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The 2015 US Dietary Guidelines
Lifting the Ban on Total Dietary Fat

Every 5 years, the US Department of Agriculture and
Department of Health and Human Services jointly re-
lease the Dietary Guidelines for Americans. These guide-
lines have far-reaching influences across the food sup-
ply, including for schools, government cafeterias, the
military, food assistance programs, agricultural produc-
tion, restaurant recipes, and industry food formula-
tions. An accurate revision of the Dietary Guidelines is
crucial to the health of millions of people. Integral to this
process is the Dietary Guidelines Advisory Committee
(DGAC) report, just released,1 prepared by appointed
scientists who systematically review the literature and
provide evidence-based recommendations to the sec-
retaries of Agriculture and Health and Human Services.
In the coming months, the secretaries will review the
DGAC recommendations; consider comments from the
public, academics, advocacy groups, and industry; and
finalize the Dietary Guidelines.

In the new DGAC report, one widely noticed revi-
sion was the elimination of dietary cholesterol as a “nu-
trient of concern.” This surprised the public, but is con-
cordant with more recent scientific evidence reporting
no appreciable relationship between dietary choles-
terol and serum cholesterol1 or clinical cardiovascular
events in general populations.2

A less noticed, but more important, change was the
absence of an upper limit on total fat consumption. The
DGAC report neither listed total fat as a nutrient of con-
cern nor proposed restricting its consumption. Rather, it
concluded, “Reducing total fat (replacing total fat with
overall carbohydrates) does not lower CVD [cardiovas-
cular disease] risk.… Dietary advice should put the em-
phasis on optimizing types of dietary fat and not reduc-
ing total fat.” Limiting total fat was also not recommended
for obesity prevention; instead, the focus was placed on
healthful food-based diet patterns that include more veg-
etables, fruits, whole grains, seafood, legumes, and dairy
products and include less meats, sugar-sweetened foods
and drinks, and refined grains.

With these quiet statements, the DGAC report re-
versed nearly 4 decades of nutrition policy that placed
priority on reducing total fat consumption throughout
the population. In 1980, the Dietary Guidelines recom-
mended limiting dietary fat to less than 30% of calo-
ries. This recommendation was revised in 2005, to in-
clude a range from 20% to 35% of calories. The primary
rationale for limiting total fat was to lower saturated fat
and dietary cholesterol, which were thought to in-
crease cardiovascular risk by raising low-density lipo-
protein cholesterol blood concentrations. But the cam-
paign against saturated fat quickly generalized to include
all dietary fat. Because fat contains about twice the calo-
ries per gram as carbohydrate or protein, it was also rea-

soned that low-fat diets would help prevent obesity, a
growing public health concern.

The complex lipid and lipoprotein effects of satu-
rated fat are now recognized, including evidence for
beneficial effects on high-density lipoprotein choles-
terol and triglycerides and minimal effects on apolipo-
protein B when compared with carbohydrate.3 These
complexities explain why substitution of saturated fat
with carbohydrate does not lower cardiovascular
risk.1,2 Moreover, a global limit on total fat inevitably
lowers intake of unsaturated fats, among which nuts,
vegetable oils, and fish are particularly healthful.1,2

Most importantly, the policy focus on fat reduction
did not account for the harms of highly processed car-
bohydrate (eg, refined grains, potato products, and
added sugar)—consumption of which is inversely
related to that of dietary fat.

As with other scientific fields from physics to clini-
cal medicine, nutritional science has advanced substan-
tially in recent decades. Randomized trials confirm that
diets higher in healthful fats, replacing carbohydrate or
protein and exceeding the current 35% fat limit, re-
duce the risk of cardiovascular disease.4,5 The 2015 DGAC
report tacitly acknowledges the lack of convincing evi-
dence to recommend low-fat–high-carbohydrate diets
for the general public in the prevention or treatment of
any major health outcome, including heart disease,
stroke, cancer, diabetes, or obesity.1,2 This major ad-
vance allows nutrition policy to be refocused toward the
major dietary drivers of chronic diseases.

For decades, carbohydrates were considered a
foundation of a healthful diet, as evidenced by place-
ment of grain products (including many highly pro-
cessed items) at the base of the Food Guide Pyramid of
1992. However, by 2005, the Dietary Guidelines called
for restriction of refined grains and added sugars due to
growing evidence that refined carbohydrates increase
metabolic dysfunction, obesity, and cardiovascular dis-
ease. Presently, US consumption of sugar-sweetened
beverages is declining, likely related to both scientific
research and associated publicity confirming their ad-
verse health effects. Yet added sugar in other foods
and, perhaps more importantly, refined grain products—
including white bread, white rice, chips, crackers, cere-
als, and bakery desserts—continue to represent major
sources of calories in the US food supply.

