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Why Am | Here?

PATIENT
PREVENTIVE CARDIOLOGIST MOTHER ATHLETE

RESEARCHER
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How Does Illness Make One Feel?

Scared all of the

) Emotional
time

Unable to

understand how Not in control Keenly aware of
this had my mortality

happened




We are often told

Genetic
Predisposition

Lifestyle?

Unknown
Trigger

j‘> INFLAMMATION
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Another way to look at it

Genetic
Predisposition

N\

j‘> INFLAMMATION




Genetic Predisposition

B Favorable B \Intermediate B Unfavorable
lifestyle lifestyle lifes

Khera, AV et al NEJM
2016;375:2349-2358

Standardized Coronary-Artery
Calcification Score

15 22 31 32 29 47 32 52 64

Low Intermediate High

Genetic Risk




If lifestyle matters,
why aren’t we
talking about it?



Noncommunicable diseases are Responsible
for 74% of deaths worldwide

HEART STROKE CANCER DIABETES CHRONIC
DISEASE LUNG DISEASE

World Health Organization



5 Common Risk Factors

L

World Health Organization




@ JAMA Network®

From: The State of US Health, 1990-2016: Burden of Diseases, Injuries, and Risk Factors Among US States

JAMA. 2018;319(14):1444-1472. doi:10.1001/jama.2018.0158

-
E Risk factors and related deaths

Risk factors
Dietary risks
Tobacco use
High systolic blood pressure
High body mass index
High fasting plasma glucose
High total cholesterol
Impaired kidney function
Alcohol and drug use
Air pollution
Low physical activity
Occupational risks
Low bone mineral density
Residential radon and lead exposure
Unsafe sex
Child and maternal malnutrition
Sexual abuse and violence
Unsafe water, sanitation, and handwashing
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Communicable, maternal, neonatal,
and nutritional diseases

[ ] HIV/AIDS and tuberculosis

. Diarrhea, lower respiratory tract,
and other common infectious
diseases

[ Maternal disorders
[ Neonatal disorders
. Nutritional deficiencies

[ Other communicable maternal,
neonatal, and nutritional diseases

Noncommunicable diseases

[ ] Neoplasms

D Cardiovascular diseases

. Chronic respiratory diseases

Cirrhosis and other chronic
liver diseases

Digestive diseases
Neurological disorders
Mental and substance use disorders

Diabetes, urogenital, blood,
and endocrine diseases

Musculoskeletal disorders ﬁ

N EOCE

Date of download: 12/14/2021

Copyright 2018 American Medical Association.

All Rights Reserved.



ECONOMIC BURDEN FROM DIETARY RISK IN THE U.S.

MASSIVE ANNUAL HEALTH COSTS (TRILLIONS, USD)

DIRECT MEDICAL 1,145
COSTS

PRODUCTIVITY
LOSS

The fobd system causes more than $1.1 trillion
in lﬁ;ilth care costs annually. This figure

-ﬁﬁude& direct medical costs and/or
productivity loss from overweight/obesity;
other non-communicable diseases such as
cardiovascular disease, hypertension, cancer,
and diabetes; food insecurity; and the impact
of pollution (e.g., air, water).

Sowrce: The Rockefeller Foundaton, 2021

JOTAL



Proportions of the 702,308 Deaths from CVD+DM
DIETARY FACTORS Due to 10 Dietary Factors - NHANES — 2012

LINKED TO HIGH SODIUM f:';?,";i’;‘:}J"““ E
CARDIOMETABOLIC IERCALC RS ———=n
HIGH PROCESSED MEAT >0 /g e —— R
MORTALITY
LOW MARINE O-3-FA «250ma/d I Ry —
g
10 FACTORS LOW VEGETABLES <400 g/d T
LOW FRUIT <300 g/d
ACCOUNT FOR
HIGH SUGAR-BEVERAGES >0 g/d — = -/
MOST OF RISK LOW/WHOLE GRAINS <125 g/d —
LOW PUFA VS. SFA <11% energy/d ‘E
Micha R. Pefialvo J. L. Cudhea F. HIGH RED MEAT >14.3 g/d %}' E:ﬁim
Imamura F. Rehm C. D. Mozaffarian, D. , ; . . .
a 2 4 6 8 10 12

