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Summary. Aims: The objective of this study is to investigate the association of the dietary calcium intake with
the risk of metabolic syndrome among the premenopausal women. Methods: The cross-sectional study was
conducted between August and December 2015. One hundred and forty-six premenopausal women, from 19
to 52 years old, participated in the study. The diet section of this study was based on the 3-day self-reported
nutrient intake of the recipients. All participants agreed to participate and be submitted to clinical, dietary,
anthropometric and biochemical evaluations at the Endocrinology Department at Baskent University Hospital in Ankara. Multiple logistic regression models were used to estimate multivariable odds ratios (ORs) and
95% CIs comparing different dietary intake levels of calcium. Results: Participants in ‘the group without metabolic syndrome’ exhibited significantly higher BMI, waist circumferences, body fat and visceral fat (p<0.001)
when they were compared with the group with metabolic syndrome. Systolic blood pressure, diastolic blood
pressure, low density lipoprotein-cholesterol and triglyceride level were higher in the group with metabolic
syndrome than the group without metabolic syndrome (p<0.001). Compared to women without metabolic syndrome, women with metabolic syndrome had lower serum calcium level and dietary calcium intake
(p<0.001). In multiple logistic regression analysis, serum calcium level within normal range was positively
associated with the risk of having metabolic syndrome (odds ratio 2.59, 95% confidence interval 0.59-1.51).
Conclusions: This study suggests that high dietary calcium intake and high serum calcium level are associated
with a decreased risk of metabolic syndrome among Turkish premenopausal women. These findings may lead
to an effective approach to the reduction of the risk of metabolic syndrome by means of dietary therapy and
especially by means of the consumption of dairy products.
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Introduction
Metabolic syndrome, a clustering phenomenon
of metabolic phenotypes such as abdominal obesity,
dyslipidaemia, hypertension and insulin resistance, is
an important precursor of cardiovascular disease and
type 2 diabetes. Metabolic syndrome is a major public health problem in both developed and developing
countries, and the prevalence of diseases related to

metabolic syndrome shows an increasing trend (1,2).
The prevalence of metabolic syndrome around the
world is in the range of 7.9-43% in males and 7-56%
in females (3-5). It was reported that the prevalence of
metabolic syndrome varies between 23.7% and 32.2%
in males, 38.6% and 45.0% in females in previous
studies conducted in different parts of Turkey (6-10).
The precise aetiology of metabolic syndrome remains unclear, but it is known as a complicated inter-
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action between genetic, metabolic and environmental
factors. Among modifiable environmental factors, dietary habits are at prime importance in the prevention
and treatment of metabolic syndrome. A number of
individual foods and nutrients (e.g. fats, meat, fruits,
vegetables, fish and dietary fibre) have been reported to
be associated with metabolic syndrome (11,12). Recent
studies (13-15) have shown that dairy consumption is
inversely associated with body weight, hypertension,
glucose homeostasis and type 2 diabetes. Although the
underlying mechanisms remain incomplete, calcium
and vitamin D, which are two major components of
dairy products, have been postulated to be primarily
responsible for the beneficial effect of dairy consumption on body weight and insulin sensitivity (16). Zemel
et al. (17) found an inverse relationship between dietary calcium and fat mass in both sexes after the adjustment for total energy intake, physical activity, age
and ethnic origin. With the meta-analysis of five clinical studies in women, Davies et al. demonstrated an
inverse relationship between BMI and dietary calcium
(18). Other studies have found an inverse relationship
between calcium consumption and both adiposity and
cardiovascular disease (19).
Dairy products are the main source of the dietary
calcium, and different mechanisms have been proposed
to explain the role of calcium in the risk for suffering
MetS (20). However, there is an evidence that calcium
which is provided as a food supplement or which is
taken as a fortification decreases LDL-c and triglyceride concentrations, and increases HDL-c concentrations as well (21). The potential hypolipidemic mechanisms of calcium may occur via: (i) the inhibition of fat
absorption accompanying an increased faecal fat excretion; (ii) the inhibition of the absorption of bile acids;
(iii) a calcium-induced increase in the conversion of
cholesterol to bile acids (22).
Recent studies support the inverse relation between dietary calcium intake, adiposity, insulin resistance and dyslipidaemia in the general population
(17,18). Therefore, the objectives of this study were to
investigate the association of dietary calcium intake
with the risk of metabolic syndrome among postmenopausal women.
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Materials and Methods
Study population
The cross-sectional study was conducted between
August and December 2015. It was conducted among
women who were healthy and thus did not have any
health problems at that time. One hundred and fortysix premenopausal women, 19 to 52 years old, participated in the study. It was prospectively examined
the medical records and nutritional status. All participants agreed to participate and submitted to clinical, dietary, anthropometric, and biochemical evaluations at the Endocrinology Department at Baskent
University Hospital in Ankara. Ethical approval was
granted by the Research Ethics Review Committee of
Baskent University, Ankara, Turkey. The women who
used vitamin and mineral supplementation, entered
menopause, pregnant and lactation, used statin and
metformin were excluded.
Clinical and anthropometric characteristics
Height, weight, waist and hip circumferences
were measured between 08.00 am and 10.00 am after
a 12-h fast. Height was measured using a stadiometer
(Seca 703, Germany) accurate to ±0.5 cm, and weight
was obtained with a digital calibrated scale ( Jawon IOI
353, Biodynamics Corp., Seattle, WA, USA ), accurate
to ±0.1 kg, with the participants wearing light clothes
and no shoes. BMI was calculated using the standard
equation (kilograms per metre squared). Waist circumference was measured in the standing position, midway
between the lower margin of the last rib and the iliac
crest, at mid exhalation. Hip circumference was measured at the widest point of the hip/buttocks area with
the measuring tape parallel to the floor. Waist-to-hip
ratio was determined by dividing waist circumference
by hip circumference. Anthropometric measurements
were taken twice and mean values were used in all
analyses. Systolic blood pressure (SBP) and diastolic
blood pressure (DBP) were measured twice in the sitting position, with an interval of 15 minutes between
the measurements, by means of standard sphygmomanometers of appropriate width, after a rest period for
30 minutes.

