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> Individuals with » Individuals with primary e sl
clinical athero- elevations of low-density g.::;‘xf{giz:
a sclerotic car- lipoprotein cholesterol il - e . .,
diovascular (LDL-C) 2190 mg/dL. 2w RS MRS RS A Ay
disease (AsCVD) Asoy 3 gopney soppat 9 Sout ) Somat 9 Soppt
-acute coronary syn- SSSuE
dromes, ora history of > Individuals 40-75 years of ot
myocardial infarction, stable age with diabetes, and 5T AET YUSE ARUSE W HUSE M SREE WY SRS K
or unstable angina, coronary 9 LDL-C 70-189 mg/dL FasiEert % Foimed % SRR % SR L oMt
or other arterial revascu- without clinical ASCVD. 27 O
larization, stroke, TIA, or ol SRS M RS SR AR RS
peripheral arterial disease || @ @ » Individuals without dinical Zagiont g9 Eopney g9 Eopat 9 =oppat
presumed to be of atherosclerotic ASCVD or diabetes, who are 174 otst
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—NEiE =2 2el8] 25-35% s2 229 25-35% LDLC - Advise adults who would benefit from LDLC lowering* fo:
ESHA ek =2 22]8 7% 0]2F =222|9 10% 0|8t (DAE S0 =22 1. Consume a dietary pattern that emphasizes mtake of A(Strong) | CQI:ES4
7% wegetables, fruits, and whole grains; includes low-at (high), ES6
dairy products, pouliry, fish, legumes, nontropical (low), ES8
E}j*%}i} %U\:} é Ea‘ O‘ 10% JJ}K‘ Ei}x‘ %})\L % %E;)’K‘ %})\L to = EH A ‘ O)’E‘ wegetable oils and nuts; and limits intake of sweets, (moderate),
o = sugar-sweetened beverages and red meats_ ES9
6 COIEZSA g at2 2 2ele 10% 0f LH i Adk e dictery et b ol Gl (moderate) I
e requirements, personal and cultural food preferences,
s = and nutrition therapy for other medical conditions
Sl smslR gt E2b22|o 20% IHA (including diabetes mellitus)
R 5 b, Achieve this patiern by following plans such as the
EMAA 2229 1% 0|ate =2 DASH dietary pattern. the USDA Food Pattem, or
= = = ~ the AHA Diet
U 2HES gtE 200mg Olat oF2 300mg Olat 2. Aim for a dietary pattern that achieves 5% to 6% of AStong) [ CQI 5
- = i, = calorics from saturated fat. ES11(high)
2=E HE AlSS /AE 83 HE S fAE 3k 3 Reduce percent of calories from samrated fat AGwoad | cor:
= ES11(high).
512 = ES12 I
Et3lE S2 229 50-60% E2=Z2/9 45-55% (moderate),
(sugar= 10%E HA B S) Ea
(moderate)
CHEl X =3t =] % X 4. Reduce percent of calories from frans fat. A (Stron, CQI: ES14
Ee SY=ele 15% 3E P e | cQ
= (moderate). 1
Had 5t2 20-30g 25-40g ES15
(moderate)
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BP - Advise adults who would benefit from BP lowering to:

T Consume a dictary patiern that emphasizes iatake of A (Swong) | CQI:ESI
vegetables. fruats, and whole grains. includes low-ft dairy (low) ES3
products. pouliry, fish. legumes, nontropical vegetable oils (hagh), ESS
and nuts; and limits intake of swee's. sugar-sweetened (hagh). ES6
beverages and red meats. (low). ES7
3 Adapt this dietary pattem to appropriate calorie (low), ES8 1
requirements. personal and cultural food preferences, (moderate)

and nutnition therapy for other medical conditions
(ncluding diabetes mellitus)

b, Achieve this pattem by following plans such as the
DASH dietary pattem. the USDA Food Pattem, or

the AHA Diet
2 Lower sodmum intake. A(Swong) | CQI:ESI
(hugh). ES2
(moderate),
ES3 (hugh) 7
ES4 (lugh).
ESS (high),
ESS (low),
ES9 (low)
3 B CQx:ES2
3 Consume no mote than 2,400 mg of sodinm/day (Moderate) | (moderate)
b, Further reduction of sodium intake to 1,500 mg/day ES3 (high)
s desirable since it is associated with even greater o

reduction i BP: and

¢ Reduce intake by at least 1,000 mg/day since that
will lower BP, even if the desired daily sodium
intake is not yet achieved.