JAMA 2017, 317(9), 912-92

Deaths per vy, %%
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Almost 75% of packaged foods in the U.S. now contain added sugars,

and much also comes-from consumption of sugar-sweetened beverage
(SSBs)

Bray, GA and Popkin, BM (2014) Dietary sugars and body weight: Have we reached a crisis in the epidemic of obesity and diabetes. Diabetes Care 37:950-56.
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Daily-Added Sugar Limit
MEN WOMEN

éﬁ

No more than:

9 teaspoons 6 teaspoons
36 grams 25 grams
150 calories 100 calories

©2019 American Heart Association, Inc.




EATING A SOUTHERN DIET * HIGHER
substantially increases health risks | RISK

of heart disease

50%* INCREASE

of death in patients with
kidney disease

30% s«
o 10 H ISK
1% » ! |
d i 4
\ of stroke
LR s e N GHAM

*Compared with those who eat a Southern diet less frequently



The average restaurant meal today is more
than four times larger than in the 1950s

1950 OQ
_Kg
e sw
French Burger® Soda French Burger Soda
fries fries

SOURCE: CDC Yox



Whole Food
Plant Based Diet
Pyramid

. FAA-II_-MSONDASI?! DPE{:Ar-,fr The Optimal

WALNUTS, AVOCADI

S Diets = Plant-
Forward diets

LEAFY GREENS
SPINACH, BROCCOLI
KALE, LETTUCE
(2-3 SERVINGS

DAILY) 1 .
gLy
oo DASH--Dietary Approaches
GRAINS NSEE .
WHOLE WHEAT BREAD SE to StOp HypertenSIOH
OATS, BROWN RICE
PASTA, WHOLE WHEAT
TORTILLA, GRANOLA ]
QUINOA, BARLEY Vegetarlan
(5 SERVINGS
DATLY)
Vegan
ERUIT
PINEAPPLE, GRAPES
BERRIES, TOMATO
BANANA, APPLE Whole Food Plant-Based
PEARS, ORANGES
GRAPEFRUIT
(3-4 SERVINGS J&8 1%
DALLY) 2 goh .
Mediterranean

~~~~~
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1.0+

0.8

0.6

0.4+

0.2

Incidence of Composite Cardiovascular
End Point

0.0+

No. at Risk

Control diet 2450
Med diet, EVOO 2543
Med diet, nuts 2454

Med diet, EVOO: hazard ratio, 0.70
(95% Cl, 0.53-0.91); P=0.009

Med diet, nuts: hazard ratio, 0.70
(95% Cl, 0.53-0.94); P=0.02

0.06+

0.05+

0.04+

0.03+

0.02+

0.01+

A Primary End Point (acute myocardial infarction, stroke, or death from cardiovascular causes)

30%

End point driven
by reduction in
strokes

Control diet

Med diet, nuts

0.00

1 2
2268 2020
2486 2320
2343 2093

3 4
Years
1583 1268
1987 1687
1657 1389

946
1310
1031

Estruch R et al. Primary Prevention of Cardiovascular Disease with a Mediterranean Diet, NEJM, 2013



14.00
12.78

11.68 NN
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10.02
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Mortality Rate / 1000 person-years
=
=

2.00

1 2 3
Quintiles of adherence to the provegetarian food pat

0.00

FIGURE I. Absolute risk of death across baseline quintiles of the pro-
vegetarian food pattern: the Prevencion con Dieta Mediterranea trial, 2003—

2010. Quintile score limits were as follows for quintiles 1-5: <33, 33-35,
36-37, 38-40, >40, respectively.



CENTRAL ILLUSTRATION The BP Effects of the DASH Diet

* FDArequirement

FDA requirement for new antihypertensive drugs (13) *

* 3-4 mm Hg
Angiotensin-converting enzyme inhibitors (12) ———of « ACE inhibitors
Beta blockers (12) —— ° 1 2 mm H g
Calcium-channel blockers (12) ey — * Beta-blockers

* 13 mm Hg
Sodium reduction (on a control diet) in participants with a baseline SBP =150 mm Hg Q —_—

¢ Calcium channel blockers