222

Biochemical analysis
Percentage of body fat was estimated by electrical
bioimpedance using a Jawon IOI 353 body fat analyzer
(Biodynamics Corp., Seattle, WA, USA). We stratified
adiposity as global adiposity (excessive adipose tissue,
independent of site) and abdominal adiposity. BMI
and percentage of body fat were used as parameters of
global adiposity. Waist circumference and waist-to-hip
ratio were used to evaluate abdominal adiposity.
Blood samples were collected after a 12-h fasting period. Biochemical evaluation included glucose,
total cholesterol, high-density lipoprotein cholesterol,
low-density lipoprotein cholesterol, triacylglycerol,
calcium, phosphorous, HbA1C, parathyroid hormone and vitamin D. Fasting plasma glucose, total
cholesterol, HDL-cholesterol, LDL-cholesterol, TG,
HbA1C, phosphorous and calcium levels, which were
measured with original kits using an Abbott-Aeroset
Autoanalyzer (Architect C-8000, Chicago, Illinois,
USA), were recorded. Parathyroid hormone and fasting plasma insulin levels, which were measured with
original kits using an Perfect Plus 400 Autoanalyzer
(Mindray, UK), were recorded.
Diagnosis of Metabolic Syndrome
Metabolic syndrome was diagnosed according to
NCEPATP III (23) (National Cholesterol Education
Program Adult Treatment Panel III). Thus, a participant had MS if he or she had three or more of the
following: (i) abdominal obesity: waist circumference
>102 cm in men and >88 cm in women; (ii) plasma
triglycerides: ≥150 mg/dL; (iii) plasma HDL cholesterol: <40 mg/dL in men and <50 mg/dL in women;
(iv) systolic blood pressure ≥130 mmHg or diastolic
blood pressure ≥85 mmHg or the use of antihypertensive medicine; (v) plasma glucose ≥110 mg/dL or the
use of antidiabetic medicine/insulin.
Dietary assessment
The diet section of this study was based on the
3-day self-reported nutrient intake of the recipients.
These three days included a day from the weekend
and the previous or following next two days (Sunday,
Monday and Tuesday or Thursday, Friday and Saturday). During the interview, the food models and the
photos of common Turkish dishes at various portions,
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as well as household cups and measures, were used to
assess the type and amount of food and beverages consumed during the previous day (24). The energy and
nutrient composition of the diets were calculated using
the Nutrition Information System (BeBiS) program
(25). This database contains Turkish food composition
tables for all food, including cooked Turkish dishes.
Participants were asked to describe the serving size of
each food item and the proportions of common standard measures (e.g. tea and tablespoons, cups of tea).
Statistical analysis
Data are reported as mean ± SD for continuous
variables and as numbers or a percentage for categorical variables. Clinical and biochemical characteristics
were compared using the Student’s t test and the chisquare test when the variables were continuous and
categorical, respectively. The Pearson correlation test
was used to evaluate associations between serum and
dietary calcium and components of metabolic syndrome. Logistic regression analyses were carried out
to calculate the odds ratios of having metabolic syndrome and its components (dependent variables) according to the serum and dietary calcium level with
the adjustment for potential risk factors (independent
variables). Statistical analyses were performed using
SPSS software, version 16.0 (SPSS Inc., Chicago, IL,
USA).

