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Abstract: In order to evaluate whether telomere maintenance is associated with type 2 diabetes
remission, newly diagnosed type 2 diabetes patients without glucose-lowering treatment (183 out of
1002) from the CORDIOPREV study (NCT00924937) were randomized to consume a Mediterranean
or low-fat diet. Patients were classified as Responders, those who reverted from type 2 diabetes
during the 5 years of dietary intervention (n = 69), and Non-Responders, who did not achieve diabetes
remission by the end of the follow-up period (n = 104). We found no differences in diabetes remission
between the two diets, and we determined telomere length (TL) by measuring qPCR, telomerase
activity using the TRAP assay, and direct redox balance based on the ratio of reduced glutathione
(GSH) to oxidized glutathione (GSSH) via colorimetric assay. Responders exhibited higher baseline
TL in comparison with Non-Responders (p = 0.040), and a higher TL at baseline significantly predicted
a higher probability of type 2 diabetes remission (OR 2.13; 95% CI, 1.03 to 4.41). After the dietary
intervention, Non-Responders showed significant telomere shortening (−0.19, 95% CI −0.32 to 0.57;
p = 0.005). Telomere shortening was significantly pronounced in type 2 diabetes patients with a worse
profile of insulin resistance and/or beta-cell functionality: high hepatic insulin resistance fasting, a
high disposition index (−0.35; 95% CI, −0.54 to −0.16; p < 0.001), and a low disposition index (−0.25;
95% CI, −0.47 to −0.01; p = 0.037). In addition, changes in TL were correlated to the GSH/GSSG
ratio. Responders also showed increased telomerase activity compared with baseline (p = 0.048),
from 0.16 (95% CI, 0.08 to 0.23) to 0.28 (95% CI, 0.15 to 0.40), with a more marked increase after
the dietary intervention compared with Non-Responders (+0.07; 95% CI, −0.06–0.20; p = 0.049). To
conclude, telomere maintenance may play a key role in the molecular mechanisms underlying type 2
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diabetes remission in newly diagnosed patients. However, further larger-scale prospective studies
are necessary to corroborate our findings.

Keywords: telomere attrition; aging; mediterranean diet; cardiovascular disease

1. Introduction

Type 2 diabetes is recognized as a major public health problem. Its impact on society
and healthcare is primarily attributed to the increased incidence of type 2 diabetes, which
is closely linked to environmental and lifestyle factors such as sedentary lifestyle and the
consumption of high-calorie diets rich in processed foods, refined sugar, or saturated fats [1].
This metabolic disease, characterized by insulin resistance and beta-cell malfunction, can
result in severe micro- and macrovascular complications associated with an increased risk
of cardiovascular disease [2].

Over the last decade, the possibility of remission has been demonstrated in type
2 diabetes, which was previously considered a progressive, irreversible disease [3–5]. Type
2 diabetes remission is associated with substantial weight loss via bariatric surgery [5] or
dietary interventions with liquid formula caloric restriction [4] in long-duration diabetes
patients. However, in the CORDIOPREV (CORonary Diet Intervention with Olive oil and
cardiovascular PREVention) study population, we previously identified a set of newly
diagnosed type 2 diabetes patients with coronary heart disease (CHD) who achieved
diabetes remission after the long-term consumption of a healthy diet (Mediterranean or
low-fat diet), without pharmacological treatment or weight loss [6–8].

Currently, research into telomeres as a potential therapeutic target seems to be a
promising approach given their involvement in prediabetes and diabetes and its compli-
cations [9–11]. Telomeres are repetitive DNA sequences ((5′-TTAGGG-3′)n) bound by a
protective protein complex and located at the ends of chromosomes that preserve chromo-
some stability and integrity. In each somatic cell division cycle, telomeres shorten because
of the inability of DNA polymerase, called telomerase, to fully copy the very end of the
chromosome [12]. Moreover, G-rich telomere repeat sequences are particularly prone to
oxidative damage, which triggers inflammatory responses associated with cell senescence.
Therefore, both telomere length (TL) and telomere shortening (a gradual reduction in TL)
are considered powerful biomarkers of aging-associated pathological conditions, including
heritable and acquired factors [13]. In this context, in a recent meta-analysis, 5575 patients
with type 2 diabetes presented shorter TLs than 6349 healthy individuals [9], and several
cross-sectional analyses have shown that TL and telomerase activity are influenced by
lifestyle factors [14,15]. The susceptibility of telomeres to oxidative damage also plays a
role in the development of type 2 diabetes, primarily d because of the increased oxida-
tive stress associated with hyperglycemic conditions. Consequently, any lifestyle factors
that contribute to higher oxidative stress also directly affect telomere integrity. However,
few studies have evaluated the impact of lifestyle interventions on telomeric integrity in
the context of a metabolic disease, where the adoption of a healthier lifestyle appears to
contribute to telomere maintenance [16–18].

The primary objective of the CORDIOPREV study is to evaluate the efficacy of a
Mediterranean diet as compared with a low-fat diet to prevent clinical events and mortality
in patients with previous CHD through a long-term follow-up study. Here, we report the
results of one secondary outcome of the CORDIOPREV study, the main objective being
to evaluate whether telomere maintenance is associated with type 2 diabetes remission in
response to a long-term dietary intervention without weight loss in newly diagnosed type
2 diabetes patients with CHD.
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2. Materials and Methods
2.1. Study Population

The current work was conducted within the framework of the CORonary Diet Inter-
vention with Olive oil and cardiovascular PREVention study (the CORDIOPREV study)
(Clinicaltrials.gov number NCT00924937). This study is a single-center, randomized, single-
blind, and controlled dietary intervention in 1002 patients with CHD randomized to follow
two diets (Mediterranean diet or a low-fat diet) for seven years. The patients were recruited
from November 2009 to February 2012, mostly at the Reina Sofia University Hospital
(Cordoba, Spain), but other hospitals from the Cordoba and Jaen provinces (Spain) were
also included. Details of the rationale and study methods, including inclusion and exclu-
sion criteria, cardiovascular risk factors, and the patients’ baseline characteristics have
been described previously [19]. Briefly, eligible patients included males and females aged
20–75 years who had established CHD, were free of clinical events related to CHD in
the previous 6 months, were willing to follow a long-term monitoring study, and had no
severe illnesses or an expected life expectancy lower than the length of the study. All the
patients gave their written informed consent to participate in the study. The study protocol
was supported by the Human Investigation Review Committee at Reina Sofia University
Hospital (ref. number 1496/27/03/2009), following the institutional and good clinical
practice guidelines.

We included in our study, entitled the CORDIOPREV-DIRECT study, patients who
were diagnosed with type 2 diabetes at the beginning of the study according to the Amer-
ican Diabetes Association (ADA) diagnosis criteria (fasting glucose ≥ 126 mg/dL, 2 h
glucose during an oral glucose tolerance test (OGTT) ≥ 200 mg/dL, or HbA1c ≥ 6.5%
(48 mmol/mol)) [20], and had not been receiving glucose-lowering treatment (190 out
of 1002 patients). Following the study design, these measurements were taken at least
six months after a clinical event related to CHD. Of these 190 patients, 7 were excluded
because of their inability to perform the diagnostic test. Finally, a total of 183 type 2 dia-
betes patients were evaluated in our sub-study, of whom 73 patients reverted from type
2 diabetes during the 5 years of dietary intervention without the use of diabetes medication
(Responders), while 110 did not achieve diabetes remission by the end of the follow-up
period (Non-Responders). For the specific aim of this work, data on TL was available for
69 Responders and 104 Non-Responders (Figure 1).
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2.2. Diabetes Remission Criteria

Patients who were diagnosed with diabetes at the beginning of the study were tested
yearly during follow-up and were classified as Responders or Non-Responders in the fifth
year of the study. Annual follow-up testing of remission required the following criteria:
(i) levels of HbA1c < 6.5% (48 mmol/mol), (ii) fasting plasma glucose < 126 mg/dL, and
(iii) a 2 h plasma glucose value after 75 g in the OGTT < 200 mg dL−1 without the use of
diabetes medication to lower blood glucose levels maintained for at least 2 years [21].