DASH versus control (at high sodium) in participants with a baseline SBP =150 mm Hg@\ ——— 1 6
. mm Hg

DASH-low sodium (vs control-high sodium) in participants with a baseline SBP z@Hg —_— e Sodium reduction

PP * 7mm Hg

-25-20-15-10 -5 0 5
Effect on Systolic Blood Pressure, mm Hg

* DASH diet

Juraschek, S.P. et al. J Am Coll Cardiol. 2017;70(23):2841-8. ® 1 1 .4 mm H g
Sodium reduction, alone or combined, compared with average BP gffects of antihypertensive drug therapies and the FDA requirement for new antihypertensive drugs. ° DASH + low Na diet

Estimates for antihy pertensive drug classes are taken from Manisty ebal (12). The FDA requirement for new antihy pertensive drugs is taken from a committee meeting

of the Center for Drug Evaluation and Research (2014) (13)0 BP = blood pressure; DASH = Dietary Approaches to Stopping Hypertension; FDA = Food and Drug ° 20 ° 8 m m Hg

Administration; SBP = systolic blood pressure.

Juraschek, Stephen P., et al. "Effects of sodium reduction and the DASH diet in relation to baseline blood pressure.” Journal of the American College of Cardiology 70.23
(2017): 2841-2848.



It Doesn’t matter
which one you
pick as long as Its
not this




Guidelines Versus Practice

3.1. Nutrition and Diet

Recommendations for Nutrition and Diet

Referenced studies that support recommendations are summarized m $

in

. A diet emphasizing intake of vegetables, . p .
fruits, legumes, nuts, whole grains, and fish 201 9 CIAHA GUldEIlne on the Prlmary

is recommended to decrease ASCVD risk P @1 ion of Cardiovascular Disease

factors == rt of the American College of Cardiology/American Heart

2. Replacement of saturated fat with dieta Association Task Force on Clinical Practice Guidelines
P ry
monounsaturated and polyunsaturated @
fats can be beneficial to reduce ASCVD WRITING COMMITTEE MEMBERS ] Endorsed by the American Associa-
. 53.1-1253.1-13 Donna K. Arnett, PhD, MSPH, FAHA, Co-Chair sion of Carciovaseularand Pilimo-
r|5k- ’ Roger S. Blumenthal, MD, FACC, FAHA, Co-Chair nary Rehabilitation, the American
Michelle A. Albert, MD, MPH, FAHA* Ger(atrisfSOciery the Arr;gnfan
= F— Society of Preventive Cardiology,
3. A diet containing reduced amounts of Andrew B. Buroker, Esqt e e
. . Zachary D. Goldberger, MD, MS, FACC, FAHA% R o
cholesterol and sodium can be benefi Ellen J. Hahn, PhD, RN*
decrease ASCVD risk 53 19531-14-53.9-18 Cheryl Dennison Himmelfarb, PhD, RN, ANP, FAHA* ACC/AHA Task Force Members,
Amit Khera, MD, MSc, FACC, FAHA* see page 623
cop e Donald Lloyd-Jones, MD, SCM, FACC, FAHA* _ e
4. As a part of a healthy diet, it e J. William McEvoy, MBBCh, MEd, MHS* e s
o minimize T_hE “Ttak.E Elf Fl'rcx: mEaEr Erin D. Michos, MD, MHS, FACC, FAHA* agents ® aspirin ® atherosclerosis @
. Michae| D Miedema' MD, MPH* atherosclerotic cardiovascular disease ®
2 = trial fibrillat = beh, odificati
felined cabobydrates, angswesiined Daniel Mufioz, MD, MPA, FACC* bt
beverages to redu 15k 53-1-17-53.1-23 sidney C. Smith Jr, MD, MACC, FAHA* 1 biood pressure  body mass index
g y
Salim S. Virani, MD, PhD, FACC, FAHA* R e
; Kim A. Williams Sr, MD, MACC, FAHA* O et e Ky S @
5. Asa part Df o y I_E ' the intake Df Joseph Yeboah, MD, MS, FACC, FAHA* coronary artery cakium score ® coronary
trans fats should voided to reduce Boback Ziaeian, MD, PhD, FACC, FAHAS disease W coronary heart disease @
