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Table 1. The ‘big-five’ components of the healthy lifestyle, with
contributions of the various components to give protection

from risk of death, with and the proposed mechanisms of
action. Note that the missing 21% is probably stress related.
From Opie,' page 33.

Reduced
all-cause
death
Lifestyle: "big five’ risk (%5) Mechanism
Mon-smoking 28 Protects arteries
Exercise 30 min or 17 Slows the heart rate, lowers BP
more daily
Ideal weight 14 Less toxic chemicals released from fat
cells
Ideal diet 13 High unsaturated fatty acids, high
vegetables and fruit, low red meat
Modest alcohol 7 Red wine preferred, contains melatonin
All five 749 Remaining 21% may be stress related




Is there an ideal diet?

Low—glycemic index/load diet

aaaaaaaaaa

Fig. 1 Network of all possible pairwise comparisons between the eligible dietary factors




Summary: low-carbohydrate diet

Allows 50 to 100 g/day; < 40% calories from
carbohydrates's2

Foods: higher in protein (meat, poultry, fish, shellfish,
eggs, cheese, nuts, seeds); higher in fat (oils, butter,
olives, avocados); low-carbohydrate vegetables

(green salad, cucumber, broccoli, squash)

Avoid: rice, pasta, bread

Weight loss: rapid, 11.4 kg over 6 months reported*-?7
Hemoglobin A1c: reduced 1.4% in 6 months,

or 0% to 2.2%'3%

Cardiovascular: lower triglyceride, higher high-density
lipoprotein cholesterol™

Weight regain: rapid, 6 months
Challenges: limits important nutrients; monitor

renal function, protein intake Summary: Iow-glycemic diet
Foods with glycemic index < 55

*  Foods: whole wheat, rye, pita breads; oats, brown
rice, couscous; muesli, bulgur; most fruits; nonstarchy
vegatables

*  Weight loss: none; —0.32 kg**

¢ Hemoglobin Alc: reduced 0.5%%

e | Cardiovascular: undetermined

e  Weight regain: undetermined

e  Challenges: limits important nutrients; glycemic index
varies with preparation and among individuals

Sandouk Z et al, cleveland clinic journal of medicine volume 84 « supplement 1 july 2017
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Summary: low-fat diet

Allows < 30% calories from fat

Foods: whole wheat, rye, pita breads; oats, brown
rice, couscous; muesli, bulgur; most fruits; nonstarchy
vegatables

Avoid: saturated and trans fats

Weight loss: 5.3 kg in 6 months,* 11% in 1 year®®
Hemoalobin A1c: minimal to none

Cardiovascular: lower low-density lipoprotein cholesterol
and triglyceride, higher high-density lipoprotein
cholesterol*’

Weight regain: 4% at 2 years™
Challenges: differentiating types of fat, avoiding

saturated and trans fats o
Summary: very-low-calorie diet

Provides 400 to 800 calories daily with meal replacements®

*  Foods: meal replacements such as Optifast, SlimFast
shakes

e  Weight loss: 1.4 to 2.5 kg/week®; 16.1% over 12.7

weeks*

Hemoglobin A1c: reduced 0.9% over 12 weeks*!

Cardiovascular: little effect*

Welght regain: 62% at 5 years™

Challenges: close monitoring by professionals

required; requires meal replacements; low adherence

rate

cleveland clinic journal of medicine volume 84  supplement 1 july 2017



Summary: Mediterranean diet
Focuses on 30% to 40% calories from monounsaturated fats

» Foods: olive oil, fresh fruits and vegetables, cereals,
beans, nuts, seeds, limited dairy, limited eggs and red
meat, wine moderately with meals

e  Weight loss: 7.4 kg in 1 year®

e  Hemoglobin Alc: reduced 0.4% to 0.6%***"; lower
incidence type 2 diabetes®

e | Cardiovascular: systolic blood pressure reduced 7.1

mm Hg; reduced high-density lipoprotein cholesterol

ration of .2645

e  Weight regain: ars*

. allenges: slower weight loss but higher adhere

Summary: high-protein diet
Includes > 30% calories from protein sources

e Foods: low-fat cottage cheese, cheese, tofu, red meat,
chicken, peanut butter, fish, lentils