Results
In total, one hundred and fourty-six individuals
agreed to participate in the study. Table 1 indicates the
clinical and biochemical characteristics of the participants. The participants in ‘the group without metabolic syndrome’ were compared with the subjects in
‘the group with metabolic syndrome’ and this study exhibited significantly higher BMI, waist circumferences, body fat and visceral fat (p<0.001). Systolic blood
pressure, diastolic blood pressure, low density lipoprotein-cholesterol and triglyceride level were higher in
the group with metabolic syndrome than the group
without metabolic syndrome (p<0.001). Compared to
the women who were in the group without metabolic
syndrome, the women who were in the group with
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metabolic syndrome had lower serum calcium level
and dietary calcium intake (p<0.001).
Serum calcium levels and dietary calcium intake
according to the presence or absence of metabolic
syndrome and the abnormalities of its individual components are presented in Table 2. Subjects with metabolic syndrome, high abdominal obesity, high BP and
low HDL-C had lower serum calcium levels and dietary calcium intake than those without abnormalities
(p<0.05).
Table 3 showed the Pearson’s correlation coefficients between serum calcium and dietary calcium
intake and components of metabolic syndrome. The
correlation analysis indicated that the serum calcium
had positive correlations with the WC, total fat mass,
visceral fat mass, systolic BP, diastolic BP, TG, LDL-C
and TC (p<0.001). The correlation analysis indicated
that the serum calcium has an inverse relationship

with BMI and serum HDL-C (p<0.001). Also, the
correlation analysis showed that the dietary calcium
intake had negative correlations with the WC, total
fat mass, visceral fat mass, systolic BP and diastolic
BP (p<0.001), and had positive correlations with the
HDL-C (p<0.001).
The logistic regression analysis was applied after
the adjustment of age, body mass index, alcohol intake, cigarette smoking and exercise. Subjects in the
high dietary calcium intake had a lower odds ratio for
prevalent metabolic syndrome, abdominal obesity, low
HDL-C and high BP than those in the low calcium
group (Table 4). The evaluated odds ratio (ORs) of
having metabolic syndrome in relation to serum calcium level, low serum calcium level in women had a
2.59-fold increased risk of metabolic syndrome as
compared with high serum calcium levels in women.

Table 1. Basic clinical and biochemical characteristics of study population
Women without
metabolic syndrome
(n=83)

Women with
metabolic syndrome
(n=63)

33.3±7.5

36.3±8.3**

BMI (kg/m )

23.4±3.6

30.7±4.8*

Dietary calcium intake (mg/d)

631.7±131.6

743.07±174.2*

WC (cm)

78.9±7.7

94.4±6.8*

Total fat mass (kg)

20.4±7.8

27.8±8.9*

Visseral fat (kg)

14.2±4.6

10.3±3.8*

Systolic BP (mmHg)

110.9±11.9

136.3±13.7*

Diastolic BP (mmHg)

71.3±8.6

84.2±8.6*

Fasting glucose (mg/dL)

88.2±7.1

90.8±11.8

TG (mg/dL)

78.9±33.2

119.0±56.2*

HDL-C (mg/dL)

59.2±11.4

43.0±6.2*

LDL-C (mg/dL)

106.5±29.6

126.7±31.8*

Ca (mg/dL)

9.31±0.35

9.10±0.31*

Vitamin D (µg/dL)

24.9±9.8

22.4±9.4

P (mg/dL)

3.52±0.43

3.49±0.38

Parathyroid hormone (pg/dL)

49.6±22.5

53.7±25.7

Age (yr)
2

223

BMI, body mass index; WC, waist circumference; BP; blood pressure; HDL-C, high density lipoprotein-cholesterol; LDL-C, low density
lipoprotein-cholesterol; TG, triglyceride; TC, total cholesterol; Ca, calcium; P, Phosphor
*p<0.001; **p<0.05
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Table 2. Mean serum calcium levels and dietary calcium intake according to presence/absence of metabolic syndrome or abnormalities in its components.
		