cost ® diet ® dietary patterns ® dietary
ASCUD ri5|=: £3.1-1253.1-17,583.1-25-53.1-27

Arnett, D. K., Blumenthal, R. S., Albert, M. A., Buroker, A. B., Goldberger, Z. D., Hahn, E. J., ... & Ziaeian, B. (2019). 2019 ACC/AHA guideline on the primary
prevention of cardiovascular disease: a report of the American College of Cardiology/American Heart Association Task Force on Clinical Practice
Guidelines. Journal of the American College of Cardiology, 74(10), e177-e232.






CENTRAL ILLUSTRATION Dose-Response Relationship of Plant-Based Diet Indices and Animal, Healthy Plant, and
Less Healthy Plant Foods With CHD Incidence

1.6 -
=)
S 1.2-
S
e 0.8 -
T
0.4 -
0 1 1 1 1 1 Q 1 1 0 1 1 1 1
35 40 45 50 55 6 &@5 70 75 0 5 10 15 20
Plant-Based Di 2L Servings of Food Categories Consumed Per Day
-»PDI —hPDI ——-uPDI — Animal foods ——-Less healthy plant foods
Healthy plant foods

Satija, A. et al. J Am Coll Cardiol. 2017;70(4):411-22.




Components of‘a Healthy
Diet
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P | | R E T R IA L Fruit, vegetable, and legume intake, and cardiovascular

disease and deaths in 18 countries (PURE): a prospective
cohort study

135,335 individuals was recorded using validated food frequency questionnaires

/
{

Interpretation

High carbohydrate intake was associated with higher«isk of total mortality, whereas total fat and
individual types of fat were related to lower total'mortality. Total fat and types of fat were not
associated with cardiovascular disease, mygé&ardial infarction, or cardiovascular disease mortality,
whereas saturated fat had an inverse assaciation with stroke. Global dietary guidelines should be
reconsidered in light of these findings:

AN - 3 J/

Teo K, Chow CK, Vaz M, Rangarajan S, Yusuf S. The Prospective Urban Rural Epidemiology (PURE) study: examining the impact of societal influences on chronic noncommunicable
diseases in low-, middle-, and high-income countries. American heart journal. 2009 Jul 1;158(1):1-7



B openAccess ptake of individual saturated fatty acids and risk of coronary
heart disease in US men and women: two prospective longitudinal

BMJ 2016;355:15796
Geng Zong,' Yanping Li,! Anne | Wanders,’ Marjan Alssema Reter bZock,’ Walter C Willett,?

CrosMark cohort studies

CONCLUSIONS

wma Higherdietary intakes of major SFA® are associated ¥
Z”:“E with an increased risk of coronafy heart disease. F
o Owing to similar associationd-and high correlations
‘o among individual SFAs, diptary recommendations for &
s the prevention of corayiary heart disease should tof
Hospig los

‘Depal

wa more healthy saurces of energy.

Public

Diivisia___ o =

Depanment of Medicine, diseasesft baseline.

Brigham and Women's Hospital

and Harvard Medical School, MAIN OUTCOME MEASURE

&65 Huntington Avenue, Incidence of coronary heart disease (n=7035) was
Boston, MA 02115, USA self-reported, and related deaths were identified by

Correspondence to: ) Sun
qisunghsph.harvard.edu

Additional material is published

searching National Death Index or through report of

next of kin or pchtaI authnrltyr Caseswere confirmed
| P D |

i CONtinue to focus enreplacing total saturated fatwith

e
d fat,
R | §
{I 9-& {l} 91 tﬂ ﬂ 9?’ F'{D {lm} furwhule grain
carbohydrates, and 0.93 (0.89 to 0.97; P=0.0071) for