e  Weight loss: 5.2 kg (1.8 kg) in 12 weeks*

e _ Hemoglobin Alc: reduced 0 28%°

[ Cardiovascular: lower low-density lipoprotein

cholesterol, reduction in abdominal fat, no change in

high-density lipoprotein cholesterol*

*  Weight regain: unknown

e  (Challenges: must be individualized diet accounting for

o o ~ cardiometabolic risk and renal profile
Sandouk Z &t &I, cleveland clinic journal of medicine volume 84 « supplement 1 july 2017
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Per ottenere la compliance del paziente € importante
concentrare le indicazioni su nutrienti a proposito dei quali
esista una convincente letteratura, lasciando altri aspetti del
pattern dietetico alle preferenze individuali




Cosa mettere nel piattoe

Grassi

Carboidrati e
zuccheri

Sale
Fibra




| GRASSI

Recenti metanalisi hanno dimostrato come moderare i grassi nella dieta
non migliori sensibilmente né il profilo del rischio cardiovascolare né |l
peso.

Dunqgue dobbiamo considerare i singoli grassi all'interno della nostra
alimentazione

Associazione con il rischio CV

Visione del 2000 Visione del 2015

Grassi totali ++ =
(rassi saturi Lk +
Grassi insaturl trans ++ +++

Monoinsaturi - =
Polinsaturi omega-6 - __
Polinsaturi omega-3 —— __




Grassi saturi

Considerati da sempre
responsabili della

Risk Ratio Risk Ratio

| Study or Subgroup IV, Random, 95% CI Year IV, Random, 95% CI
ConcenTrGZIOne Coronary Heart Disease
C C Shekelle et al(17) 1.11[0.91,1.36] 1981 —
p|OSmOTICG d| LDL McGee et al(9)’ 0.86[0.67,1.12] 1984 -t
Kushi et al(13) 1.33[0.95,1.87] 1885 B
Posner etal(16) 0.92[0.68,1.24] 1881 —r
A A A Goldbourt et al(35)’ 0.86[0.56,1.35] 1993 |
Vanno limitati senza Fehily gt al(28) 1.67[0.56, 4.42] 1604 —
d . | . b Ascherio et al(4)” 1.11[0.87,1.42] 1986 T
Esrey et al(g) 0.97[0.80,1.18] 1936 ==
emonIZZO re O Cunl CI I Mann et al{32) 2.7711.25,6.13] 1997 S
Pietinen et al(15) 0.93[0.60,1.44) 1987 —r—
C e pOSSOﬂO Clvel’e Boniface et al(5)" 1.37[1.17,1.60] 2002 -
. . i Jakobsen etal(g)’ 1.03[0.66,1.60] 2004 —t—
Ohetal(33) 0.97[0.74,1.27] 2005 -
OTe nZI O || effeﬂ-l Tucker et al(18) 7 1.22[0.31,4.77] 2005 e —
b f . WU et al{(10) 1.91[0.31,11.84] 20086
Leosdotir et al(14 0.95[0.74,1.21] 2007 -
enelicl ol LT LT .
Heterogeneity: Tau®=0.02; Chi*= 25.54, df=15 (P=0.04); F=41%

Test for overall effect Z=1.22 (P = 0.22)

ES: latte e derivati

Stroke
McGee elal(!l)’ 1.04[0.72,1.50] 1984 =
Goldbourt et al(35)° 0.92[0.56,1.51] 1983 —r
Gillman etal(11) 0.64[0.49,0.84] 1987 —
Iso et al(31) 1.05[0.33,3.39] 2001 e
He etal(29)’ 0.79[0.52,1.19] 2003 —
Iso et al(30) 0.30[0.13,0.71] 2003
Sauvaget et al(34) 0.58(0.28,1.20] 2004 —
Leosdottir et al(14) 1.22[0.91,1.64] 2007 ]
Subtotal (95% CI) 0.81[0.62, 1.05] ’
Heterogeneity. Tau®= 0.08; Chi*=18.03,df=7 (P=0.01), F=61%
Test for overall effect Z=1.58 (P=0.11)
Total (95% CI) 1.00 [0.89, 1.11] 4
Heterogenefty: Tau*= 0.03; Ch*= 62,63, df= 23 (P = 0.0004), P=56% H—— = ] t p~
Testfor overall effect Z= 0.06 (F=0.95) Lower risk with SAT  Higher risk with SAT