4. Combine the DASH dictary pattern with lower sodwm A(Swong) | CQLES
ntake. (high), ESS
(high). ESS
(moderate)
CQ2:ESl
(hugh), ES2 5
(moderate),
ES3 (high).
ES4 (high)
ESS (high)
ES6

(moderate)

Saturated Fat

ESI1L
* When food was supplied to adults in a dictary pattern that achieved a macronutrient composition of 5% to 6% saturated
fat, 26% to 27% total fat. 15% to 18% protein, and 55% to 59% carbohydrate compared to the control diet (14% to 15%
saturated fat, 34% to 38% total fat, 13% to 15% protein, and 48% to 51% carbohydrate) LDL-C was lowered 11-13
mg/dL in 2 studies, and 11% in another study

Strength of Evidence: High

ES12
« In controlled feeding trials among adults, for every 1% of energy from SFA that is replaced by 1% of energy from
carbohydrate, MUFA. or PUFA:
o LDLC is lowered by an estimated 1.2, 1.3, and 1.8 mg/dL, respectively.
* HDL-C is lowered by an estimated 0.4, 1.2, and 0.2 mg/dL, respectively,
« For every 1% of encrgy from SFA that is replaced by 1% of energy from:
o Carbohydrate and MUFA, TG are raised by an estimated 1.9 and 0.2 mg/dL., respectively.
o PUFA. TG are lowered by an estimated 0.4 mg/dL

Strength of Evidence: Moderate

ES13.
« In controlled feeding trials among adults, for every 1% of energy from carbohydrate that is replaced by 1% of energy
from:
© MUFA. LDL~C is lowered by 0.3 mg/dL, HDL~C is raised by 0.3 mg/dL. and TG are lowered by 1.7 mg/dL.
* PUFA, LDL~C is lowered by 0.7 mg/dL. HDL-C is raised by 0.2 mg/dL, and TG are lowered by 2.3 mg/dL.

Strength of Evidence: Moderate

Trans Fat

ESI4.
« In controlled feeding trials among adults, for every 1% of energy from rrans monounsaturated fatty acids replaced with
1% of energy from
© MUFA or PUFA, LDL—C is lowered by 1. mg/dL and 2.0 mg/dL. respectively.
o SFA. MUFA, or PUFA, HDL~C is increased by an estimated 0.5, 0.4 and 0.5 mg/dL, respectively. MUFA or
PUFA. TG is decreased by an estimated 1.2 and 1.3 mg/dL

Strength of Evidence: Moderate

ESIS.
o In controlled feeding trials among adults, the replacement of 1% of energy
sarbobued bl . by S anldl and had,

The New

for

Preparing for the 2015 Release

USDA
=]

£
Scientific Report of the

2015 Dietary Guidelines Advisory Committee

Advisory Report to the Secretary of Health and Human Services
and the Secretary of Agriculture

Cholesterol. Previously, the Dietary Guidelines for Americans recommended that cholesterol intake
be limited to no more than 300 mg/day. The 2015 DGAC will not bring forward this recommendation
because available evidence shows no appreciable relationship between consumption of dietary

cholesterol and serum cholesterol, consistent with the conclusions of the AHA/ACC report

|('|lolcs[e1ul 1s not a nutrient of concern for overconsumption.

32  Korean Society for Health Promotion and Disease Prevention






CHSHUAMAZSRISHS| 2015 &7

o
>
et
Ton

AU SRS LS I AMEXE

Oraelstal, 2011)

5 FANE eetER=N =S Aol HSLICE
- URE0 PS HIS B A EAT | ol EIIFASUCH

- O|eheCts HIR e RS o
- EIERCHS SUOIL 5UE B AES MepLC

6. CrafetafAortds e E206] M =S ELICH
— AI2-00= A0 RHUIEIR1. D UIZH0] FRot R 1) A AMDIC 25| 2 SUICE
- el o3 ol sotal 4 gl o0 HEDI HA L S B

7. MMZ AP 28 0|4 W= BhL
- SEES YOI SETAULO| L0 A5 BN o0 £ 20l BLICL
- SHOIL T MNS 22 U HODR 5 £2 FAUHA 2L

8. ANORNAURMES U ESFHLICL
- SRS QLR AR O P ER Sk F B 24501 BRI
- TR A &3S WaP S0l AR I ES AeEcE

Conclusion

The effect of dietary cholesterol on incident CAD and serum
cholesterol outcomes remains unclear.

Intervention trials showed a statistically significant increase in
total, LDL, and HDL cholesterol when comparing intervention
doses of 500-900 mg/d dietary cholesterol with control doses.
Lower intake of dietary cholesterol has been recommended by
some to optimize clinical outcomes or prevent incident CAD;
however, there is a lack of longitudinal data (observational or
trials) to support such a recommendation.

It is therefore imperative that longitudinal observational studies
are conducted with frequent exposure ascertainment and
appropriate control for potential dietary confounders.

(Berger et al. AmJ Ciin Nutr 2015:102:276-94)
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