n
Serum Calcium
			
Levels (mg/dL)

Dietary Calcium
Intake (g/day)

Metabolic syndrome
Abdominal obesity
High BP
High TG
Low HDL-C
High glucose

Yes

63

9.26±0.31*

631.71±131.65*

No

83

9.05±0.28

743.07±174.17

Yes

77

9.22±0.32*

645.69±131.08*

No

69

9.05±0.05

750.07±184.05

Yes

53

9.28±0.30*

635.85±138.31*

No

93

9.06±0.29

728.74±171.94

Yes

21

9.46±0.95*

687.18±165.29

No

125

9.08±0.28

741.68±148.45

Yes

79

9.21±0.31*

659.68±159.95*

No

67

9.06±0.31

736.69±164.94

Yes

14

9.17±0.36

653.20±120.84

No

132

9.13±0.31

699.45±170.07

BP; blood pressure; HDL-C, high density lipoprotein-cholesterol; TG, triglyceride;
*p<0.001; **p<0.05

Table 3. Correlations of serum calcium levels and dietary calcium
intake with parameters of metabolic variables and other characteristics
Serum Calcium
Levels (mg/dL)

Dietary Calcium
Intake (g/day)

r

r

Age (yr)

-0.053

-0.113

BMI (kg/m2)

-0195**

-0.130

WC (cm)

0.335*

-0.229*

Total fat mass (kg)

0.207**

-0.354*

Visseral fat mass (kg)

0.216**

-0.354*

Systolic BP (mmHg)

0.270*

-0.305*

Diastolic BP (mmHg)

0.300*

-0.288*

Glucose (mg/dL)

0.037

0.011

TG (mg/dL)

0.374*

0.139

HDL-C (mg/dL)

-0.244*

0.223*

LDL-C (mg/dL)

0.197**

-0.006

TC (mg/dL)

0.188**

0.107

BMI, body mass index; WC, waist circumference; BP; blood pressure; HDL-C, high density lipoprotein-cholesterol; LDL-C, low density lipoprotein-cholesterol; TG, triglyceride; TC, total cholesterol
*p<0.001; **p<0.05		

Discussion
In the present study, relationships were found between the serum calcium levels, dietary calcium intake
and some components of the metabolic syndrome in
premenopausal women.
The effects of dairy consumption on the risk of
metabolic syndrome can be partially explained by calcium intake in dairy foods, and several studies have
found that people with higher calcium intakes have a
lower prevalence of metabolic syndrome and its components. Dietary calcium is known to play a key role in
blood pressure control and adipocyte metabolism, and
thus its effects on metabolic syndrome could be partially mediated by its effects on body fat, blood pressure and insulin sensitivity (2).
Inadequate intake of calcium is a global problem,
especially among women, and it has been associated
with several medical disorders, such as osteoporosis,
hypertension, colon cancer, breast cancer and kidney
stones. Based on recent research, increased dietary
intake of calcium is currently recommended for the
general population to lower the risk of these chronic
diseases (26,27). In a large cohort study of 34,486

Metabolic syndrome and calcium: the effects on body composition and biochemical parameters among premenopausal women

Table 4. Logistic regression analysis of metabolic syndrome or
its components for serum calcium level and dietary calcium intake
Serum Calcium
Levels (mg/dL)
OR (95% CI)

Dietary Calcium
Intake (g/day)
OR (95% CI)

Metabolic syndrome

2.59 (0.59, 1.51)*

0.35 (068, 1.93)**

Abdominal obesity

4.23 (0.51, 4.23)*

0.43 (0.57, 1.97)**

High BP

2.1 (0.62, 1.31)**

0.43 (0.76-1.78)*

High TG

1.87 (0.58, 1.09)

1.86 (0.59-1.11)

Low HDL-C

3.78 (0.55, 2.07)*

0.36 (0.61, 1.69)**

High glucose

2.61 (0.38, 1.10)

0.43 (0.94-2.19)

BMI, body mass index; WC, waist circumference; BP; blood pressure;
HDL-C, high density lipoprotein-cholesterol; LDL-C, low density
lipoprotein-cholesterol; TG, triglyceride; Ca, calcium; P, phosphor
p-value calculated by chi-square *p<0.001;
**p<0.05
Odds ratios (ORs) were adjusted for age, body mass index, alcohol
intake, cigarette smoking and exercise.