Siri Tarino SW et al Am J Clin Nutr 2010; 9, 535-46



AC grassi insaturi
frans di origine

/ industriale (margarine)
Events/  Degree of Su etichette vengono
Subjects adjustment 9 5 .
chiamati «grassi
Prospective study vegetali parzialmente
Nurses’ Health Study 1766/78778 e —— 1.33 (1.07 - 1.66) | d rog ena TI»
Finnish ATBC Study 1399/21930 T +il— 1.14 (0.96 - 1.35) .EVi.denze 9 inone prO-
inflammatoria —
Zutphen Elderly Study 98/667 e —— 1.28 (1.01 - 1.62) diSfU nzione endOTe“C”e
Health Professionals Study 1702/38461 HH —— 1.26 (0.99 - 1.61) - I.ncremenTo de”e LDL
e incremento delle HDL
All 4965/139836 <> 1.23 (1.11 - 1.37)
IJ|.5 1 ;

Multivariate relative risk (95% CI) of CHD
with higher trans fatty acid intake (2% energy)

Mozaffarian D et al Eur j Cli Nutr 2009; 63, §5-S21




ACIDI GRASSI MONOINSATURI

Olive oil consumption, specifically the extra-virgin
variety, is associated with reduced risks of
cardiovascular disease and mortality in individuals at

high cardiovascular risk. This distinction is important because EVOO contains much

higher amounts of polyphenols than common olive oil. These
polyphenols may have cardiovascular benefits beyond the lipid
profile.

For each 10 g/d increase in extra-virgin olive ol
consumption, cardiovascular disease and mortality risk
decreased by 10% and 7%, respectively

Table 2 Risk of cardiovascular events and mortality according to baseline total olive oil intake

Energy-adjusted tertiles of total olive oil, g/day

1 (low) 2 3 (high) P for trend Energy-adjusted
(n = 2,405) (n = 2,406) (n = 2,405) total olive oil
intake (10 g/d)

Mean total olive oil intake 21.4 + 8.00 388+ 116 56.9 + 10.8
Major event
Cardiovascular event, % (n) 45 (108) 36 (86) 35(83) 38(277)
Multivariable model 1 1 (Ref) 0.76 (057, 1.02) 0.66 (048, 0.90) 0.01 0.87 (0.81,094)
Multivariable model 2 1 (Ref) 0.78 (0.58, 1.04) 0.64 (0.46, 0.87) 0.01 0.87 (0.81, 0.94)
Multivariable model 3 1 (Ref) 0.78 (058, 1.04) 065 (047, 0.89) 0.01 0.87 (0.81,0.94)
Cardiovascular mortality 1 (low) 2 3 (high) P for trend

(n = 2,405) (n = 2,406) (n = 2,405)
Cardiovascular mortality, % (n) 14 (33) 1.0 (25) 1.0 (23) 1.1 (81)
Multivariable model 1 1 (Ref) 068 (039, 1.16) 052 (0.29, 0.94) 0.04 083 (0.72,096)
Multivariable model 2 1 (Ref) 0.70 (041, 1.20) 0.51 (0.28, 0.92) 0.04 0.83 (0.72,0.95)
Multivariable model 3 1 (Ref) 069 (040, 1.18) 052 (0.29, 0.93) 0.04 0.84 (0.73,0.96)

\

Olive oil intake and risk of cardiovascular disease and
mortality in the PREDIMED Study. BMC Medicine 2014



ACIDI GRASSI POLINSATURI

Total PUFA, omega-6 and omega-3

Daily nutrient intake in the studied population. Data are expressed as g/day, if not
otherwise indicated (mean, standard deviation).