plant proteins. Forindividual SFAs, the lowest risk of
coronary heart disease was observed when the most
abundant SFA, 16:0, was replaced. Hazard ratios of

coronary heart disease forreplacing 1% energy from
18 M weara 01 28 MOCY. FanfFdancs intoarmes] 0 29 #0400 O

37



Mortality based on Type of Fats

Change in Total Mortality associated with Increases

in the Percentage of Energy from Specific Types of Fat nAa
201 Trans-fat O
151
o Saturated fat
Z
B
]
=
B i ==
|E o Monounsaturated fat
€ -15 Q ******
- O T
= e
5 = % Polyunsaturated fat B
—34] r T ,
3 4 5
Incr@t of Energy From Specific Type of Fat, %
*  Multivana atios of total mortality associated with replacing the percentage of

energy carbohydrates by the same energy from specific types of fat (P< .001 for

tresdd f vere used.
« R for the Nurses’ Health Study and Health Professional Follow-up Study from the
multivariable model were combined using the fixed-effects model

Weng ¢t 2l JAMA Intarm Mad 2016 Jul 5. [Epuk zhead of print]



Variable increases in LDL-C with

nutritional ketogenic diet

LDL cholesterol
mg/dL

80 4

70 A

60 S

50 A

40 -

30 A+

20 -

10 -+

O

-10 -4

-20 74

30 -

40 -

-50 4

Wk 6

J. Volek, unpublished



1.8 4 Overall p<0-0001
H?- earity p=0-0001
1.6 4 O
D 44—
g
=
£ 12-
10 o------ Q ----------
4 % I I | I I

0 20 QO
Energy from carbohydrate (%)

Seidelmann et al. Dietary carbohydrate intake and mortality: a prospective cohort study and meta-analysis, Lancet, August 16, 2018



Depends what you replace it with

SATURATED FATS

SATURATED EATS

LiY, Hruby A, Bernstein AM, Ley SH, Wang DD, Chiuve SE, Sampson L, Rexrode KM, Rimm EB, Willett WC, Hu FB. Saturated. fats compared with unsaturated fats and sources of carbohydrates in
relation to risk of coronary heart disease: a prospective cohort study. Journal of the American College of Cardiology. 2015 Oct 6;66(14):1538-48.



O ur E d |tO rl d l PERSPECTIVE BACK TOTOP 4

Monica Aggarwal, MDAFACC

The original PURE data suggésts that the carbohydrate is the
enemy. In our editorial regarding PURE in the American Journal
of Medicine (Gianos E, et al. Am J Med.
2017;doi;#0.9046/j.amjmed.2017.11.024), we wrote that the
likely problem is the type.of carbohydrate.

[t is not that saturated fat'is good and carbs are bad.

But rather, that, saturated fat is bad and refined, simple
carbohydrates:are as bad, if not worse.



Saturated Fats vs Unsaturated fats vs Carbs

From: Saturated Fats Compared With Unsaturated Fats and Sources of Carbohydrates
in Relation to Risk of Coronary Heart Disease: A Prospective Cohort Study

Isocaloric substitution of SFAs by equivalent ensrgy from

Trans fat (2%

MUFAE (5%)

PUFAs (%)

Carbahydrates fram refned starches/added =ugars (5%}

Carhahydrates fram whale grains (5%
Isacalaric substitution of carbohydrates from rﬁnﬂ@Q
by equivalent energy from
Trovs Fat (296) %
SFA= [5%) K
MIUFAS (5%) @
PUFAS (5%) ——

E 3 235 K. o # i
O Changes in Fisk (%)
L. argial SO0, G040 30-18
Figure Legend:

Fat, Carbohvdrates, and Heart Disease: Estimated Percentage of Changes in the Risk of Coronary Heart Disease
Associated With Isocaloric Substitutions of 1 Dietary Component for Another

JAm Coll Cardiol. 2015,66(14):1338-1548. Date of download: 8282015







Economic Neighborhood Education Food Community & Healthcare