postmenopausal women, higher intake of calcium, except vitamin D and milk products, was associated with
reduced ischaemic heart disease mortality (28). On the
other hand, several studies indicate that milk and milk
products have hypolipidemic and anti-atherogenic effects, which could be related to not only calcium, but
also other bioactive substances in milk (29,30).
In the QUEBEC family study, LDL-cholesterol
and the ratio of total- to HDL-cholesterol were negatively correlated with calcium intake (19). Some trials have also shown a significant improvement in serum lipids profile with calcium supplementation on
energy-restricted diets in obese women (31) or while
consuming their usual diets in the group of adults
with hypercholesterolemia or in normal older women
compared to placebo (32-34). In our study, in the low
dietary calcium group, LDL-C levels were higher and
HDL-C levels were lower than that in the high dietary
calcium group, and serum calcium levels were significantly different between women with high HDL-C
and with low HDL-C. In one fairly large cross-sectional study in 5,394 men and 4,800 women, a linear
increase of both total cholesterol and HDL cholesterol
with serum calcium levels were found, independent of
confounding factors such as age, blood pressure, body
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weight, fat and cholesterol intake (35). In hyperlipidemic patients, Carlson et al. (36) found a 10% decrease in serum cholesterol during calcium treatment,
but there was no change in triglycerides. In our study,
the TG levels were raised with high serum calcium levels and subjects with high TG had higher calcium level
than those without high TG, which is in line with the
results of other human studies (37). However, in this
study, dietary calcium intake was not associated with
TG levels. In contrast, intake of dietary calcium was
negatively associated with TG levels in other studies
(38,39).
In a randomized, placebo-controlled trial in 32
obese adults, plasma glucose, which was applied after
a glucose tolerance test, was significantly lower in a
diet supplemented with calcium from dairy products
compared with the control group at the end of the experiment, which lasted 24 weeks. Additionally, plasma insulin was lower after calcium intake from dairy
products (40). In this study, serum calcium levels and
dietary calcium intake are not associated with glucose
levels, insulin and insulin resistance. These findings are
in contrast to the results from previous studies (41,42).
A highly significant association between serum
calcium and both systolic and diastolic BP was found
in postmenopausal women. When the importance of
calcium in all aspects of physiology is considered together with the huge amount of research which was
done on hypertension, there are remarkably few studies on the relationship between total serum calcium
levels and BP. However, in a few available studies (43),
the results are similar to those presented in this study.
The results of our study confirm the inverse association between dietary calcium and blood pressure, in
that a greater intake of calcium was associated with a
reduction in blood pressure. Several studies reported
that serum calcium levels were positively related to
BP in epidemiologic studies (44,45). A higher dietary
Ca intake reduced the risk of hypertension in women
aged over 45 in the American Women’s Health Study,
and a Ca intake over 1000 mg/day lowered the risk
of hypertension (multivariate relative risk = 0.87) (46).
Similarly, in this study, dietary calcium intake was inversely associated with BP in women. A meta-analysis
of 23 observational studies estimated that each 100 mg
increase in daily calcium intake would produce a low-
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ering of 0.39 mmHg in systolic and 0.35 mmHg in
diastolic blood pressure (47).
Dietary calcium plays a partial role in the regulation of energy metabolism. High-calcium diets attenuate adipocyte lipid accretion, increase lipolysis and
preserve thermogenesis during caloric restriction (48).
Intracellular calcium can also act directly on adipocytes
to regulate lipid metabolism and insulin-stimulated
glucose uptake and storage (49). An inverse relationship between dietary calcium (and/or dairy products)
and adiposity indices has been found in several epidemiologic studies in the general population (19,50).