Cases sD Controls sD p
PUFA (as percentage of whole — - _
R . . ubjects (86) (72)
blood fatty acids) were significantly
0 0 0 Energy (kcal/day) 2246 819 2101 851 0.28
lower in Ml pOTIGﬂTS than in Water 1180 597 1200 554 083
Proteins (total) 88.2 33.1 835 289 035
matched conftrols, whereas Animal 58.6 256 56.8 226 083
Vegetable 296 123 267 118 014
saturated and monounsaturated Lipids (total) 813 310 808 376 093
. . . ‘I'I’la] X e J S L - . X v
fatty acids were higher in cases. Vegembie 10 139 319 162 om
Saturated 286 126 281 146 079
0Odds ratios of myocardial infarction and corresponding 95% confidence intervals (Cl) Monounsarurated 38.7 145 389 174 092
by tertiles of FA classes (percentage levels) in whole blood adjusted for education, Oleic acid 35.7 133 363 161 080
. . . . . Polyunsaturated 93 39 92 4.4 0.83
body mass index (BMI), smoking habit and matching variables. Linoleic acid 71 30 70 36 088
- Alpha linolenic acid 1.1 05 1.1 0.5 0.99
Tertiles OR (1 95% Trend p Other PUFA 1.1 05 1.0 07 056
Cholesterol (mg/day) 379.7 1771 363.9 174.1 0.57
SFA 1 40.81 Carbohydrates (total) 284.5 124.0 2573 1129 0.15
2 43.78 153 0.72—-327 Starches 175.6 847 148.3 735 003
3 47.37 225 096-5.27 0.064 Huble 086 o doss o e3 0%
Alcohol 13.4 19.8 10.5 138 029
MUFA 1 2518
2 28.36 1.15 0.50-2.64
3 31.90 1.95 0.77—-4.90 0106
PUFA 1 23211
2 27.45 027 0.10-0.79
3 31.58 014 0.05-0.40 0.001
Total n-G6 1 21.28
2 22.03 0.2 0.06—060 _ | Mlinfarction risk significantly decreased
3 20 LY 044 0003 1 with increasing levels of total PUFA (OR:
) 0.14) and of total omega-6 and omega-3
foatns g OR:0.15 and 0.37 fivel
9 935 0532 021-1.28 (OR: 0.15 and 0.37, respectively).
3 3.33 0.37 0.15-0.90 0.042
n-G6/n-3 1 7.99
2 10.71 1.58 0.77-3.25
2 14.05 1.79 0.81-3.97 0.092 Marangoni F et al Atherosclerosis 232 (2014) 334e338

\ W\



Baseline characteristics of the participants by quintile of egg-yolk years.

Ezg-yolk years Quinile of egg-yolk years p

<50 50-110 110-150 150200 =200
Normally distributed variables: mean + 5D
Age at first visit 5570+ 17.03 5797 £ 16.32 56.82 £ 1235 B4.55 = 1200 69.77 £ 11.38 0.0001
Ezgs per week 0.41 = 0.44 1.37 = 0.54 230+ 053 2.76 £ 0.59 468 + 3.03 0.00M
Systolic pressure {mmHg) 141 + 24 139 + 24 142 + 22 144 + 22 145+ 23 0.001
Diastolic pressure (mmHg) 33+ 12 82 + 12 85+ 13 82 +13 30 + 13 0,001
Total cholesterol (mmol|L) 493 + 1.16 494 + 1.17 5.0+ 1.14 4.90 +1.16 481+ 119 0.47
Triglycerides (mmol/L) 1.88 + 1.41 1.84 + 1.08 1.96 + 1.31 1.94 +1.40 1.85 £ 1.17 0.77
HDL cholesterol { mmol/L) 1.34 + 0.48 1.33 + 0.42 1.33 + 042 1.29 + 0.42 1.35 + 0.45 0.58
LDI. cholesterol (oumol i) 276+ 1.04 275 + 1.02 281 + 109 273 +1.19 267 + 1.06 0.62

Plaque area (mm?) 101.45 + 12564 110.35 + 129.02 113,58 + 13882 135.76 + 137.67 175.77 + 147.61 0.0001
Age-dependent variables: age-adjusted marginal mean + SE

Smoking ( pack-years) 1414 + 1.37 14.37 + 1.40 1657 £ 125 13.88 +1.30 17.00 = 1.20 0.24
Categorical variables: percent

Female 48.6% 51.7% 44 8% 45.0% 46.7% 0.56
Diabertic 11.8% 14.5% 11.8% 13.4% 14.6% 0.80