The DGAC report highlights that more than 70% of
the US population consumes too many refined grain
products. Many of these foods enjoy a lingering health
halo or at least a benign reputation, based on years of
government guidelines and industry promotion. Recog-
nizing this widespread misunderstanding, the 2015
DGAC report specifies that, “consumption of ‘low-fat’ or
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‘nonfat’ products with high amounts of refined grains and added sug-
ars should be discouraged.” The elimination of the upper limit on total
fat would make it easier for industry, restaurants, and the public to
increase healthful fats and proteins while reducing refined grains and
added sugar.

In finalizing the 2015 Dietary Guidelines, the US Department of
Agriculture and Department of Health and Human Services should
follow the evidence-based, scientifically sound DGAC report and re-
move the existing limit on total fat consumption. Yet this repre-
sents only one action that may influence people’s diets; other poli-
cies should follow suit. For example, the Nutrition Facts Panel,
separately regulated by the US Food and Drug Administration (FDA),
lists percentage daily values for several key nutrients on packaged
foods. Remarkably, the Nutrition Facts Panel still uses the older 30%
limit on dietary fat, already obsolete for more than a decade.6 The
Nutrition Facts Panel should now be revised to eliminate total fat as
well as dietary cholesterol from among the listed nutrients and in-
stead add refined grains and added sugar. Including only added
sugar, a change currently under consideration, would insufficiently
acknowledge the harms—and implicitly encourage the intake —of re-
fined grains. Similarly, the US Department of Agriculture should mod-
ernize its Smart Snacks in School standards,7 removing the 35% re-
striction on total fat from the criteria. The Institute of Medicine should
update its report, now nearly 15 years old, on dietary reference in-
takes for energy and macronutrients.6

The current restriction on total fat has implications for virtually
all aspects of the US diet, including government procurement
for offices and the military, meals for the elderly, and guidelines for
food assistance programs that together provide 1 in 4 meals con-
sumed in the United States. The focus on total fat also affects other
policies and guidelines. For example, the National School Lunch
Program recently banned whole milk, but allows sugar-sweetened
non-fat milk. Current National Institutes of Health guidelines on
healthy diets for families and children recommend “eat[ing] almost

anytime” fat-free creamy salad dressing, trimmed beef or pork, and
extra-lean ground beef. Yet it recommends being cautious about
eating any vegetables cooked with added fat, nuts, peanut butter,
tuna canned in oil, vegetable oils, and olive oil. Furthermore, it rec-
ommends minimizing whole milk and “eggs cooked with fat,” both
of which are listed in the “once in a while” eating category along
with candy, chips, and regular soda.8 Along the same line, the FDA
recently issued a warning letter to a manufacturer of minimally pro-
cessed snack bars, stating that these products could not be mar-
keted as healthy in part due to FDA health claim limits on total and
saturated fat, even though the fats in these bars derive predomi-
nantly from healthful nuts and other vegetable sources. The restric-
tion on fat also drives food industry formulations and marketing, as
evidenced by the heavy promotion of fat-reduced desserts, snacks,
salad dressings, processed meats, and other products of question-
able nutritional value. Based on years of inaccurate messages about
total fat, a 2014 Gallup poll shows that a majority of US residents
are still actively trying to avoid dietary fat, while eating far too many
refined carbohydrates.

The limit on total fat presents an obstacle to sensible change,
promoting harmful low-fat foods, undermining attempts to limit in-
takes of refined starch and added sugar, and discouraging the res-
taurant and food industry from providing products higher in health-
ful fats. It is time for the US Department of Agriculture and
Department of Health and Human Services to develop the proper
signage, public health messages, and other educational efforts to
help people understand that limiting total fat does not produce any
meaningful health benefits and that increasing healthful fats, in-
cluding more than 35% of calories , has documented health ben-
efits. Based on the strengths of accumulated new scientific evi-
dence and consistent with the new DGAC report, a restructuring of
national nutritional policy is warranted to move away from total fat
reduction and toward healthy food choices, including those higher
in healthful fats.