In a population-based prospective study with 43,000
adult subjects, overweight was less common in individuals who consumed high quantities of milk products
compared with the low consumers (50,51). This negative association between milk consumption and body
weight was not observed in adults at normal weight. In
our study, there was no significant correlation between
body mass index or body weight and dietary calcium
intake, but there was a negative association between
serum calcium level and body mass index. In contrast,
there was a significant correlation between the dietary
calcium intake and serum calcium level and the abdominal obesity and total body fat in participants. A
recently published cross-sectional survey, carried out
in a very large Portuguese population (n = 39,640),
showed that high milk consumption was associated
with significantly lower body mass index in the entire
population but postmenopausal women (52).
A limitation of our study was that we did not
measure ionized calcium, but total serum calcium,
which might be affected by serum albumin and pH.
Also, because of the cross-sectional design of this
study, it was not possible to establish a cause–effect relationship between serum calcium and dietary calcium
intake and metabolic syndrome. Therefore, prospective
or longitudinal studies are necessary to elucidate elaborately the association between serum calcium level
and dietary calcium intake and metabolic syndrome.
As a conclusion, this study suggests that high dietary calcium intake and high serum calcium level is
associated with a decreased risk of metabolic syndrome
among Turkish premenopausal women. These findings
may lead to an effective approach to the reduction of
the risk of metabolic syndrome by means of dietary
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therapy and especially by means of the consumption
of dairy products.
References
1. Wilson PW, D’Agostino RB, Parise H, Sullivan L, Meigs JB.
Metabolic syndrome as a precursor of cardiovascular disease
and type 2 diabetes mellitus. Circulation. 2005;112:3066–
72.
2. Kirang K, Yang YJ, Kim K, Kim MK. Interactions of single nucleotide polymorphisms with dietary calcium intake
on the risk of metabolic syndrome. Am J Clin Nuts. 2012;
95:231-40. doi: 10.3945/ajcn.111.022749.
3. 
Resnick HE. Strong Heart Study Investigators. Metabolic syndrome in American Indians. Diabetes Care.
2002;25:1246–7.
4. Balkau B. Smoking, type 2 diabetes and metabolic syndrome. Diabetes Metab. 2004;30:110–1.
5. Gupta A, Gupta R, Sarna M, et al. Prevalence of diabetes,
impaired fasting glucose and insulin resistance syndrome
in an urban Indian population. Diabetes Res Clin Pract.
2003;61:69–76.
6. Gündogan K, Bayram F, Capak M, et al. Prevalence of metabolic syndrome in the Mediterranean region of Turkey:
evaluation of hypertension, diabetes mellitus, obesity, and
dyslipidemia. Metab Syndr Relat Disord. 2009;7:427–34.
doi: 10.1089/met.2008.0068.
7. Onat A, Ceyhan K, Başar O, et al. Metabolic syndrome: major impact on coronary risk in a population with low cholesterol levels: a prospective and cross-sectional evaluation.
Atherosclerosis. 2002;165:285–92.
8. Ozsahin AK, Gokcel A, Sezgin N, et al. Prevalence of the
metabolic syndrome in a Turkish adult population. Diabetes
Nutr Metab. 2004;17:230–4.
9. Demiral Y, Soysal A, Can Bilgin A, et al. The association
of job strain with coronary heart disease and metabolic syndrome in municipal workers in Turkey. J Occup Health.
2006;48:332–8.
10. Soysal A, Demiral Y, Soysal D, et al. The prevalence of metabolic syndrome among young adults in Izmir, Turkey. Anadolu Kardiyol Derg. 2005;5:196–201.
11. Feldeisen SE, Tucker KL. Nutritional strategies in the prevention and treatment of metabolic syndrome. Appl Physiol
Nutr Metabol 2007;32:46-60.
12. Cho Y.A., Kim J. ,. Cho E.R, Shin A. Dietary patterns and
the prevalence of metabolic syndrome in Korean women.
Nutrition, Metabolism & Cardiovascular Diseases. 2011;
21, 893-900. doi: 10.3945/jn.113.188441.
13. Ascherio A, Hennekens C, Willett WC, Sacks F, Rosner B,
Manson J, Witteman J, Stampfer MJ: Prospective study of
nutritional factors, blood pressure, and hypertension among
US women. Hypertension 1996; 27:1065–1072.
14. Lin YC, Lyle RM, McCabe LD, McCabe GP, Weaver CM,
Teegarden D. Dairy calcium is related to changes in body

