Woodward, M., Marfisi, R.M., Tavazzi, L., Valagussa,
F., and Marchioli, R. (2003) Mediterranean Diet and All-Causes
Mortality After Myocardial Infarction: Results from the GISSI-
Prevenzione Trial, Eur. J. Clin. Nutr. 57, 604–611.

17. Espino, A., López Miranda, J., Castro, P., Rodríguez, M., López
Segura, F., and Blanco, A. (1996) Monounsaturated Fatty Acid
Enriched Diets Lower Plasma Insulin Levels and Blood Pres-
sure in Healthy Young Men, Nutr. Metab. Cardiovasc. Dis. 6,
147–152.

18. Esposito, K., Nappo, F., Giugliano, F., Giugliano, G., Marfella,
R., and Giugliano, D. (2003) Effect of Dietary Antioxidants on
Postprandial Endothelial Dysfunction Induced by a High-Fat
Meal in Healthy Subjects, Am. J. Clin. Nutr. 77, 139–143.

19. Czernichow, S., Blacher, J., and Hercberg, S. (2004) Antioxidant
Vitamins and Blood Pressure, Curr. Hypertens. Rep. 6, 27–30.

20. Soriguer, F., Rojo-Martínez, G., Dobarganes, M.C., García
Almeida, J.M., Esteva, I., Beltrán, M., Ruiz de Adana, M.S.,
Tinahones, F., Gómez-Zumaquero, J.M., García-Fuentes, E.,
and González-Romero, S. (2003) Hypertension Is Related to the
Degradation of Dietary Frying Oils, Am. J. Clin. Nutr. 78,
1092–1097.

21. Alemany, R., Terés, S., Baamonde, C., Benet, M., Vögler, O.,
and Escribá, P.V. (2004) 2-Hydroxyoleic Acid. A New Hy-
potensive Molecule, Hypertension 43, 249–254.

22. Martin, L.M., Leff, M., Calonge, N., Garrett, C., and Nelson,
D.E. (2000) Validation of Self-Reported Chronic Conditions

OLIVE OIL AND INCIDENCE OF HYPERTENSION 1237

Lipids, Vol. 39, no. 12 (2004)

 



and Health Services in a Managed Care Population, Am. J. Prev.
Med. 18, 215–218.

23. Vargas, C.M., Burt, V.L., Gillum, R.F., and Pamuk, E.R. (1997)
Validity of Self-Reported Hypertension in the National Health
and Nutrition Examination Survey III, 1988–1991, Prev. Med.
26, 678–685.

24. Sánchez-Villegas, A., Delgado-Rodríguez, M., Martínez-
González, M.A., and de Irala-Estévez, J. (2003) Gender, Age,
Socio-demographic and Lifestyle Factors Associated with Major

Dietary Patterns in the Spanish Project SUN (Seguimiento Uni-
versidad de Navarra), Eur. J. Clin. Nutr. 57, 285–292.

25. Vicario, I.M., Malkova, D., Lund, E.K., and Johnson, I.T.
(1998) Olive Oil Supplementation in Healthy Adults: Effect on
Cell Membrane Fatty Acid Composition and Platelet Function,
Ann. Nutr. Metab. 42, 160–169.

[Received August 6, 2004; accepted October 20, 2004]

1238 A. ALONSO AND M.Á. MARTÍNEZ-GONZÁLES

Lipids, Vol. 39, no. 12 (2004)

 


