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Focus on ASCVD Risk Reduction: B2 AESUASSS, 20150/ 4K EES X2 XA
4 statin benefit groups
E 2-2 $)¥% 9 LDL # ¥Eo BE Az AE
DL SR =5
i 7099 100-129 130-159 160-189 2190
Four Statin Benefit Groups ESEres e R WS W OWed K dWed Al SweE W
nysos 2 S 2 Soniat S 3 o 2 S
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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
origin — without New York Heart 40-75 years of age with «SHLT g A| JRRI0| (DL BHAEEE SO} A 10| HIZ AEIEIS FORICE ZMAITAM Ojolo] 20is70] A DL BAXEE

Association (NYHA) class [V heart LDL-C'70-189 mg/dL, 70 mo/dL DRI AEIEI SOIg TR{Qt 4 QICk
failure or receiving hemodialysis. and have an estimated 50%7t G FSH H2l0| HIE AP
10-year ASCVD risk of 7.5% or FEE FETN AAUTO BRE $F J2 VMU SRS KIS AU SIS DL BAACIE SO} 58 Al ALK SAR TR{BICE
higher.
Al 0| RH_' x| %I Summary of Recommendations for Lifestyle Management
= (2013 AHA/ACC Guideline)
ESC, /EAS Recommendations '\(g;ﬁ] E\wilt:tle ACC(Z]’;HA AC&;’:ZHA
Statements
(2001) (2011) T
—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 paniern that cmphasizes miake of A Guonp) | CQIEST
wegetables. frurts, and whole grains. includes low-ft dairy (low) ES3
products. pouliry, fish. legumes, nontropical vegetable oils (hagh), ESS
and nuts, and limits intake of sweets. sugar-sweetened (gh), ES6
beverages and red meats. (low), ES7

3. Adapt this dietary pattem to appropriate calorie (low). ES8

(moderate)

and nutntion therapy for other medical condstions
(uacluding diabetes mellitus)

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

2. Lower sodmm intake. A(Swong) | CQE:EST
ES2

B
Consume 5o more than 2,400 mg of sodiumday, | (Moderate)
Further reduction of sodium intake to 1,500 mg/day
is desirable since it is associated with even greater
seduction m BP: and
. Reduce intake by at least 1,000 mg/day since that
‘will lower B, even if the desired daily sodium
intake s not yet ac!

o

4. Combine the DASH dictary pattern with lower sodium A (Strong)
intake.

Saturated Fat

ES11.

* 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 5% to $9% 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.

o In controlled feeding trials among adults, for every 1% of encrgy from SFA that is replaced by 1% of energy from

carbohydrate. MUFA. or PUFA:
* 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.

o For every 1% of energy from SFA that is replaced by 1% of energy from:

* 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, LDLC 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 1.5 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

ES1S.
 In controlled feeding trials among adults, the replacement of 1% of energy as frans monounsaturated fatty acids with
carbohydrate decreased LDL~C cholesterol levels by 1.5 mg/dL, and had no effect on HDL-C cholesterol and TG

levels.

Strength of Evidence: Moderare

Dietary Cholesterol

ES16.

+ There is insufficient evidence to determine whether
lowering dietary cholesterol reduces LDL-C.

(Strength of Evidence: Insufficient )

The New

for

Preparing for the 2015 Release

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

1 1 with the conclusions of the AHA/ACC report.***
[Cholesterol is not a nutrient of concern for overconsumption.]

hol 1 and serum cl
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Dietary determinants of ischaemic heart disease in
health conscious individuals
(Mann JI et al. Heart 1997,78:450-5)

Ischaemic heart disease All causes of death

Noof No of

deaths deaths

(64) Death rate ratio Trend (392) Death rate ratio Trend
Total animal fat
Ist tertile 9 100 116 100
2nd tertile 15 179 (78-409) p<0.01 95 85 (65-112) NS
3rd tertile 21 329 (150-721)** 99 105 (80-138)
Saturated animal fat
1t tertile 9 100 111 100
2nd tertile 17 211 (94-474) p<0.01 100 95 (73-125) NS
3rd terile 19 277 (125-613)* % 106 (80-139)
Dictary cholesterol
1st tertile 8 100 116 100
2nd tertile 15 181 (77-429) p <0.001 90 74 (56-97)* NS
3rd tertile 22 353 (157-796) ** 104 102 (78-134)

Dietary fat and risk of coronary heart disease in men:
cohort follow up study in the United States
(Ascherio A etal. 8M/1996;313:84-90)