2.3. Dietary Intervention

The participants were randomized to follow two different healthy dietary models:
(1) the Mediterranean diet, with a minimum 35% of calories from fat (22% monounsatu-
rated, 6% polyunsaturated, and <10% saturated fatty acids), 15% proteins, and a maximum
of 50% carbohydrates, and (2) a low-fat diet high in complex carbohydrates recommended
by the National Cholesterol Education Program, with <30% total fat (12–14% monoun-
saturated, 6–8% polyunsaturated, and <10% saturated fatty acids), 15% proteins, and a
minimum of 55% carbohydrates. In both diets, the cholesterol content was adjusted to
<300 mg/day. Details about the diets and randomization have been previously reported
and summarized [22]. In brief, the process of randomization (1:1) to the low-fat diet or the
Mediterranean diet was performed by the Andalusian School of Public Health (Granada,
Spain), with fixed randomization stratified in blocks, based on sex, age, and the existence
of previous acute myocardial infarction. In the context of type 2 diabetes remission, we
observed no differences in the percentage of Responders and Non-Responders after the
two diets (Table 1). As a result, we proceeded to analyze the combined impact of the
dietary intervention.

Table 1. Baseline characteristics of the study population.

Responders
(n = 69)

Non-Responders
(n = 104)

Males/Females (n) 58/11 86/18
Low-fat diet/Mediterranean diet (n) 37/32 60/44

Age (years) 60 (58 to 62) 59 (57 to 61)
Height (m) 1.64 (1.62 to 1.66) 1.66 (1.65 to 1.67)
Weight (kg) 80.4 (77.7 to 83.0) 88.8 (85.9 to 91.6)

Body mass index (kg/m2) 29.8 (29.0 to 30.7) 32.1 (31.2 to 33.0)
Waist circumference (cm) 101 (99 to 103) 108 (106 to 110)

HDL-cholesterol (mmol/L) 43 (40 to 46) 41 (39 to 43)
LDL-cholesterol (mmol/L) 88 (82 to 93) 94 (89 to 100)

C-reactive protein (nmol/L) 2.75 (2.29 to 3.22) 2.95 (2.51 to 3.40)
Triglycerides (mmol/L) 133 (114 to 152) 149 (136 to 162)
HbA1c (%; mmol/mol) 6.53 (6.36 to 6.71); 48 6.82 (6.65 to 6.98); 51

Glucose (mmol/L) 5.5 (5.3 to 5.7) 6.6 (6.3 to 6.9)
Insulin (nmol/L) 9.4 (7.7 to 11.0) 13.4 (11.1 to 15.7)

HOMA-IR 3.50 (2.36 to 4.37) 4.79 (4.14 to 5.45)
ISI 3.14 (2.73 to 3.56) 2.39 (2.15 to 2.64)
IGI 0.70 (0.30 to 1.10) 0.68 (0.40 to 0.97)

Hepatic-IRfasting 1435 (1083 to 1786) 1951 (1685 to 2217)
DI 0.68 (0.55 to 0.81) 0.43 (0.38 to 0.48)

Values expressed as mean (95% CI). Frequencies in categorical variables. Responders group: patients who reverted
from type 2 diabetes after 60 months of dietary intervention follow-up. Non-Responders group: patients who
remained type 2 diabetic after 60 months of follow-up. Abbreviations: DI, disposition index; Hepatic-IRfasting,
hepatic insulin resistance index derived from fasting values; HOMA-IR, homeostatic model assessment of insulin
resistance; IGI, insulinogenic index; ISI, insulin sensitivity index.

2.4. Laboratory Measurements

Blood samples were collected from the participants after a 12 h overnight fast at
the beginning of the study and once a year during the follow-up period. Samples were
collected in EDTA tubes (final concentration of 0.1% EDTA), and plasma was separated
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from the red cells via centrifugation at 1500× g for 15 min at 4 ◦C and immediately frozen
at −80 ◦C. The biochemical measurements were performed at the Reina Sofia Univer-
sity Hospital by personnel who were unaware of the interventions. Lipid variables were
assessed with a DDPPII Hitachi modular analyzer (Roche, Basel, Switzerland) using spe-
cific reagents (Boehringer-Mannheim, Mannheim, Germany). Plasma triglycerides and
cholesterol concentrations were assayed via enzymatic procedures. HDL-C was measured
following the precipitation of a plasma aliquot with dextran sulfate-Mg2+. LDL-C con-
centrations were calculated with the Friedewald equation using the following formula:
LDL-C = CT − (HDL-C + TG/5). Glucose measurements were performed using the hexok-
inase method, and highly sensitive C-reactive protein levels were measured using ELISA
techniques (BioCheck, Inc., Foster City, CA, USA). Reduced (GSH) and oxidized glutathione
(GSSG) were determined following the methodology previously published in [23]. GSH and
GSSG content were determined in the plasma samples using the BIOXYTECH® GSH-400
Kit, catalog number 21011 (OXIS International Inc., Portland, OR, USA), and the GSH-412
Kit, catalog number 21040 (OXIS International Inc., Portland, OR, USA), respectively.

2.5. DNA Isolation from Blood Samples

Blood cells were obtained from the buffy coat fraction, which is rich in white cells such
as leukocytes and mononuclear cells (neutrophils, eosinophils, basophils, lymphocytes,
and monocytes). DNA isolation was carried out through the salting-out method [24] using
10 mL of Montreal–Baltimore buffer (0.32 M sucrose, 0.1 mM Tris-HCl, pH 7.5, 0.025 mM
MgCl2, 1% Triton X-100) and mixing and centrifuging to separate the nuclear fraction. The
nucleic pellet was homogenized with 3 mL of nuclei lysis buffer (10 mM of Tris-HCl; pH 8.2;
2 mM of EDTA; 0.4 M of NaCl) and 10% SDS and proteinase K. The DNA was precipitated
with 6 M of NaCl and washed with 100% ethanol. Finally, the genomic DNA was extracted
and resuspended in 500 µL of 1× TE buffer. DNA purity and concentration were evaluated
via spectrophotometry using NanoDrop ND-2000 (ThermoFisher, Waltham, MA, USA).

2.6. Quantitative PCR Analysis of Telomere Length

TL was measured using the Cawthon method with qPCR [25]. For all samples, we
estimated the relative ratio of the telomere repeat copy number (T) normalized against a
single copy gene, the Homo sapiens ribosomal protein L13a gene RPL13a (S). The results of
each PCR were relativized to a standard curve, built using a reference DNA sample. The
standard curves for telomere and the RPL13a gene PCR consisted of eight DNA reference
standards (1–25 ng). All PCRs were performed with the use of an iQ5 thermal cycler ((Bio-
Rad Laboratories, Inc., Hercules, CA, USA) and a SensiFAST SYBR Lo-ROX kit (Bioline,
London, UK). The coefficient of variation was 9.32% for the telomere repeat copy number
and 6.76% for the single-copy gene copy number. The thermal cycler profile for both
amplicons began with 95 ◦C incubation for 3 min to activate the polymerase, followed by
40 cycles of 95 ◦C for 5 s, followed by 15 s at 54 ◦C. The reaction mix composition was
identical except for the oligonucleotide primers: 20 ng template DNA, 1× SensiFAST SYBR
Lo-ROX, 200 nM reverse primer, and 200 nM forward primer. The primer sequences were
(5′ → 3′):

TeloFw, CGGTTTGTTTGGGTTTGGGTTT GGGTTTGGGTTTGGGTT; TeloRw, GGCT-
TGCCTTACCC TTACCCTTACCCTTACCCTTACCCT; RPL13aFw, CCTGGAGGAGAA-
GAGGAAAGAGA; RPL13aRw, TTGAGGACCTCTGTGTATTTGTCAA.