Ruolo del colesterolo pre-formato:

- modesta correlazione con la colesterolemia
- soggetti con pattern «sinteticon assorbono in modo ridotto il colesterolo

a livello intestinale quindi I'effetto di una dieta ricca di colesterolo &
modesto

UOVA (colina)

| 4
Trimetilamina (TMA)
| 4
TMAO
Spence, Atherosclerosis 2012




CARBOIDRATI

Fattori che influenzano Fattori che riducono

I'indice glicemico I'indice glicemico

Fibra alimentare Fibra viscosa (guar, psillium, beta-glucano)
Matura dell’amido Alto rapporto amilosio/amilopectina
Tipo di zucchero Fruttosio, lattosio

Trattamento dell’alimento  Raffreddamento dopo la cottura
Macronutnenti Contenuto elevato in proteine/grassi
Altri compaosti Acidi organici (aceto, yogurt)

/

Importanza, anche in questo caso, alla qualita

Il ischio cardiovascolare e quello metabolico
sono ridotti in soggetti con dieta a basso indice
glicemico - importanza data alla modulazione
della glicemia post-prandiale

/

Augustin LS. & al Nutrition, Metabolism, Cardiovascular Disease 2015; 25, 795-815

Table 2 Glycemic index (Gl) in European dietary reference values

(DRVs).

EU country

DRV on GI

France

Germany

Nordic
Countries

The 2004 document from the French Agency ANSES
concluded that the level of evidence is insufficient
to provide indications on GI based on health
benefits for the general population and prohibited
the use of Gl labeling or any derived measures
[173].

The recently issued German Nutrition Society DRV
document reports that: “to date there is only possible
evidence regarding a risk-increasing effect of high
Glycaemic Index on some nutrition-related diseases.
Therefore, no recommendations are made in that
respect” [174].

Nordic Nutrition Recommendations 2012 conclude
that “There is not enough evidence that choosing foods
with low Glycaemic Index will decrease the risk of
chronic diseases in the population overall. However,
there is suggestive evidence that ranking food based
on their Glycaemic Index might be of use for

gverweicht and ohese individugls™ 11701

Italy

The recently issued DRVs from the Italian Society of
Human Nutrition, included under “Suggested
Dietary Targets” generic qualitative indications on
preference for low-Glycemic Index foods when
intakes of carbohydrates approach the upper limit
of intake, i.e. 60% energy. They also specified the
need of preferentially selecting low GI foods
provided the GI was not reduced by adding fructose
and/or fat [176].

UK

T'he Scientific Advisory Committee on Nutrition
(SACN) has recently attempted a comprehensive
opinion on carbohydrate and health. The document,
a compromise between DRVs and Food-Based
dietary Guidelines for the UK population, was
published for public consultation at the end of June
2014 [177]. The Committee concludes that “it is not
possible to assign cause-effect relationships for
outcomes based on variation in diet Glycaemic Index
or Load, as higher or lower Gl and GL diets differ in
many ways other than just the carbohydrate fraction”.




+ 3 Cochrane
o Library

Cochrane Database of Systematic Reviews

Low glycaemic index diets for the prevention of

cardiovascular disease (Review)

Clar C, Al-Khudairy L, Loveman E, Kelly SAM, Hartley L, Flowers N, Germano R, Frost G, Rees K

Cochrane Database of Systematic Reviews 2017, Issue 7. Art. No.: CDOD446T.
DOI: 10.1002/14651858.CD004467. pub3.

Main results

Twenty-one RCTs were included, with a total of 2538 participants randomised to low Gl intervention
(1288) or high GI (1250). All 21 included studies reported the effect of low Gl diets on risk factors
for cardiovascular disease, including blood lipids and blood pressure.

None of the included studies reported the effect of low Gl dietary intake on cardiovascular
mortality and cardiovascular events such as fatal and nonfatal myocardial infarction, unstable angina,
coronary artery bypass graft surgery, percutaneous transluminal coronary angioplasty, and stroke.

Authors’ conclusions
There is currently no evidence available regarding the effect of low Gl diets on cardiovascular disease

events.
Moreover, there is currently no convincing evidence that low Gl diets have a clear beneficial effect on

blood lipids or blood pressure parameters.