Metabolic syndrome and calcium: the effects on body composition and biochemical parameters among premenopausal women

composition during a two-year exercise intervention in
young women. J Am Coll Nutr. 2000; 19:754 –760.
15. 
Pereira MA, Jacobs DR Jr, Van Horn L, Slattery ML,
Kartashov AI, Ludwig DS: Dairy consumption, obesity, and
the insülin resistance syndrome in young adults: the CARDIA Study. JAMA 2002; 287:2081–2089.
16. Gedik O, Akalin S. Effects of vitamin D deficiency and repletion on insulin and glucagon secretion in man. Diabetologia. 1986; 29:142–145.
17. Zemel MB, Shi H, Greer B, Dirienzo D, Zemel PC. Regulation of adiposity by dietary calcium. FASEB J. 2000;14:
1132-8.
18. Davies KM, Heaney RP, Recker RR, Lappe JM, BargerLux MJ, Rafferty K, et al. Calcium intake and body weight.
J Clin Endocrinol Metab. 2000;85:4635-8.
19. Jacqmain M, Doucet E, Despres JP, Bouchard C, Tremblay
A. Calcium intake, body composition, and lipoprotein- lipid
concentrations in adults. Am J Clin Nutr. 2003;77:1448-52.
20. 
Tremblay A, Gilbert JA. Milk products, insulin resistance syndrome and type 2 diabetes. J Am Coll Nutr.
2009;28(Suppl. 1):91-102.
21. Van Meijl LE, Vrolix R, Mensink RP. Dairy product consumption and the metabolic syndrome. Nutr Res Rev.
2008;21: 148-57. doi: 10.1017/S0954422408116997.
22. 
Tholstrup T. Dairy products and cardiovascular disease.
Curr Opin Lipidol. 2006;17:1-10.
23. 
Third Report of the National Cholesterol Education
Program (NCEP) Expert Panel on Detection, Evaluation, and Treatment of High Blood Cholesterol in Adults
(Adult Treatment Panel III) final report. Circulation.
2002;106:3143-421.
24. Rakicioglu, N., Tek-Acar, N., Ayaz, A., Pekcan, G. Meal
and Food Catalog: Measurements and Quantities, 2nd ed.
Ata Ofset Publications, Ankara, pp. 1–100, 2009.
25. Bebis Nutrition Data Base Software Data Base, 2004. The
German Food Code and Nutrient Data Base (BLS II.3,
1999) with additions from USDA-sr and other sources, Istanbul, Turkey.
26. 
Miller GD, Jarvis JK, McBean LD. The importance
of meeting calcium needs with foods. J Am Coll Nutr.
2001;20:168–185.
27. Krauss RM, Eckel RH, Howard B, Appel LJ, Daniels SR,
Deckelbaum RJ, et al. AHA dietary guidelines: Revision
2000. A statement for healthcare professionals from the nutrition committee of the American Heart Association. Circulation. 2000;10(2):2284–99.
28. Bostick RM, Kushi LM, Wu Y, Meyer KA, Sellers TA, Folsom AR. Relation of calcium, vitamin D, and dairy food intake to ischemic heart disease mortality among postmenopausal women. Am J Epidemiol. 1999;14(9):151–61.
29. Howard AN, Marks J. Hypocholesterolaemic effect of milk.
Lancet. 1977;2:255–256.
30. Pfeuffer M, Schrezenmeir J. Bioactive substances in milk
with properties decreasing risk of cardiovascular diseases. Br
J Nutr. 2000;84(Suppl 1):S155–S159.
31. Major GC, Alarie F, Dore J, Phouttama S, Tremblay A.