2.7. Telomerase Activity Assay

Telomerase activity was measured using the TRAP assay with the TRAPEZE Telomerase
Detection Kit (Intergen Co., Wellington, NZ, USA) based on an improved version of the
original method described by Kim et al. [26].
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2.8. Measurement of Insulin Resistance and Beta-Cell Function Indexes

The OGTT and the measurement of insulin resistance and beta-cell function indexes
have been reported previously [6]. In brief, patients underwent a standard OGTT ana-
lyzed using the Matsuda and DeFronzo method [27] at baseline and each year during the
follow-up period. After an overnight fast, blood was sampled from a vein before the oral
glucose intake (0 min) and again after a 75 g flavored glucose load (Trutol 75; Custom
Laboratories, Baltimore, MD, USA). Blood samples were taken at 30, 60, 90, and 120 min
to determine glucose and insulin concentrations. The OGTT provided the data needed to
calculate the homeostatic model assessment of insulin resistance (HOMA-IR); the insulin
sensitivity index (ISI) = 10,000/

√
([fasting insulin (pmol/L) × fasting glucose (mmol/L)]

× [mean OGTT insulin (pmol/L)] × [mean OGTT glucose (mmol/L)]); the insulinogenic
index (IGI) = (30 min insulin − fasting insulin [pmol/L])/(30 min glucose − fasting glu-
cose [mmol/L]); the hepatic insulin resistance index (Hepatic-IRfasting) = fasting insulin
(pmol/L) × fasting glucose (mmol/L); and the disposition index (DI) = ISI × [AUC30 min
insulin/AUC30 min glucose], where AUC30 min is the area under the curve between base-
line and 30 min of the OGTT for insulin (pmol/L) and glucose (mmol/L) measurements,
respectively, calculated using the trapezoidal method [28]. In order to assess insulin resis-
tance (HOMA-IR, Hepatic-IRfasting, and ISI indexes) and beta-cell functionality (IGI and DI
indexes), we classified the patients at baseline into 4 groups according to the median of
their Hepatic-IRfasting and the median of their DI: (1) 44 patients who had Hepatic-IRfasting
below the median and DI values above the median (low Hepatic-IRfasting and high DI);
(2) 38 patients who had both indexes values below the median (low Hepatic-IRfasting and
low DI); (3) 46 patients who had Hepatic-IRfasting above the median and DI values below
the median (high Hepatic-IRfasting and low DI); and (4) 42 patients with both indexes above
the median. The second classification of our population was carried out according to the
median of each index. Three patients could not be classified because of technical difficulties
in acquiring the baseline DI data.

2.9. Statistical Analyses

The statistical analyses were performed with STATA version 14 (STATA Corp., College
Station, TX, USA). We used the mean and 95% confidence interval (mean, 95% CI) for
continuous variables and percentages for categorical variables. All p-values were 2-tailed,
and a p < 0.05 was considered statistically significant. Student’s unpaired t-test was used
for comparison between Responders and Non-Responders. Categorical variables were
compared using chi-square tests. A logistic regression model was also run to assess the risk
of type 2 diabetes remission according to TL at baseline.

Between-group changes in TL and telomerase activity with ANCOVA were adjusted
for the following variables: age, sex (males or females), BMI, waist circumference, smok-
ing habit (never, former, or current smoker), dietary group allocation (Mediterranean
diet or low-fat diet), family history of diabetes (yes or no), and pharmacological therapy
(yes or no). A post hoc statistical analysis was completed using Bonferroni’s multiple
comparison tests.

In previous work by our team, only DI and Hepatic-IRfasting were associated with
the probability of diabetes remission. Both indexes had a better predictive effect on the
probability of type 2 diabetes remission [6]. For these reasons, we divided our patients
into 4 groups according to the DI and Hepatic-IRfasting values at baseline. We performed
ANCOVA and post hoc analysis to evaluate ∆changes (defined as post-intervention minus
baseline) in TL at 4 years. In addition, we classified our patients as above/below the
median for each of the diabetes indexes calculated (Hepatic-IRfasting, HOMA-IR, DI, ISI,
IGI). Next, we evaluated within- and between-group changes in TL at 4 years.

Telomerase activity data were available for 74 participants (baseline and 4-year). We
compared baseline characteristics for the participants with available data and participants
without telomerase activity data using Student’s unpaired t-test (Supplementary Table S1).
In addition, chi-square tests were performed to analyze the medication use of CHD patients,
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and no differences were found between groups at baseline and after the intervention
(Supplementary Table S2).

In the present work, we analyzed data at the beginning of the study and at the 4-year
follow-up.

3. Results
3.1. Baseline Characteristics of the Study Population

When we compared the Responders and Non-Responders (Table 1), we observed that
the Responders had a lower weight (80.4 kg; 95% CI, 77.7 to 83.0 compared with 88.8 kg;
95% CI, 85.9 to 91.6, respectively), BMI (29.8 kg/m2; 95% CI, 29.0 to 30.7 compared with
32.1 kg/m2; 95% CI, 31.2 to 33.0), waist circumference (101 cm; 95% CI, 99 to 103 compared
with 108 cm; 95% CI, 106 to 110), HbA1c (6.5% compared with 6.8%), glucose (5.5 mmol/L;
95% CI, 5.3 to 5.7 compared with 6.6 mmol/L; 95% CI, 6.3 to 6.9), insulin levels (9.4 nmol/L;
95% CI, 7.7 to 11.0 compared with 13.4 mmol/L; 95% CI, 11.1 to 15.7), HOMA-IR (3.50;
95% CI, 2.36 to 4.37 compared with 4.79; 95% CI, 4.14 to 5.45), and Hepatic-IRfasting (1435;
95% CI, 1083 to 1786 compared with 1951; 95% CI, 1685 to 2217) than the Non-Responders
(all, p < 0.05). The ISI (3.14; 95% CI, 2.73 to 3.56 compared with 2.39; 95% CI, 2.15 to 2.64;
p = 0.001) and DI (0.68; 95% CI, 0.55 to 0.81 compared with 0.43; 95% CI, 0.38 to 0.48;
p < 0.001) were higher in Responders compared with Non-Responders.

3.2. Type 2 Diabetes Remission Is Associated with Longer Telomeres

Responders exhibited a higher baseline TL in comparison with Non-Responders (1.38;
95% CI, 1.57 to 1.20 compared with 1.25; 95% CI, 1.36 to 1.15; p = 0.040) (Figure 2a). We
performed a logistic regression analysis to determine the probability of type 2 diabetes
remission based on baseline TL. As described in Figure 2b, we found that a higher TL at
baseline was associated with a higher probability of type 2 diabetes remission (OR 2.13;
95% CI, 1.03 to 4.41).
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Figure 2. TL and type 2 diabetes remission. (a) TL mean at baseline in Responders and Non-Re-
sponders. (b) TL at baseline and risk of type 2 diabetes remission. Data are represented as the mean 
(95% CI). Abbreviations: CI, confidence interval; OR, odds ratio; T/S, telomere/single-copy gene. 
ANCOVA and logistic regression adjusted for age, sex, BMI, waist circumference, smoking habit, 
dietary group allocation, family history of diabetes, and pharmacological therapy. 

Figure 2. TL and type 2 diabetes remission. (a) TL mean at baseline in Responders and Non-
Responders. (b) TL at baseline and risk of type 2 diabetes remission. Data are represented as the
mean (95% CI). Abbreviations: CI, confidence interval; OR, odds ratio; T/S, telomere/single-copy
gene. ANCOVA and logistic regression adjusted for age, sex, BMI, waist circumference, smoking
habit, dietary group allocation, family history of diabetes, and pharmacological therapy.

3.3. Accelerated Telomere Shortening in the Non-Responders Group

We analyzed TL at baseline and at the 4-year point of the dietary intervention based
on type 2 diabetes remission (Figure 3). Non-Responders showed significant telomere
shortening (−0.19; 95% CI, −0.32 to 0.57; p = 0.005), while no significant telomere shortening
was observed among Responders (−0.08; 95% CI, −0.42 to −0.06; p = 0.607).
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Figure 3. Telomere shortening in type 2 diabetes remission. Abbreviations: T/S, Telomere/single-
copy gene. Data are represented as the mean (95% CI). Significant change within groups: ** p < 0.01.
ANCOVA adjusted for age, sex, BMI, waist circumference, smoking habit, dietary group allocation,
family history of diabetes, and pharmacological therapy.