Sa

ZUCCHERI f%/fros’o

. O COsj
e

. . . mi
What is already known on this topic 'Co bass o
Excessive intakes of dietary sugars have been linked to obesity, and a higher risk of chronic diseases, but the link with obesity is tenuous
The most consistent association has been between a high intake of sugar sweetened beverages and the development of obesity
Mo upper safe limit of intake has been agreed universally, but WHO has suggested that intakes of free sugars should be less than 10%
of the total energy intake

What this study adds

Among free living people, advice to reduce free sugars was associated with an average 0.80 kg reduction in weight; advice to increas
intake was associated with a corresponding 0.75 kg increase

This parallel effect seems to be due to an altered energy intake; isoenergetic replacement of sugars with other carbohydrates did not
result in any change in body weight Lisa Te Morenga et al, BMJ 2012; 345:67492

DEADLY EFFECT
OMME | \ | T Excessive consumption of fructose can cause many of the same health problems as alcohol.

Chronic ethanol exposure Chronic fructose exposure

EcoLocY How elephants NEUROSCIENCE The
could reduce firerisk in source of the selfin
Australiap3n thebrain's wiringp31

LTERATORE How Charles
Dickens drew on science, but
leftroom for wonder p32

OBITUARY Philip Lawley and the

diseovery that DN damage Haematological disorders

can cause cancer p3§

Electrolyte abnormalities

% Hypertension Hypertension (uric acid)
: Cardiac dilatation
) Cardiomyopathy Myocardial infarction (dyslipidaemia, insulin resistance)
Dyslipidaemia Dyslipidaemia (de novo lipogenesis)
Pancreatitis Pancreatitis (hypertriglyceridaemia)
Obesity (insulin resistance) Obesity (insulin resistance)
Malnutrition Malnutrition (obesity)

Hepatic dysfunction (alcoholic steatohepatitis) | Hepatic dysfunction (non-alcoholic steatohepatitis)

Fetal alcohol syndrome

The toxic truth about sugar _Addtion Habituation, if not addiction

Added sweeteners pose dangers to health that justify controlling them like alcohol, Source: ref. 1
argue Robert H. Lustig, Laura A. Schmidt and Claire D. Brindis.

\\ 28 | NATURE | VOL 482 | 2 FEBRUARY 2012



THE GLOBAL SUGAR GLUT

Global sugar supply (in the form of sugar and sugar crops, excluding fruit
and wine) expressed as calories per person per day, for the year 2007.

Calories per
person per day

MW >600
M 500-600
W 400-500
M 300-400
m 200-300
100-200
<100
No data




SALE

No. of Baseline Systolic Sodium Mean Difference, mm Hg Study

Study Patients Blood Pressure BMI Reduction (95% Cl) Weight
mm Hg mmol %

Dickinson, 2009 29 116 31 92 —_— -5.00 (-7.86 to -2.14) 6.1
DASH, 2001 54 129 29 77 —_— -4.00 (-6.35 to -1.65) 7.7
Mascioli, 1991 48 131 28 71 — E -3.60 (-5.36 to -1.84) 10.0
TOHP (1), 1992 744 125 28 44 - | -1.70 (-2.86 to -0.54) 12.7
Puska, 1983 38 131 26 90 ¢ -1.50 (-10.36 to 7.36) 1.0
Nowson, 2009 59 131 30 44 : -1.10 (-4.92 to 2.72) 41
TOHP (1), 1997 1190 128 31 42 e -1.00 (-2.02 to 0.02) 13.4
Jessani, 2008 184 122 25 81 —a -1.00 (-2.51 to 0.51) 11.1
Damgaard, 2006 12 120 28 129 —é— 0.00 (-3.14 to0 3.14) DL
Chiolero, 2000 12 116 22 201 —_— 0.00 (-2.16 to 2.16) 8.4
HPT, 1990 351 124 29 23 —— 0.10 (-1.84 to 2.04) 9.2
Nowson, 2003 91 131 25 90 —— 0.40 (-1.17 t0 1.97) 10.8
Overall 2812 125 28 82 ’ ~1.44 (-2.34 to -0.54) 100.0