ARTICLE INFORMATION

Conflict of Interest Disclosures: the authors have
completed and submitted the ICMJE Form for
Disclosure of Potential Conflicts of Interest. Dr
Mozaffarian reports ad hoc honoraria or consulting
from Bunge, Nutrition Impact, and Life Sciences
Research Organization, and being on the scientific
advisory board of Unilever North America. Dr
Ludwig reported receiving royalties from books on
nutrition and obesity.

Funding/Support: Dr Mozaffarian was supported
in part by R01 HL115189 from the National Heart,
Lung, and Blood Institute; and Dr Ludwig in part by
career award K24DK082730 from the National
Institute of Diabetes and Digestive and Kidney
Diseases.

Role of the Funder/Sponsor: The funders had no
role in the preparation, review, or approval of the
article.

Disclaimer: The content of this commentary is
solely the responsibility of the authors and does not
necessarily represent the official views of the
National Heart, Lung, and Blood Institute, National

Institute of Diabetes and Digestive and Kidney
Diseases, or the National Institutes of Health.

REFERENCES

1. Dietary Guidelines Advisory Committee;
Scientific Report of the 2015 Dietary Guidelines
Advisory Committee. 2015; http://www.health.gov
/dietaryguidelines/2015-scientific-report/.
Accessed March 25, 2015.

2. Mozaffarian D. Nutrition and cardiovascular
disease and metabolic diseases. In: Mann DL, Zipes
DP, Libby P, Bonow RO, eds. Braunwald’s Heart
Disease: A Textbook of Cardiovascular Medicine.
10th ed. Philadelphia, PA: Elsevier/Saunders; 2014.

3. Mensink RP, Zock PL, Kester AD, Katan MB.
Effects of dietary fatty acids and carbohydrates on
the ratio of serum total to HDL cholesterol and on
serum lipids and apolipoproteins: a meta-analysis of
60 controlled trials. Am J Clin Nutr. 2003;77(5):
1146-1155.

4. Appel LJ, Sacks FM, Carey VJ, et al; OmniHeart
Collaborative Research Group. Effects of protein,
monounsaturated fat, and carbohydrate intake on

blood pressure and serum lipids: results of the
OmniHeart randomized trial. JAMA. 2005;294(19):
2455-2464.

5. Estruch R, Ros E, Salas-Salvadó J, et al;
PREDIMED Study Investigators. Primary prevention
of cardiovascular disease with a Mediterranean
diet. N Engl J Med. 2013;368(14):1279-1290.

6. Institute of Medicine. Dietary Reference Intakes
for Energy, Carbohydrate, Fiber, Fat, Fatty Acids,
Cholesterol, Protein, and Amino Acids
(Macronutrients). Washington, DC: National
Academies Press; 2002.

7. US Department of Agriculture. Smart Snacks
in School: USDA’s “All Foods Sold in Schools”
Standards. 2015; http://www.fns.usda.gov/sites
/default/files/allfoods_flyer.pdf. Accessed
March 29, 2015.

8. We can: ways to enhance children’s activity &
nutrition [flier]. National Institutes of Health.
http://www.nhlbi.nih.gov/health/educational
/wecan/downloads/go-slow-whoa.pdf. Accessed
June 3, 2016.

Opinion Viewpoint

2422 JAMA June 23/30, 2015 Volume 313, Number 24 (Reprinted) jama.com

Copyright 2015 American Medical Association. All rights reserved.

Downloaded From: http://jama.jamanetwork.com/ by Christopher Buttery on 06/24/2015

http://www.health.gov/dietaryguidelines/2015-scientific-report/
http://www.health.gov/dietaryguidelines/2015-scientific-report/
http://www.ncbi.nlm.nih.gov/pubmed/12716665
http://www.ncbi.nlm.nih.gov/pubmed/12716665
http://www.ncbi.nlm.nih.gov/pubmed/16287956
http://www.ncbi.nlm.nih.gov/pubmed/16287956
http://www.ncbi.nlm.nih.gov/pubmed/23432189
http://www.fns.usda.gov/sites/default/files/allfoods_flyer.pdf
http://www.fns.usda.gov/sites/default/files/allfoods_flyer.pdf
http://www.nhlbi.nih.gov/health/educational/wecan/downloads/go-slow-whoa.pdf
http://www.nhlbi.nih.gov/health/educational/wecan/downloads/go-slow-whoa.pdf
http://www.jama.com/?utm_campaign=articlePDF%26utm_medium=articlePDFlink%26utm_source=articlePDF%26utm_content=jama.2015.5941