3.4. Telomere Shortening Is Related to Insulin Resistance

We evaluated ∆changes in TL (post-intervention minus baseline) according to the in-
dexes of insulin resistance and beta-cell functionality (Figure 4) and observed that telomere
shortening was significantly pronounced in type 2 diabetes patients with high Hepatic-
IRfasting and high DI (−0.35; 95% CI, −0.54 to −0.16; p < 0.001) and low DI (−0.25; 95%
CI, −0.47 to −0.01; p = 0.037) (Figure 4A). To assess the associations between insulin re-
sistance, beta-cell functionality, and telomere shortening, we evaluated the ∆changes in
TL (post-intervention minus baseline), looking at each of the indexes separately. Patients
who presented high Hepatic-IRfasting (Figure 4B), high HOMA-IR (Figure 4C), low DI
(Figure 4D), low ISI (Figure 4E), and low IGI (Figure 4F) exhibited significant telomere short-
ening (p < 0.05). Specifically, patients with high Hepatic-IRfasting (−0.15; 95% CI, −0.30
to −0.01; p = 0.047) and high HOMA-IR (−0.14; 95% CI, −0.30 to 0.01; p = 0.027) showed
faster telomere shortening in comparison with patients with low values of both indexes.

3.5. Relationship between Change in Telomere Length and Plasma Oxidative Stress Parameter

To evaluate the association between telomere shortening and oxidative stress, we car-
ried out a correlation with the ratio of reduced glutathione (GSH) and oxidized glutathione
(GSSH). This correlation was evaluated in a subpopulation of the study, in which all data
for GSH/GSSH and TL at baseline and year 4 of the intervention were available (n = 48).
We found that changes in TL positively correlated with changes in the GSH:GSSG ratio
(r = 0.302, p = 0.037. Figure 5).
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Figure 4. Telomere shortening based on insulin resistance and beta-cell functionality. (A) Telom-
ere shortening based on a combination of hepatic insulin resistance and disposition index and
based on individual indexes: (B) hepatic insulin resistance index derived from fasting values index,
(C) homeostatic model assessment of insulin resistance index, (D) disposition index, (E) insulin sensi-
tivity index, and (F) insulinogenic index. Data are represented as the mean (95% CI). Abbreviations:
DI, disposition index; Hepatic-IRf, homeostatic model assessment of insulin resistance index; IR,
insulin resistance; TL, telomere length; T/S, Telomere/single-copy gene. Significant change within
groups: * p < 0.05, *** p < 0.001. ANCOVA adjusted for age, sex, BMI, waist circumference, smoking
habit, dietary group allocation, family history of diabetes, and pharmacological therapy.



Antioxidants 2024, 13, 125 10 of 15

Antioxidants 2024, 13, x FOR PEER REVIEW 10 of 16 
 

index, and (F) insulinogenic index. Data are represented as the mean (95% CI). Abbreviations: DI, 
disposition index; Hepatic-IRf, homeostatic model assessment of insulin resistance index; IR, insulin 
resistance; TL, telomere length; T/S, Telomere/single-copy gene. Significant change within groups: * 
p < 0.05, *** p < 0.001. ANCOVA adjusted for age, sex, BMI, waist circumference, smoking habit, 
dietary group allocation, family history of diabetes, and pharmacological therapy. 

3.5. Relationship between Change in Telomere Length and Plasma Oxidative Stress Parameter 
To evaluate the association between telomere shortening and oxidative stress, we car-

ried out a correlation with the ratio of reduced glutathione (GSH) and oxidized glutathi-
one (GSSH). This correlation was evaluated in a subpopulation of the study, in which all 
data for GSH/GSSH and TL at baseline and year 4 of the intervention were available (n = 
48). We found that changes in TL positively correlated with changes in the GSH:GSSG 
ratio (r = 0.302, p = 0.037. Figure 5).  

 
Figure 5. Correlation between changes in Telomere Length and changes in GSH:GSSG ratio. 

3.6. Increased Telomerase Activity in the Responders Group 
Telomerase activity data were available for 74 participants (at baseline and after 4 

years). The baseline characteristics for these 74 participants did not differ significantly 
from the characteristics of those without telomerase data (Supplementary Table S1). No 
differences were found in baseline telomerase activity between the two groups (0.21; 95% 
CI, 0.14 to 0.27 for Non-Responders compared with 0.16; 95% CI, 0.08 to 0.23 for Respond-
ers, p = 0.322) (Figure 6). Responders showed increased telomerase activity after dietary 
intervention compared with baseline (p = 0.048), from 0.16 (95% CI, 0.08 to 0.23) to 0.28 
(95% CI, 0.15 to 0.40). In addition, we found that Responders showed increased telomerase 
activity (difference between Responders and Non-Responders: +0.07; 95% CI, −0.06 to 0.20; 
p = 0.049) in comparison with Non-Responders after dietary intervention (Figure 6).  

Figure 5. Correlation between changes in Telomere Length and changes in GSH:GSSG ratio.

3.6. Increased Telomerase Activity in the Responders Group

Telomerase activity data were available for 74 participants (at baseline and after
4 years). The baseline characteristics for these 74 participants did not differ significantly
from the characteristics of those without telomerase data (Supplementary Table S1). No
differences were found in baseline telomerase activity between the two groups (0.21; 95% CI,
0.14 to 0.27 for Non-Responders compared with 0.16; 95% CI, 0.08 to 0.23 for Responders,
p = 0.322) (Figure 6). Responders showed increased telomerase activity after dietary
intervention compared with baseline (p = 0.048), from 0.16 (95% CI, 0.08 to 0.23) to 0.28
(95% CI, 0.15 to 0.40). In addition, we found that Responders showed increased telomerase
activity (difference between Responders and Non-Responders: +0.07; 95% CI, −0.06 to 0.20;
p = 0.049) in comparison with Non-Responders after dietary intervention (Figure 6).
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Figure 6. Changes in telomerase activity based on type 2 diabetes remission. Data are represented
as the mean (95% CI). Significant change within groups: * p < 0.05. ANCOVA adjusted for age, sex,
BMI, waist circumference, smoking habit, dietary group allocation, family history of diabetes, and
pharmacological therapy.



Antioxidants 2024, 13, 125 11 of 15

4. Discussion

Our study presents a comprehensive overview of the involvement of telomere main-
tenance in the molecular mechanisms underlying diabetes remission in newly diagnosed
type 2 diabetes patients with CHD. Indeed, we have shown that patients who did not
achieve diabetes remission (Non-Responders) after 5 years of dietary intervention exhibited
shorter telomeres at baseline, with the length of telomeres having a predictive role in type
2 diabetes remission. We also identified significant telomere shortening in Non-Responders,
which was related to a worse profile of insulin resistance and beta-cell functionality. Telom-
erase activity was significantly increased in patients who remitted from type 2 diabetes
(Responders) in comparison with Non-Responders.

Recent studies suggest the possibility of remission in type 2 diabetes through weight
loss via caloric restriction interventions (4). Among patients in the DiRECT trial (patients
characterized by an average diabetes duration of 3 years, higher obesity levels, and previous
use of anti-diabetic medication), remission was strongly correlated with the degree of
weight loss (4). In contrast to this noteworthy finding in patients with established diabetes,
within the CORDIOPREV study population, we have identified a set of newly diagnosed
type 2 diabetes patients who achieved diabetes remission without weight loss or anti-
diabetic medication. In the early stage of type 2 diabetes, the probability of diabetes
remission is higher even in those cases where there was no substantial weight loss, and a
lifestyle intervention appeared to be useful to diabetes remission. Our study sheds light
on one of the possible mechanisms involved in the remission of type 2 diabetes following
a dietary intervention without caloric restriction, such as telomere maintenance, and its
association with beta-cell functionality and insulin resistance.