I I 1

Heterogeneity: chi?=53.09, df=12 (P<0.001); 12=77% _{0 -5 5 10
Test for overall effect: Z=7.07 (P<0.001) - -

- -

Sodium Reduction Usual Sodium
Better Better

O+ -~

N Engl J Med 2014; 371:2134-213




: 3 Cochrane
s/o? Library

Cochrane Database of Systematic Reviews

Reduced dietary salt for the prevention of cardiovascular

disease (Review)

Adler AJ, Taylor F, Martin N, Gottlieb S, Taylor RS, Ebrahim S

Advice to reduce salt showed small reductions in systolic blood pressure (mean difference (MD) -1.15 mmHg, 95% CI -2.32 to 0.02
n=2079) and diastolic blood pressure (MD -0.80 mmHg, 95% CI -1.37 to -0.23 n=2079) in normotensives and greater reductions

in systolic blood pressure in hypertensives (MD -4.14 mmHg, 95% CI -5.84 to -2.43 n=675), but no difference in diastolic blood
pressure (MD -3.74 mmHg, 95% CI -8.41 to 0.93 n=675).

Consiglia 2,3 g di sodio/die — 6 g di sale/die
Al di sottfo non ci sono evidenze che possa ridurre |l
rischio cardiovascolare




Mol. Nutr. Food Res. 2015, 59, 139-146

Fiber consumption and all-cause, cardiovascular,
and cancer mortalities: A systematic review
and meta-analysis of cohort studies

Table 2. Pooled hazard risk (HR) and 95% Cl of studies assessing the association between fiber consumption and mortality

Mortality n HR, CI 95%
Low Moderate High
All cohorts 42 1 0.82 (0.79, 0.84) 0.72 (0.68, 0.76)
All-cause mortality
All 9 1 0.84 (0.80, 0.87) 0.77 (0.73, 0.81)
Men 4 1 0.81(0.73, 0.90) 0.73 (0.66, 0.79) Riduzione della mortalita in
Women . 2 1 0.83(0.81, 0.85) 0.79(0.75, 0.83) coloro che consumano piU
Cancer mortality X :
All 5 1 0.90 (0.88, 0.93) m fibre:
Men 2 1 0.91(0.88, 0.95) 0.82 (0.76, 0.89) - 23% CVD
Women 2 1 0.89 (0.86, 0.93) 0.88 (0.74, 1.02) _ 17% cancer
Total CVD mortality
Al 16 1 0.86 (0.82, 0.91) Loz 022 081 - -23% all-causes
TDF 10 1 0.87 (0.82, 0.93) 0.77 (0.72, 0.82)
SDF 3 1 0.84(0.76, 0.93) 0.75 (0.59, 0.90)
IDF 3 1 0.86 (0.72, 1.00) 0.76 (0.64, 0.88)
Circulatory diseases mortality 2 1 0.81(0.76, 0.87) 0.75 (0.59, 0.90)
CVD, cardiovascular diseases; IDF, insoluble dietary fiber; SDF, soluble dietary fiber; TDF, total dietary fiber.
e

loghr

Riduzione progressiva
del rischio ¥
alllaumentare del
quantitativodi fibra
nella dieta o 0 ™

Fiber intake, 10 g/d




European Guidelines on cardiovascular disease
prevention in clinical practice

The Fifth Joint Task Force of the European Society of Cardiology
and Other Societies on Cardiovascular Disease Prevention in Clinical
Practice (constituted by representatives of nine societies

and by invited experts)

4.3 Nutrition

Key messages

s A healthy diet has the following characteristics:

Recommendation regarding nutrition

Recommendations Class* | Level® | GRADE | RefC

A healthy diet is

recommended as being 70—
the cornerstone of CVD Strong 78
prevention.

CVD = cardiovascular disease.
*Class of recommendation.
PLevel of evidence.
“References.

= Saturated fatty acids to account for <10% of total energy intake,
through replacement by polyunsaturated fatty acids.

* Trans-unsaturated fatty acids: as lictle as possible, preferably no intake
from processed food, and <% of total energy intake from natural
origin.

= <5 p of salt per day.

= 3045 g of fibre per day, from wholegrain products, fruits,
and vegetables.