Stability Social Context System
. = = 2
-Income -Housing -Early childhood -Food insecurity -Social Support -Access
-Employment -Schools education -Food deserts -Social networks | -Cost
D I ET AS A S O C I A L -Poverty -Crime -HS/College -Acrcess to , cohesion & -Quality
-Housing -Psychosocial -Health Ilteraqr altl'h.r foods engagement
-Insecurity environment -Discrimination

DETERMINANT @ @ @Q

OF HEALTH

Psychological stress HEEIHh be ha_w ors: Smoking, Race andracism
excessivealcohol

Poor community

Physical stress v support system L

Unhealthy diet: L fruits, vegetables, fresh Lack of quality and timely

Physical inactiyvity food; ‘T processed/ red meat, salt, trans fat healthcare

= -

FOOD INSECURITY
AND POOR ACCESS Unsafe/unhealthyTiving conditions ::Iiaglrr::s::-sfittrzi:ﬁ:-uent

TO HEALTHY FOODS I
D R I V E CV D R I S K Hypertension, Hypercholesterolemia, Diabetes, Obesity, Thrombosis

CARDIOVASCULAR DISEASE




FOOD INSECURITY IN CVD PATIENTS

HIGHER PREVALENCE - NHANES DATA 1999-2018

AMONG BLACKS AMONG HISPANICS AMONG WHITES
High food insecurity overall Higher food insecurity overall Higher food insecurity

and in those with CVD and in those with CVD In those with CVD
with NARROWING of the gap with SOME NARROWING-of the gap with WIDENING of the gap

20'2 5(y0 400/0 with CVD 45(y0 with CVD

had food insecurity had.food insecurity in 2018 had food insecurity in 2018

in 2018, with versus versus

non-significant

differegces between 300/0 without CVD 1 5(y0 without CVD

those with and

without CVD

Measured by the USDA Adult Food Security Survey Module. Modified from: Brandt EJ et al. JAMA Cardiology 2022 Dec 1;7(12):1218-1226



NUTRITION SECURITY

A NEW AND BETTER METRIC VS. FOOD SECURITY

WHAT IS NUTRITION SECURITY?

Consistent access to nutritious foods that promote optimiathealth and
well-being for all Americans, throughout all stages of life.

0-0:0+®

Nutrition Food Diet Quali Equi
Security Security & ¥

Source: Cinicaladvisor.com/home/topics/diet-and-nutrition-information-center/aha-outlines-strategies-to-improve-nutrition-security-in-the-us/

RATIONALE

AS A METRIC

Food security is a
measure of access
to enough food
for overall health.
Nutrition security
IS @ measure
access to foods
associated with
reduced risk of
chronic disease.



FOOD IS MEDICINE

DEFINITION AND INTERVENTIONS

Food is Medicine
is a tiered “spectrum of
services and health
interventions that
recognize and respond to
the critical link between
nutrition and chronic
illness,” ! especially due to
food and nutrition
insecurity. It also
encompasses nutrition
screening and education.

Nutrition
Education

P TREATMENT

PREVENTION =&
£

= FOPULATION-LEVEL HEALTHY FQOQD POLICIES AND PROGRAMS

WWW-fOOd iS m Ed iCi nema.o rg Undated and adepled from Food /s Medicine Messachaserts (hitpe 4 faadizmedicimema arg Aload-is-medinime-intervendions)



https://foodismedicinema.org/food-is-medicine-interventions
https://foodismedicinema.org/food-is-medicine-interventions

ORGANIZE DIET INTERVENTIONS IN CLINICAL PRACTICE

THE CHRONIC CARE MODEL CAN PROVIDE A FRAMEWORK

P
COMMUNITY RESOURCES AND POLICIES
/S ELF IZISIID“PAOGRI::I'MEN-I\ _ Linkage to Local-Federal FIM Services and Advocacy }

Patient Diet Education

HEALTH SYSTEM LEVEL
Diet Ql thru Food Services,

i Communit

and Counseling Environments,' / Heal-th system Food Pharmacy’s