To the best of our knowledge, this is the first study to evaluate the involvement of
telomere maintenance in diabetes remission and, in particular, in the context of secondary
cardiovascular prevention. Previous studies have consistently demonstrated the presence
of shorter TLs in patients with type 2 diabetes compared with healthy subjects [9]. In
line with this, evidence points to the fact that patients with newly diagnosed diabetes,
like the patients in our study, also exhibit significantly shorter TLs than control subjects
without type 2 diabetes [29]. Furthermore, in patients with newly diagnosed diabetes,
those with better plasma glucose (HbA1c < 7%) had longer TLs, suggesting that TL could
reflect plasma glucose status [30]. In our study, a shorter TL was also associated with
a lower probability of type 2 diabetes remission, which is consistent with prospective
studies reporting up to a 2.0-fold increased risk of developing type 2 diabetes in healthy
subjects [31] and a 3.5-fold higher risk of all-cause mortality in type 2 diabetes patients with
shorter TLs [32]. We also suggest that TL may also have a predictive role in the remission
of type 2 diabetes, as it does in its development.

In our study, we found faster TL shortening in Non-Responders, which was associated
with higher insulin resistance and lower beta-cell functionality. In patients with prediabetes,
two randomized clinical dietary intervention trials have specifically evaluated telomere
maintenance. Hovatta et al. observed that TL increased in two-thirds of the patients, a result
inversely associated with type 2 diabetes development after dietary intervention [33]. In
contrast, Canudas et al. reported no significant changes in TL after the long-term consump-
tion of pistachios, although the changes were negatively correlated with HOMA-IR [34]. In
line with these results, when we classified the patients separately according to the insulin
resistance and beta-cell functionality indexes, we observed notable telomere shortening in
patients with higher insulin resistance status (high Hepatic-IRfasting and high HOMA-IR).
In general, telomere maintenance can be explained by the mechanism involved in reducing
biological stress (inflammation or oxidative stress) and telomerase activation [35]. In this
context, while certain mechanisms have been described in type 2 diabetes development,
the relationship between telomere maintenance and diabetes remission remains unstudied.
High glucose levels and increased oxidative stress associated with insulin resistance might
interfere with telomerase activity or have a direct effect on the oxidation of G-rich telomeric
strands, resulting in shortened telomeres. This scenario, in turn, could lead to senescence in
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pancreatic beta-cells; reduced beta-cell mass; impaired glucose tolerance; and, subsequently,
diabetes development [36]. Here, our results suggest that the possible mechanism involved
in such accelerated telomere shortening is insulin resistance rather than beta-cell function-
ality, supported by the significant differences observed between the groups categorized
on the basis of their insulin resistance status. In addition, accelerated telomere attrition
in the group with higher Hepatic-IR may be associated with high levels of intrahepatic
triglycerides, which is a characteristic of high insulin resistance status. In this area, several
studies have established an association between a shorter TL and nonalcoholic fatty liver,
which is one of the main metabolic conditions related to Hepatic-IR in the context of type
2 diabetes [37]. In this sense, our study showed that changes in TL are positively associated
with changes in the GHS:GSSG ratio, one of the most used markers of oxidative damage. A
number of original studies, such as the Framingham Heart Study [38] and the Bogalusa
Heart Study [39], have illustrated this connection between telomere shortening, insulin
resistance, and oxidative stress.

On the other hand, we also observed an increase in telomerase activity in Responders in
comparison with Non-Responders. Under certain conditions, it is theoretically possible that
telomerase activity, in normal stem cells, may slow down the rate of telomere shortening.
In patients with type 2 diabetes, poor glycemic control is associated with decreased levels
and telomerase activity, which increases susceptibility to cardiovascular disease [40,41].
Over the last few years, a significant increase in telomerase activity has been reported after
nutritional interventions (e.g., n-3, vitamin D, or Q10 supplementation), which suggests
the protective or detrimental effect of the diet on telomere maintenance [42].

5. Conclusions

No study has yet evaluated the influence of the telomere–telomerase system on pa-
tients with type 2 diabetes when blood glucose levels are controlled. Here, we postulate that
the molecular mechanisms involved in the development of diabetes, including accelerated
telomere shortening and reduced telomerase activity, could plausibly underlie the observed
metabolic flexibility found in type 2 diabetes remission.

One major strength of our study is the approach used to assess type 2 diabetes remis-
sion after dietary intervention with two healthy diets, without caloric restriction or weight
loss, and without any pharmacological treatment in patients with CHD. Our results open
up new avenues related to the study of telomere maintenance in type 2 diabetes remission,
which is of major importance since the progression of type 2 diabetes in these patients
severely increases the risk of new cardiovascular events. Nevertheless, the results of the
present study should be interpreted in the context of its limitations. Firstly, this research is
based on a long-term, well-controlled dietary intervention, which ensures the quality of
the study but may not reflect the level of compliance in a free-living population. Secondly,
type 2 diabetes was not the primary endpoint of the CORDIOPREV trial but rather a
secondary objective of this study, which means it is not possible to assess causality from
our observations. Thirdly, although CORDIOPREV is a randomized controlled trial, we
diagnosed 190 patients with diabetes type 2 at baseline and classified them as Responders
or Non-Responders after dietary intervention, without detecting any significant differences
based on the dietary model. This classification in the fifth year of the study was an es-
sential step in conducting an observational analysis of the association between telomere
maintenance and diabetes remission. Finally, our study is limited by a small sample size,
consisting of CHD patients, which prevents the generalization of the findings to other
populations. Further molecular and larger-scale prospective studies are needed to offer a
more comprehensive explanation that links all the results shown in our study.

In conclusion, our study suggests that telomere maintenance could be associated with
the remission of type 2 diabetes following two healthy dietary interventions without caloric
restriction in newly diagnosed patients with CHD. Additionally, this study highlights the
potential of targeting telomerase activity as a therapeutic strategy for type 2 diabetes man-
agement. In future studies, we hope to reveal new mechanisms in telomere maintenance
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and their relative importance in type 2 diabetes remission, with the goal of providing
more precise, personalized medical care by tailoring the treatments to the circumstances of
each patient.

Supplementary Materials: The following supporting information can be downloaded at https://www.
mdpi.com/article/10.3390/antiox13010125/s1: Table S1: Comparison of study population versus pop-
ulation excluded for missing telomerase activity; Table S2. Patients’ most frequent use of medications
at baseline and after the intervention.

Author Contributions: A.O.-R. and J.F.A.-D. contributed equally to this work. E.M.Y.-S. and J.L.-
M. contributed equally to this work. A.O.-R., J.F.A.-D. and E.M.Y.-S. wrote the draft manuscript.
J.F.A.-D., O.A.R.-Z., A.P.A.-d.L. and J.D.T.-P. collected the data and performed the classification of
participants. O.A.R.-Z., M.M.-O. and J.D.T.-P.performed the experiments. A.P.A.-d.L., J.L.R.-C. and
J.D.T.-P. performed the medical revisions of participants and clinical databases. A.O.-R., J.F.A.-D.,
O.A.R.-Z., F.M.G.-M. and J.D.-L. performed the statistical analysis. A.O.-R., F.M.G.-M., R.M.L., E.M.Y.-
S. and J.L.-M. interpreted the data and contributed to the discussion. O.A.R.-Z., F.M.G.-M., M.M.-O.,
R.M.L., J.M.O., J.D.-L., P.P.-M. and J.L.-M. contributed to the writing of the manuscript and revised it
critically for important intellectual content. E.M.Y.-S. and J.L.-M. are the guarantors of this work and,
as such, had full access to all the data in the study and take responsibility for the integrity of the data
and the accuracy of the data analysis. All authors have read and agreed to the published version of
the manuscript.