227

Supplementation with calcium & vitamin D enhances the
beneficial effect of weight loss on plasma lipid and lipoprotein concentrations. Am J Clin Nutr. 2007;85:54–9.
32. Bell L, Halstenson CE, Halstenson CJ, Macres M, Keane
WF. Cholesterollowering effects of calcium carbonate in
patients with mild to moderate hypercholesterolemia. Arch
Intern Med. 1992;152:2441–4.
33. Denke MA, Fox MM, Schulte MC. Short-term dietary calcium fortification increases fecal saturated fat content and
reduces serum lipids in men. J Nutr. 1993;123:1047–53.
34. Reid IR, Mason B, Horne A, Ames R, Clearwater J, Bava
U, et al. Effects of calcium supplementation on serum lipid
concentrations in normal older women: a randomized controlled trial. Am J Med. 2002;112:343–7.
35. 
De Bacquer D, De Henauw S, De Backer G, Kornitzer M. Epidemiological evidence for an association between serum calcium and serum lipids. Atherosclerosis.1994;10(8):193–200.
36. Carlson LA, Olsson AG, Oro L, Rossner S. Effects of oral
calcium upon serum cholesterol and triglycerides in patients
with hyperlipidemia. Atherosclerosis. 1971;1(4):391–400.
37. Jorde R, Sundsfjord J, Fitzgerald P, Bonaa KH Serum calcium and cardiovascular risk factors and diseases: the Tromso
study. Hypertension. 1999; 34:484–490.
38. Fumeron F, Lamri A, Abi Khalil C, Jaziri R, PorchayBalderelli I, Lantieri O, Vol S, Balkau B, Marre M. Dairy
consumption and the incidence of hyperglycemia and the
metabolic syndrome: results from a french prospective study,
Data from the Epidemiological Study on the Insulin Resistance Syndrome (DESIR). Diabetes Care. 2011; 34:813–
817. doi: 10.2337/dc10-1772.
39. Cho GJ, Park HT, Shin JH, Hur JY, Kim YT, Kim SH, Lee
KW, Kim T. Calcium intake is inversely associated with metabolic syndrome in postmenopausal women: Korea National
Health and Nutrition Survey, 2001 and 2005. Menopause.
2009; 16:992–997. doi: 10.1097/gme.0b013e31819e23cb.
40. Zemel, M. B., Thompson, W., Milstead, A., Morris, K., &
Campbell, P. Calcium and dairy acceleration of weight and
fat loss during energy restriction in obese adults. Obesity
Research. 2004;12(4), 582–590.
41. Lind L, Jakobsson S, Lithell H, Wengle B, Ljunghall S. Relation of serum calcium concentration to metabolic risk factors for cardiovascular disease. BMJ. 1988;297:960–3.
42. Sun G, Vasdev S, Martin GR, Gadag V, Zhang H. Altered calcium homeostasis is correlated with abnormalities of fasting serum glucose, insulin resistance, and betacell function in the Newfoundland population. Diabetes.
2005;54:3336–9.
43. Kesteloot H, Geboers J. Calcium and blood pressure. Lancet. 1982;1: 813–815. Lind L, Jakobsson S, Lithell H, Wengle B, Ljunghall S. Relation of serum calcium concentration
to metabolic risk factors for cardiovascular disease. BMJ.
1988;297:960 –963.
44. Schröder, H.E., Marrugat, S.J. Relationship between diet
and blood pressure in a representative Mediterranean population. Eur. J. Nutr. 2002;41, 161–167.

228

45. Park, J., Lee, J.S., Kim, J. Relationship between dietary
sodium, potassium, and calcium, anthropometric indexes, and blood pressure in young and middle aged Korean
adults. Nutr. Res. Pract. 2010; 4, 155–162. doi: 10.4162/
nrp.2010.4.2.155.
46. Wang, L., Manson, J.E., Buring, J.E., Lee, I.M., Sesso,
H.D. Dietary intake of dairy products, calcium, and vitamin D and the risk of hypertension in middle-aged and older women.Hypertension.2008;51,1073–1079. doi: 10.1161/
HYPERTENSIONAHA.107.107821.
47. Birkett NJ. Comments on a meta-analysis of the relation
between dietary calcium intake and blood pressure. Am J
Epidemiol. 1998; 14(8):223–8.
48. Shi H, Dirienzo D, Zemel MB Effects of dietary calcium
on adipocyte lipid metabolism and body weight regulation
in energy-restricted aP2-agouti transgenic mice. FASEB J.
2001; 15:291– 293.
49. Zemel MB. Regulation of adiposity and obesity risk by dietary calcium: mechanisms and implications. J Am Coll Nutr.
2002;21:146–151.
50. Drapeau V, Després J-P, Bouchard C, Allard K, Fournier G,

G. Aritici, M. Bas

Leblanc C, et al. Modifications in food-group consumption
are related to long-term bodyweight changes. Am J Clin
Nutr. 2004;80:29–37.
51. Pereira MA, Jacobs DR, Horn LV, Slattery ML, Kartashov
AI, Ludwig DS. Dairy consumption, obesity, and the insulin resistance syndrome in young adults. The CARDIA
study. JAMA. 2002;287:2081–9.
52. Marques-Vidal P, Goncalves A, Dias CM. Milk intake is
inversely related to obesity in men and in young women:
data from the Portuguese Health Interview Survey 19981999. Int J Obes. 2006;30:88-93.
Correspondence:
Gozde Aritici
Acıbadem Mehmet Ali Aydınlar,
University Health Sciences Faculty,
Department of Nutrition and Dietetics, İçerenköy Mahallesi
Kayışdağı Caddesi No:32, Istanbul, Turkey
Tel. +90 216 5004238
E-mail: gozde.aritici@acibadem.edu.tr