[Verbal Messages, Resources and Organ st o O \__and Community Outreach

Smart Phrases, Policies - - ~

e -
Print Materials, Management e CLINICAL INFO SYSTEMS
. SUPBOL Information : :
Cookshops, Videos] DL N Svsters EMR Diet Tracking and Ql
System Decision - J
/ Design Support

DECISION SUPPORT
EMR Dietary Screeners,
Guidelines + BPAs

DELIVERY SYSTEM DESIGN
Diet-Related Team Care
+/- Group Visits :
[via RDNs, APPs, CDOE] f_'

\ /

Aggarwal M, Ornish D, Josephson R, Brown TM,
|mproved hea|th outcomes Ostfeld RJ, Gordon N, Madan S, Allen K Khetan A,
Mahmoud M, Freeman A, Aspry KE.

Amer Jour Cardiol Jan 2021



Starting the

Conversation

Starting The Conversation: Diet

(Scale developed by: the Center for Health Promotion and Disease Prevention,
University of North Caroliga at Chapel Hill, and North Carolina Prevention Partners)

Over the past few months:

1. How many times-aweek did you eat
fast food meals ‘ar shacks?

2.  How many seryings of fruit did you eat
each daw?

3. How many servings of vegetables did
youneat ‘each day?

4, How many regular sodas or glasses of
sweet tea did you drink each day?

5 How many times a week did you eat
bheans (like pinto or black beans),
chicken, or fish?

6. How many times a week did you eat
regular snack chips or crackers (not
low-fat)?

7. How many times a week did you eat
desserts and other sweets (not the
low-fat kind)?

8. How much margarine, butter, or meat
fat do you use to season vegetables or
put on potatoes, bread, or corn?

SUMMARY SCORE (sum of all items):

Less than
1 time

o

5 ar more

Lo

5 ar more

o

Less than 1

Lo

3 ar more
times

Lo

1 time
or less

Dl'l

1time
or less

[]o

Very little

(o

1-3
times

W

34
HE

3-4

mE

1-2
E

1-2
times

[

2-3
times

HE

2-3
times

[]s

Some

E

A or more
times

[z

2 or less

-

2 or less

-

3 or more

[]=

Less than
1time

[z

A or more
times

[z

4 or more
times

[ ]2

A ot

HE



PROVIDE PATIENT SELF-MANAGEMENT SUPPORT

EVIDENCE-BASED EVEN WHEN BRIEF, ESPECIALLY |IF TAILORED

Provide Patient Counseling
in Outpatients via
Verbal Messages

Reinforce spoken messages
with EHR Smart Phrases,
EHR Diet Info,
and Other Print Materials
[Consider Harvard
Healthy Eating Plate
Available in 20 Languages]

Develop Cookshops, Videos

Use healthy oils (like
olive and canola oil)
for cooking, onsalad, /
and at the table. Limit ‘
butter. Avoid trans fat.

Drink water, tea, or coffee
(with little or no sugar).
Limit milk/dairy

(1-2 servings/day) and
juice (1 small glass/day).
Avoid sugary drinks.

The more veggies —
and the greater the
variety — the better.
Potatoes and French fries
don't count.

Eat a variety of whole grains
(like whole-wheat bread,

whole-grain pasta, and
brown rice). Limit refined
HEALTHY grains (like white rice
PROTEIN and white bread).

Eat plenty of fruits of all
colors.

Choose fish, poultry, beans, and
nuts; limit red meat and cheese;

‘ avoid bacon, cold cuts, and
STAY ACTIVE! other processed meats.

© Harvard University

FEg=] Harvard T.H. Chan School of Public Health Harvard Medical School [zl
‘:"L The Nutrition Source Harvard Health Publications ‘-‘-4'{
\V. 94 www.hsph.harvard.edu/nutritionsource www.health.harvard.edu

eaall J8Y1 gl (Arabic)

Osasungarri Jateko Platera

{(Basque)

Tanjir Zdrave Ishrane

(Bosnian)