Funding: The CORDIOPREV study is supported by the “Fundación Patrimonio Comunal Olivarero”
(CORDIOPREV-CEAS, 1/2016 to J.L.-M.). The main sponsor was not involved in the design or
carrying out the study, and its participation was limited to funding and providing the olive oil used in
the study. We also received additional funding from CEAS; Junta de Andalucía (Consejería de Salud,
Consejería de Agricultura y Pesca, Consejería de Innovación, Ciencia y Empresa); Diputaciones de
Jaén y Córdoba; Centro de Excelencia en Investigación sobre Aceite de Oliva y Salud; Ministerio
de Medio Ambiente, Medio Rural y Marino; and the Spanish Government. The present work from
the CORDIOPREV trial also received additional funding from grant AGL2015-67896-P, PID2019-
104362RB-I00 funded by the “MCIN/AEI/10.13039/501100011033”. Grant P20/00256 was funded by
“Consejería de Transformación Económica, Industria, Conocimiento y Universidades” from Junta
de Andalucía and co-funded by “Fondo Europeo de Desarrollo Regional”. A.O.-R. is the recipient
of a Sara Borrell Grant (CD21/00099) from the ISCIII. E.M.Y.-S. is also the recipient of the Nicolas
Monardes Programme from the “Servicio Andaluz de Salud, Junta de Andalucia”, Spain (C1-0005-
2019). F.M.G.-M. is supported by a CIBERON postdoctoral research contract. CIBEROBN is an
initiative of the ISCIII. The contents of this paper are not intended for any commercial use.

Institutional Review Board Statement: The study protocol received approval from the Human
Investigation Review Committee at Reina Sofia University Hospital (ref. number 1496/27/03/2009),
following the institutional and good clinical practice guidelines.

Informed Consent Statement: All the patients gave their written informed consent to participate in
this study.

Data Availability Statement: The data presented in this study are available on request from the cor-
responding author. Collaborations with the CORDIOPREV study are open to biomedical institutions,
always after an accepted proposal for a scientific work. Depending on the nature of the collaboration,
electronic data, hard copy data, or biological samples should be provided. All collaborations will be
made after a collaboration agreement. The terms of the collaboration agreement will be specific for
each collaboration, and the extent of the shared documentation (i.e., de-identified participant data,
data dictionary, biological samples, hard copy, or other specified data sets) will also be specifically set
in light of each work.

Acknowledgments: The authors would like to thank the participants of the trial and EASP (Es-
cuela Andaluza de Salud Publica), Granada (Spain), for carrying out the randomization process in
this study.

Conflicts of Interest: The authors declare no conflicts of interest.

https://www.mdpi.com/article/10.3390/antiox13010125/s1
https://www.mdpi.com/article/10.3390/antiox13010125/s1


Antioxidants 2024, 13, 125 14 of 15

References
1. James, S.L.; Abate, D.; Abate, K.H.; Abay, S.M.; Abbafati, C.; Abbasi, N.; Abbastabar, H.; Abd-Allah, F.; Abdela, J.; Abdelalim, A.;

et al. Global, Regional, and National Incidence, Prevalence, and Years Lived with Disability for 354 Diseases and Injuries for
195 Countries and Territories, 1990–2017: A Systematic Analysis for the Global Burden of Disease Study 2017. Lancet 2018, 392,
1789–1858. [CrossRef] [PubMed]

2. Ma, C.X.; Ma, X.N.; Guan, C.H.; Li, Y.D.; Mauricio, D.; Fu, S.B. Cardiovascular Disease in Type 2 Diabetes Mellitus: Progress
toward Personalized Management. Cardiovasc. Diabetol. 2022, 21, 74. [CrossRef] [PubMed]

3. Taylor, R.; Al-Mrabeh, A.; Sattar, N. Understanding the Mechanisms of Reversal of Type 2 Diabetes. Lancet Diabetes Endocrinol.
2019, 7, 726–736. [CrossRef] [PubMed]

4. Lean, M.E.; Leslie, W.S.; Barnes, A.C.; Brosnahan, N.; Thom, G.; McCombie, L.; Peters, C.; Zhyzhneuskaya, S.; Al-Mrabeh, A.;
Hollingsworth, K.G.; et al. Primary Care-Led Weight Management for Remission of Type 2 Diabetes (DiRECT): An Open-Label,
Cluster-Randomised Trial. Lancet 2018, 391, 541–551. [CrossRef] [PubMed]

5. Sjöström, L.; Peltonen, M.; Jacobson, P.; Ahlin, S.; Andersson-Assarsson, J.; Anveden, Å.; Bouchard, C.; Carlsson, B.; Karason, K.;
Lönroth, H.; et al. Association of Bariatric Surgery with Long-Term Remission of Type 2 Diabetes and with Microvascular and
Macrovascular Complications. JAMA 2014, 311, 2297–2304. [CrossRef] [PubMed]

6. Roncero-Ramos, I.; Gutierrez-Mariscal, F.M.; Gomez-Delgado, F.; Villasanta-Gonzalez, A.; Torres-Peña, J.D.; Cruz-Ares, S.D.L.;
Rangel-Zuñiga, O.A.; Luque, R.M.; Ordovas, J.M.; Delgado-Lista, J.; et al. Beta Cell Functionality and Hepatic Insulin Resistance
Are Major Contributors to Type 2 Diabetes Remission and Starting Pharmacological Therapy: From CORDIOPREV Randomized
Controlled Trial. Transl. Res. 2021, 238, 12–24. [CrossRef] [PubMed]

7. Gutierrez-Mariscal, F.M.; Cardelo, M.P.; de la Cruz, S.; Alcala-Diaz, J.F.; Roncero-Ramos, I.; Guler, I.; Vals-Delgado, C.; López-
Moreno, A.; Luque, R.M.; Delgado-Lista, J.; et al. Reduction in Circulating Advanced Glycation End Products by Mediterranean
Diet Is Associated with Increased Likelihood of Type 2 Diabetes Remission in Patients with Coronary Heart Disease: From the
Cordioprev Study. Mol. Nutr. Food Res. 2021, 65, 1901290. [CrossRef]

8. Rangel-Zuñiga, O.A.; Vals-Delgado, C.; Alcala-Diaz, J.F.; Quintana-Navarro, G.M.; Krylova, Y.; Leon-Acuña, A.; Luque, R.M.;
Gomez-Delgado, F.; Delgado-Lista, J.; Ordovas, J.M.; et al. A Set of MiRNAs Predicts T2DM Remission in Patients with Coronary
Heart Disease: From the CORDIOPREV Study. Mol. Ther. Nucleic Acids 2021, 23, 255–263. [CrossRef]

9. Wang, J.; Dong, X.; Cao, L.; Sun, Y.; Qiu, Y.; Zhang, Y.; Cao, R.; Covasa, M.; Zhong, L. Association between Telomere Length and
Diabetes Mellitus: A Meta-Analysis. J. Int. Med. Res. 2016, 44, 1156–1173. [CrossRef]

10. Cheng, F.; Luk, A.O.; Shi, M.; Huang, C.; Jiang, G.; Yang, A.; Wu, H.; Lim, C.K.P.; Tam, C.H.T.; Fan, B.; et al. Shortened Leukocyte
Telomere Length Is Associated With Glycemic Progression in Type 2 Diabetes: A Prospective and Mendelian Randomization
Analysis. Diabetes Care 2022, 45, 701–709. [CrossRef]

11. Cheng, F.; Luk, A.O.; Tam, C.H.T.; Fan, B.; Wu, H.; Yang, A.; Lau, E.S.H.; Ng, A.C.W.; Lim, C.K.P.; Lee, H.M.; et al. Shortened
Relative Leukocyte Telomere Length Is Associated with Prevalent and Incident Cardiovascular Complications in Type 2 Diabetes:
Analysis from the Hong Kong Diabetes Register. Diabetes Care 2020, 43, 2257–2265. [CrossRef] [PubMed]

12. Allsopp, R.C.; Chang, E.; Kashefi-Aazam, M.; Rogaev, E.I.; Piatyszek, M.A.; Shay, J.W.; Harley, C.B. Telomere Shortening Is
Associated with Cell Division In Vitro and In Vivo. Exp. Cell Res. 1995, 220, 194–200. [CrossRef] [PubMed]

13. Gavia-García, G.; Rosado-Pérez, J.; Arista-Ugalde, T.L.; Aguiñiga-Sánchez, I.; Santiago-Osorio, E.; Mendoza-Núñez, V.M. Telomere
Length and Oxidative Stress and Its Relation with Metabolic Syndrome Components in the Aging. Biology 2021, 10, 253. [CrossRef]
[PubMed]