Cholesterol
Median intake (mg/day) | 189 246 290 338 422
Person years 46220 47673 48012 48064 46814

Total myocardial infarctionxref

No of cases 124 ” 147 155 187
096(075 | 1121088 10 1.14(090 10| 1.34 107 to
Al djuste 1 94 0
Beajusted 0| o120 142 149 g | P |99
R 0910071 1061083 to 1.04(081 t0|1.17 093 to
Multivariat 17
Rlvariote 0 w19 136) 132 149) 5| 2o
Adjusted for ibre 1o | 0860067 058007610/09407310/ 10308110 |
o111 | 129 120 132
Fatal coronary heart disease:
Noofcases 32 34 8 s1 64
106(066 14100900 148(095t0|1.77(116t0
A djusted 1 05
i O w1 | am 229 2 | 3% |00
100061 1330085 t0/129(08210|152(098t0
0 wien | 209 200 ne | 22 |0®
92(0.56 [1.18( 1011107010 1.25(0
10 | 092056 118007510(111070%0/125080t0 | -
t01.50) 1.87) 1.76) 197

Meta—analysis examining the effect of dietary cholesterol on LDL
cholesterol concentration by strata of intervention dose.
(Berger et al. AmJ Cfin Mutr 2015;102:276-94)

Meta—analysis examining the effect of dietary cholesterol on LDL
cholesterol concentration by strata of intervention dose.
(Berger et al. Am J Cfin Mutr 2015;102:276-94)
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There was no association between higher cholesterol intake 1 p< 0001) - wenae
. . .. . . . - Between 630 and 900 mg'd
and an increased risk of incident CAD in 2 studies (29, 35). Three w20 KT w oo —_ :
studies reported the association between cholesterol intake in o -+ ¢
milligrams per kilocalories and risk of incident CAD (23, 27, 29). Borm—E & :
t : oiide : s 3 ) Hyporesponders 81 K ——
Higher cholesterol intake (mg/kcal) was statistically significantly R 0 7o s —— C
. . . . . - . 9 RCT(C) LowFat Diat 73 04 —— n ']
associated with incident CAD in men of Japanese ancestry in one KTO Hphath @ W > qceang: W
study (27), but no similar association was found in Caucasian (29) . — simame w
RCT(C)  Gaucasian 80 —— "
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: <
— S
A4 Db
Favers e el
>
A III Si= | I |
OI Ol.x =220 x -E- I xﬂ (Bt=2X T WA, 2015 )
/\ILlalP._ Xl S 01|I:i|-2 OI% Al AH S} |il

2|2l 30% O]2t

i

Shle S
ZEPR| A Z2=22l9 7% 0|3t
FOFE EBLR| EhAk e A= = RES e
Sl 10% OlUDtEIE=S
+ ST ER| LhA
Sl AR EHAR LA 85 S T ST
S 2HE St& 300mg 0I5t
222 A AES /AT EE
StalE DICHSIR] REE ot Sl 8 E E0|1EF
CHeH s ESZ=Z2le] 15-20%
et 25g 0|4t
E=ta= B Al b Sa e ali
- sdo= == F=e o2
- MASE SE0] YHECH
- MM(SE| SZEMM)S = 2-38] BHZ YHFICH
- B2 Merer MHSICHEIR 200 g O\LHE)
BYUAHE HF = ZALY EHAR O Bl 2 U LDLBAEHZE A0 OIRI
SE0l D IONIAT BRI BT 2 AHE dFH = Wake 240] BHRASGICH
SC/EAS gu\de\meOﬂME 12 300 mg O|LiZ 8&g XS ADokD AT

Or89sts], 2011)

A A2 FAGI 95 AN AMTSS FRIBLICL

- dyuTOIN NAZSAS 52D, RHER 2SS BUC

- ES30|2E0l S4 @3S TABUL.

B 5412 WokD 420 2 AU,

- SASUSU AZSHANAMBoID. HE WO EA ESULCHL

- 22 AA L0 BST, TN 2 BUCH

- FAEg R Bl 2 BUC

Aol 2 SAS AN Y 2SS U 2IES 2N AHSRLICL
- WI=JIZS HoUD M BUC,

- SN B2 R 20 POILHE 2215 HHsiLiC
S22 8S [ D152 J ) AFREILICL
22 5F T & 052 MIsksl OpaLICE

- NASHS T2 YUY AL oIZ E2 T & 049 32 ot & olstALICH
— 6541 0|0l 219 1 U] D] EYLICH

Korean Society for Health Promotion and Disease Prevention 33




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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