El Plat Saludable (Catalar)

R ASE (Chinese — Simplified)

RS (Chinese — Traditional)

Tanjur Zdrave Prehrane (Croatian)

Den Sunde Tallerken (Danish)

Gezonde Voeding Bord (Dutch)

Healthy Eating Plate (English)

gl lie- s (Farsi)

LAssiette Santé {French — Canada)




Shared Medical Visits




REDESIGN CARE DELIVERY TO INCORPORATE RDN IN CLINIC

MANY BENEFITS

RDN services are evidence-based per meta-analysis.! TIPS
. _ . Get Administrator
Can be via In-person, Phone-Video, or Group Visits Buy-in

with or without Culinary Education

. .. . . Ask RDNs from Cardiac Rehab
Reduces CVD Risk Factors via improved diet quality

Ensure Referrals are

Reduces downstream health costs ]
For Covered Patients

Conveys importance of diet to cardiac patients

Encourage Telehealth if
Covered

Offers opportunity to refer food.insecure patients

to federal/local nutrition assistance Encourage Group

Sikand G, Cole RE, Handu D, deWaal D, Christald J, Johnson EQ, Arpino LM, Ekvall SM. ViSitS'COOkShOPS
Jour Clin Lipid 2018;12:1113-1122.




DEVELOP HOSPITAL WIDE DIET Q.I. INITIATIVES

BROADENS IMPACT - EDUCATES COLLEAGUES

The healthiest diets are those that are high in lentils, fruits and vegetables, beans, and whole
P I_ A N '|' B A S E D grains. Eating these foods puts you on a path to lowering your risk of heart disease. We hope

Breakfast A
[ ) sTEAMING OATMEAL —
hia seeds and fruit

FFFFFFFFFFFFFFF

Hearty black bean patty over a warm bun
with option of lettuce, tomato and onlon

ELEMENTS OF HOSPITAL SYSTEM
DIET INTERVENTIONS
Discharge Nutrition Education
packet/materials

Nursing involvement in diet education
Required Dietician visit pre-discharge

Required viewing of nutrition
education documentaries

Plant based menus

EHR-based diet screening for food insecurity
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PROMOTE CULINARY EDUCATION-OUTREACH
BENEFITS COMMUNITY, TRAINEES AND HEALTH SYSTEM

s R4 Best way to
i teach nutrition
is through
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S\ - experiential
MEDICINE L ceonniaues
CONFERENCE \ SN Y Invite patients,

When Food Becomes Medicine trainees and
community

members

Start small and

February 29,2020 | Epicurean Hotel | Tampa, FL _ e 1
/"\% \J build it bigger!

CulinaryMed.cme.ufl.edu



CHOOSE AN EVIDENCE-BASED DIETARY PATTERN

MEDITERRANEAN — VEGETARIAN/VEGAN DASH HEALTHYUS STYLE

Emphasize £
* Whole fruits
* Vegetables "

* Whole grains
* Healthy proteins B
Limit

* Foods high in saturated and trans fatty acids

* Nuts, seeds, legumes
* Fish and other seafood

* Low-fat.or fat-free dairy
- g * Lean poultry
% Healthy Fats

* Non-tropical, plant oils

ACC.25 7/

* Processed meats

* Highly processed foods
* Foods high in sodium

* Alcohol

N B
2y P
i R NG | Y
A\ %R
' E o s ) s
* - me
\
e s

% l“' J i 3 NS "

, ‘.=,'.wo & 74
;a‘ AJ.. )
'n‘.







fr-ﬁJ drmonicaaggarwal

drmaggarwal

- -

% *‘ b * '*\ \
4 »
.y o’ AT "-.;m \

: SO%D a:b.x"@ o
Monica Aggarwal, MD FACC

Preventive Cardiologist and Lipid specialist, Advent Health
Associate Professor, University of Florida
Chief Medical Officer, 4Roots Farm
Nutrition Chair, American College of Cardiology
Drmonicaaggarwal.com
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FROW A FOREWORD BY ANDREW WEIL, MD
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