14. Ojeda-Rodríguez, A.; Marti, A.; Zalba, G.; Martínez-gonzález, M.A.; Marti, A. Higher Adherence to an Empirically-Derived
Mediterranean Dietary Pattern Is Positively Associated with Telomere Length: The SUN Project. Br. J. Nutr. 2021, 126, 531–540.
[CrossRef] [PubMed]

15. Ojeda-Rodríguez, A.; Zazpe, I.; Alonso-Pedrero, L.; Zalba, G.; Guillen-Grima, F.; Martinez-Gonzalez, M.A.; Marti, A. Association
between Diet Quality Indexes and the Risk of Short Telomeres in an Elderly Population of the SUN Project. Clin. Nutr. 2020, 39,
2487–2494. [CrossRef] [PubMed]

16. García-Calzón, S.; Martínez-González, M.A.; Razquin, C.; Arós, F.; Lapetra, J.; Martínez, J.A.; Zalba, G.; Marti, A. Mediterranean
Diet and Telomere Length in High Cardiovascular Risk Subjects from the PREDIMED-NAVARRA Study. Clin. Nutr. 2016, 35,
1399–1405. [CrossRef] [PubMed]

17. Ojeda-Rodríguez, A.; Morell-Azanza, L.; Martín-Calvo, N.; Zalba, G.; Chueca, M.; Azcona-Sanjulian, M.C.; Marti, A. Association
between Favourable Changes in Objectively Measured Physical Activity and Telomere Length after a Lifestyle Intervention in
Paediatric Patients with Abdominal Obesity. Appl. Physiol. Nutr. Metab. 2021, 46, 205–212. [CrossRef] [PubMed]

18. Ojeda-Rodríguez, A.; Morell-Azanza, L.; Zalba, G.; Zazpe, I.; Azcona-SanJulián, M.C.; Marti, A. Associations of Telomere Length
with Two Dietary Quality Indices after a Lifestyle Intervention in Children with Abdominal Obesity: A Randomized Controlled
Trial. Pediatr. Obes. 2020, 15, e12661. [CrossRef]

19. Delgado-Lista, J.; Perez-Martinez, P.; Garcia-Rios, A.; Alcala-Diaz, J.F.; Perez-Caballero, A.I.; Gomez-Delgado, F.; Fuentes,
F.; Quintana-Navarro, G.; Lopez-Segura, F.; Ortiz-Morales, A.M.; et al. CORonary Diet Intervention with Olive Oil and
Cardiovascular PREVention Study (the CORDIOPREV Study): Rationale, Methods, and Baseline Characteristics A Clinical Trial
Comparing the Efficacy of a Mediterranean Diet Rich in Olive Oil versus a Low-Fat Diet on Cardiovascular Disease in Coronary
Patients. Am. Heart J. 2016, 177, 42–50. [CrossRef]

https://doi.org/10.1016/S0140-6736(18)32279-7
https://www.ncbi.nlm.nih.gov/pubmed/30496104
https://doi.org/10.1186/s12933-022-01516-6
https://www.ncbi.nlm.nih.gov/pubmed/35568946
https://doi.org/10.1016/S2213-8587(19)30076-2
https://www.ncbi.nlm.nih.gov/pubmed/31097391
https://doi.org/10.1016/S0140-6736(17)33102-1
https://www.ncbi.nlm.nih.gov/pubmed/29221645
https://doi.org/10.1001/jama.2014.5988
https://www.ncbi.nlm.nih.gov/pubmed/24915261
https://doi.org/10.1016/j.trsl.2021.07.001
https://www.ncbi.nlm.nih.gov/pubmed/34298148
https://doi.org/10.1002/mnfr.201901290
https://doi.org/10.1016/j.omtn.2020.11.001
https://doi.org/10.1177/0300060516667132
https://doi.org/10.2337/dc21-1609
https://doi.org/10.2337/dc20-0028
https://www.ncbi.nlm.nih.gov/pubmed/32661111
https://doi.org/10.1006/excr.1995.1306
https://www.ncbi.nlm.nih.gov/pubmed/7664836
https://doi.org/10.3390/biology10040253
https://www.ncbi.nlm.nih.gov/pubmed/33804844
https://doi.org/10.1017/S0007114520004274
https://www.ncbi.nlm.nih.gov/pubmed/33143762
https://doi.org/10.1016/j.clnu.2019.11.003
https://www.ncbi.nlm.nih.gov/pubmed/31767135
https://doi.org/10.1016/j.clnu.2016.03.013
https://www.ncbi.nlm.nih.gov/pubmed/27083496
https://doi.org/10.1139/apnm-2020-0297
https://www.ncbi.nlm.nih.gov/pubmed/32871095
https://doi.org/10.1111/ijpo.12661
https://doi.org/10.1016/j.ahj.2016.04.011


Antioxidants 2024, 13, 125 15 of 15

20. American Diabetes Association. American Diabetes Association Diagnosis and Classification of Diabetes Mellitus. Diabetes Care
2014, 37, 81–90. [CrossRef]

21. Buse, J.B.; Caprio, S.; Cefalu, W.T.; Ceriello, A.; Del Prato, S.; Inzucchi, S.E.; McLaughlin, S.; Phillips, G.L.; Robertson, R.P.; Rubino,
F.; et al. How Do We Define Cure of Diabetes? Diabetes Care 2009, 32, 2133–2135. [CrossRef] [PubMed]

22. Delgado-Lista, J.; Alcala-Diaz, J.F.; Torres-Peña, J.D.; Quintana-Navarro, G.M.; Fuentes, F.; Garcia-Rios, A.; Ortiz-Morales, A.M.;
Gonzalez-Requero, A.I.; Perez-Caballero, A.I.; Yubero-Serrano, E.M.; et al. Long-Term Secondary Prevention of Cardiovascular
Disease with a Mediterranean Diet and a Low-Fat Diet (CORDIOPREV): A Randomised Controlled Trial. Lancet 2022, 399,
1876–1885. [CrossRef] [PubMed]

23. Ortiz-Morales, A.M.; Alcala-Diaz, J.F.; Rangel-Zuñiga, O.A.; Corina, A.; Quintana-Navarro, G.; Cardelo, M.P.; Yubero-Serrano, E.;
Malagon, M.M.; Delgado-Lista, J.; Ordovas, J.M.; et al. Biological Senescence Risk Score. A Practical Tool to Predict Biological
Senescence Status. Eur. J. Clin. Investig. 2020, 50, e13305. [CrossRef] [PubMed]

24. Miller, S.; Dykes, D.; Polesky, H. A Simple Salting out Procedure for Extracting DNA from Human Nucleated Cells. Nucleic Acids
Res. 1988, 16, 1215. [CrossRef] [PubMed]

25. Cawthon, R.M. Telomere Measurement by Quantitative PCR. Nucleic Acids Res. 2002, 30, e47. [CrossRef] [PubMed]
26. Kim, N.; Piatyszek, M.; Prowse, K.; Harley, C.; West, M.; Ho, P.; Coviello, G.; Wright, W.; Weinrich, S.; Shay, J. Specific Assocation

of Human Telomerase Activity with Immortal Cells and Cancer. Science 1994, 266, 2011–2015. [CrossRef] [PubMed]
27. Matsuda, M.; DeFronzo, R. Insulin Sensitivity Indices Obtained From Oral Glucose Tolerance Testing. Diabetes Care 1999, 22,

1462–1470. [CrossRef]
28. Tang, W.; Fu, Q.; Zhang, Q.; Sun, M.; Gao, Y.; Liu, X.; Qian, L.; Shan, S.; Yang, T. The Association between Serum Uric Acid and

Residual β -Cell Function in Type 2 Diabetes. J. Diabetes Res. 2014, 2014, 709691. [CrossRef]
29. Ma, D.; Yu, Y.; Yu, X.; Zhang, M.; Yang, Y. The Changes of Leukocyte Telomere Length and Telomerase Activity after Sitagliptin

Intervention in Newly Diagnosed Type 2 Diabetes. Diabetes Metab. Res. Rev. 2015, 31, 256–261. [CrossRef]
30. Zhou, M.; Zhu, L.; Cui, X.; Feng, L.; Zhao, X.; He, S.; Ping, F.; Li, W.; Li, Y. Influence of Diet on Leukocyte Telomere Length,