= 200 g of fruit per day (2-3 servings).

= 200 g of vegetables per day (23 servings).

» Fish at least twice a week, one of which to be oily fish.

* Consumption of alcoholic beverages should be limited to two glasses
per day (20 g/day of alcohol) for men and one glass per day
(10 gi/day of alcohol) for women.

s Energy intake should be limited to the amount of energy needed
to maintain (or obtain) a healthy weight, i.e. a BMI <25 kgf'mz.
-| In general, when following the rules for a healthy diet, no dietary

supplements are needed.
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Follow a healthy eating pattern across the Lifespan. All food
and beverage choices matter. Choose a healthy eating pattern
at an appropriate calorie level to help achieve and maintain a
healthy body weight, support nutrient adequacy, and reduce
the risk of chronic disease.

—— —

Focus on variety, nutrient density, and amount. To meet
nutrient needs within calorie imits, choose a variety of
nutrient-dense foods across and within all food groups in
recommended amounts.

Limit calories from added sugars and saturated fats and
reduce sodium intake. Consume an eating pattern low in
added sugars, saturated fats, and sodium. Cut back on foods
and beverages higher in these components to amounts that fit

Shift to healthier food and beverage choices. Choose
nutrient-dense foods and beverages across and within all food
groups in place of less healthy choices. Consider cultural and
personal preferences to make these shifts easier to accomplish
and maintain.

—— —

Support healthy eating patterns for all. Everyone has a
role in helping to create and support healthy eating patterns
in multiple settings nationwide, from home to achool to work
to commumnities.




Follow a healthy
eating pattern across
the lifespan. All food

and beverage choices
matter. Choose a healthy
eating pattern at an
appropriate calorie
level to help achieve
and maintain a healthy
body weight, support
nutrient adequacy;,
and reduce the risk
of chronic disease.
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Focus on variety,
nutrient density, and
amount. To meet
nutrient needs within
calorie limits, choose
a variety of nutrient-
dense foods across and
within all food groups in
recommended amounts.

Follow a healthy eating pattern over time to help support a
healthy body weight and reduce the risk of chronic disease.

A Healthy Eating Pattern Includes:

Vegetables Protein

A Healthy Eating Pattern Limits:

gum - i
Saturated Fats Added Sugars Sodium
& Trans Fats

Choose a variety of nutrient-dense foods from each
food group in recommended amounts.

Example Meal:

k Whole-Grain
@ b o
Fruits Dairy
Apples :
& Gianes ‘ . Fat-Free Milk
Chicken Breast ~ Protein :
& Unsalted , Mayonnaise
Walnuts




Consume an eating pattern low in
added sugars, saturated fats, and sodium.

Example Sources of:

3

Limit calories from
added sugars and
saturated fats and
reduce sodium intake.
Consume an eating
pattern low in added
sugars, saturated
fats, and sodium. Cut

back on foods and

beverages higher in

these components to

amounts that fit within
healthy eating patterns.

Replace typical food and beverages choices
with more nutrient-dense options. Be sure to consider
q personal preferences to maintain shifts over time.
Example:
Shift to healthier food

and beverage choices.

Choose nutrient-dense
foods and beverages
across and within all

food groups in place of
less healthy choices.
Consider cultural and
personal preferences
to make these shifts
easier to accomplish

and maintain.




Support healthy
eating patterns for all.
Everyone has a role in
helping to create and
support healthy eating

patterns in multiple
settings nationwide,
from home to school to
work to communities.
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Fig 1. A historical study in Cape Town. The effect of dietary fats on blood lipid levels and their relation to ischaemic heart disease,

neutralised by the effect of added olive oil. Note the rapid rise in serum cholesterol levels with the provision of the high-butter
diet. All values were obtained in the Metabolic Unit, University of Cape Town, South Africa. From Bronte-Stewart.

12, Bronte-Stewart B, Keys A, Brock JF. Serum-cholesterol, diet, and coro-
nary heart disease; an inter-racial survey in the Cape Peninsula. Lance:
1955; 269: 1103-1108.

13.  Bronte-Stewart B, Antonis A, Eales AA, Brock JE Effects of feeding

different fats on serum-cholesterol levels. Lancer 1956; 270: 521.