Markers of Inflammation and Oxidative Stress in Individuals with Varied Glucose Tolerance: A Chinese Population Study. Nutr.
J. 2016, 15, 39. [CrossRef]

31. Zhao, H.; Han, L.; Chang, D.; Ye, Y.; Shen, J.; Daniel, C.R.; Gu, J.; Chow, W.-H.; Wu, X. Social-Demographics, Health Behaviors,
and Telomere Length in the Mexican American Mano a Mano Cohort. Oncotarget 2017, 8, 96553–96567. [CrossRef] [PubMed]

32. Bonfigli, A.R.; Spazzafumo, L.; Prattichizzo, F.; Bonafè, M.; Mensà, E.; Micolucci, L.; Giuliani, A.; Fabbietti, P.; Testa, R.; Boemi, M.;
et al. Leukocyte Telomere Length and Mortality Risk in Patients with Type 2 Diabetes. Oncotarget 2016, 7, 50835–50844. [CrossRef]
[PubMed]

33. Hovatta, I.; de Mello, V.D.F.; Kananen, L.; Lindström, J.; Eriksson, J.G.; Ilanne-Parikka, P.; Keinänen-Kiukaanniemi, S.; Peltonen,
M.; Tuomilehto, J.; Uusitupa, M. Leukocyte Telomere Length in the Finnish Diabetes Prevention Study. PLoS ONE 2012, 7, e34948.
[CrossRef] [PubMed]

34. Canudas, S.; Hernández-Alonso, P.; Galié, S.; Muralidharan, J.; Morell-Azanza, L.; Zalba, G.; García-Gavilán, J.; Martí, A.;
Salas-Salvadó, J.; Bulló, M. Pistachio Consumption Modulates DNA Oxidation and Genes Related Totelomere Maintenance: A
Crossover Randomized Clinical Trial. Am. J. Clin. Nutr. 2019, 109, 1738–1745. [CrossRef] [PubMed]

35. Turner, K.; Vasu, V.; Griffin, D. Telomere Biology and Human Phenotype. Cells 2019, 8, 73. [CrossRef] [PubMed]
36. Cheng, F.; Carroll, L.; Joglekar, M.V.; Januszewski, A.S.; Wong, K.K.; Hardikar, A.A.; Jenkins, A.J.; Ma, R.C.W. Diabetes, Metabolic

Disease, and Telomere Length. Lancet Diabetes Endocrinol. 2021, 9, 117–126. [CrossRef]
37. Korkiakoski, A.; Käräjämäki, A.J.; Ronkainen, J.; Auvinen, J.; Hannuksela, J.; Kesäniemi, Y.A.; Ukkola, O. Nonalcoholic Fatty

Liver Disease and Its Prognosis Associates with Shorter Leucocyte Telomeres in a 21-Year Follow-up Study. Scand. J. Clin. Lab.
Investig. 2022, 82, 173–180. [CrossRef]

38. Demissie, S.; Levy, D.; Benjamin, E.J.; Cupples, L.A.; Gardner, J.P.; Herbert, A.; Kimura, M.; Larson, M.G.; Meigs, J.B.; Keaney, J.F.;
et al. Insulin Resistance, Oxidative Stress, Hypertension, and Leukocyte Telomere Length in Men from the Framingham Heart
Study. Aging Cell 2006, 5, 325–330. [CrossRef]

39. Gardner, J.P.; Li, S.; Srinivasan, S.R.; Chen, W.; Kimura, M.; Lu, X.; Berenson, G.S.; Aviv, A. Rise in Insulin Resistance Is Associated
with Escalated Telomere Attrition. Circulation 2005, 111, 2171–2177. [CrossRef]

40. Rattan, R.; Lamare, A.A.; Jena, S.; Sahoo, N.; Mandal, M.K. Association of Serum Telomerase Activity in Type 2 Diabetes Mellitus
Patients with or without Microalbuminuria. J. Evid. Based Med. Healthc. 2021, 8, 667–671. [CrossRef]

41. AlDehaini, D.M.B.; Al-Bustan, S.A.; Ali, M.E.; Malalla, Z.H.A.; Sater, M.; Giha, H.A. Shortening of the Leucocytes’ Telomeres
Length in T2DM Independent of Age and Telomerase Activity. Acta Diabetol. 2020, 57, 1287–1295. [CrossRef] [PubMed]

42. Galiè, S.; Canudas, S.; Muralidharan, J.; García-gavilán, J.; Bulló, M.; Salas-salvadó, J. Impact of Nutrition on Telomere Health:
Systematic Review of Observational Cohort Studies and Randomized Clinical Trials. Adv. Nutr. 2020, 11, 576–601. [CrossRef]
[PubMed]

Disclaimer/Publisher’s Note: The statements, opinions and data contained in all publications are solely those of the individual
author(s) and contributor(s) and not of MDPI and/or the editor(s). MDPI and/or the editor(s) disclaim responsibility for any injury to
people or property resulting from any ideas, methods, instructions or products referred to in the content.

https://doi.org/10.2337/dc14-S081
https://doi.org/10.2337/dc09-9036
https://www.ncbi.nlm.nih.gov/pubmed/19875608
https://doi.org/10.1016/S0140-6736(22)00122-2
https://www.ncbi.nlm.nih.gov/pubmed/35525255
https://doi.org/10.1111/eci.13305
https://www.ncbi.nlm.nih.gov/pubmed/32506428
https://doi.org/10.1093/nar/16.3.1215
https://www.ncbi.nlm.nih.gov/pubmed/3344216
https://doi.org/10.1093/nar/30.10.e47
https://www.ncbi.nlm.nih.gov/pubmed/12000852
https://doi.org/10.1126/science.7605428
https://www.ncbi.nlm.nih.gov/pubmed/7605428
https://doi.org/10.2337/diacare.22.9.1462
https://doi.org/10.1155/2014/709691
https://doi.org/10.1002/dmrr.2578
https://doi.org/10.1186/s12937-016-0157-x
https://doi.org/10.18632/oncotarget.19903
https://www.ncbi.nlm.nih.gov/pubmed/29228552
https://doi.org/10.18632/oncotarget.10615
https://www.ncbi.nlm.nih.gov/pubmed/27437767
https://doi.org/10.1371/journal.pone.0034948
https://www.ncbi.nlm.nih.gov/pubmed/22493726
https://doi.org/10.1093/ajcn/nqz048
https://www.ncbi.nlm.nih.gov/pubmed/31051499
https://doi.org/10.3390/cells8010073
https://www.ncbi.nlm.nih.gov/pubmed/30669451
https://doi.org/10.1016/S2213-8587(20)30365-X
https://doi.org/10.1080/00365513.2022.2059698
https://doi.org/10.1111/j.1474-9726.2006.00224.x
https://doi.org/10.1161/01.CIR.0000163550.70487.0B
https://doi.org/10.18410/jebmh/2021/131
https://doi.org/10.1007/s00592-020-01550-4
https://www.ncbi.nlm.nih.gov/pubmed/32500358
https://doi.org/10.1093/advances/nmz107
https://www.ncbi.nlm.nih.gov/pubmed/31688893

	Introduction 
	Materials and Methods 
	Study Population 
	Diabetes Remission Criteria 
	Dietary Intervention 
	Laboratory Measurements 
	DNA Isolation from Blood Samples 
	Quantitative PCR Analysis of Telomere Length 
	Telomerase Activity Assay 
	Measurement of Insulin Resistance and Beta-Cell Function Indexes 
	Statistical Analyses 

	Results 
	Baseline Characteristics of the Study Population 
	Type 2 Diabetes Remission Is Associated with Longer Telomeres 
	Accelerated Telomere Shortening in the Non-Responders Group 
	Telomere Shortening Is Related to Insulin Resistance 
	Relationship between Change in Telomere Length and Plasma Oxidative Stress Parameter 
	Increased Telomerase Activity in the Responders Group 

	Discussion 
	Conclusions 
	References

