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Intake and sources of dietary fatty acids in Europe: Are current
population intakes of fats aligned with dietary
recommendations?
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The development of food-based dietary guidelines for prevention of cardiovascular diseases requires
knowledge of the contribution of common foods to SFA and PUFA intake. We systematically reviewed
available data from European countries on population intakes and dietary sources of total fat, SFA, and
PUFA. Data from national dietary surveys or population studies published >1995 were searched
through Medline, Web of Science, and websites of national public health institutes. Mean population
intakes were compared with FAO/WHO dietary recommendations, and contributions of major food
groups to overall intakes of fat and fatty acids were calculated. Fatty acid intake data from 24 European
countries were included. Reported mean intakes ranged from 28.5 to 46.2% of total energy (%E) for
total fat, from 8.9 to 15.5%E for SFA, from 3.9 to 11.3%E for PUFA. The mean intakes met the
recommendation for total fat (20-35%E) in 15 countries, and for SFA (<10%E) in two countries, and
for PUFA (6-11%E) in 15 of the 24 countries. The main three dietary sources of total fat and SFA were
dairy, added fats and oils, and meat and meat products. The majority of PUFA in the diet was provided
by added fats and oils, followed by cereals and cereal products, and meat and meat products.

Practical applications: While many European countries meet the recommended intake levels for total
fat and PUFA, a large majority of European population exceeds the widely recommended maximum
10%E for SFA. In particular animal based products, such as dairy, animal fats, and fatty meat contribute
to SFA intake. Adhering to food-based dietary guidelines for prevention of CHD and other chronic
diseases in Europe, including eating less fatty meats, low-fat instead of full-fat dairy, and more vegetable
fats and oils will help to reduce SFA intake and at the same time increase PUFA intake.
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1 Introduction
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quantitatively the most important dietary sources of SFA

Most dietary recommendations to prevent chronic diseases
such as coronary heart disease (CHD) focus on the reduction
of saturated fatty acid (SFA) intake. Animal foods are
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intake [1]. Dietary recommendations by FAO/WHO [2] as
well as the European Society of Cardiology [3] and European
Commission Eurodiet Core report [4] advise an upper limit
of 10% of energy intake (%E) for total SFA intake and an
intake range of 6-11%E for PUFA. In practice, dietary
PUFA are mainly linoleic acid (LLA) and some a-linolenic
acid (ALA) from vegetable oils. The long chain PUFA
eicosapentaenoic acid (EPA) and docosahexaenoic acid
(DHA) from marine sources contribute very little to total
PUFA intake, a few hundred milligrams as compared with up
to dozens of grams for LA plus ALA.

Guidelines for total fat are quite liberal, FAO/WHO
recommends a range of 20-35%E [2] and some others up to
40%E (or no upper limit at all) because there is no strong
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evidence that, unlike dietary fatty acid composition, the total
amount dietary fat is related to CVD or other chronic
diseases [5].

There are several reports on intakes of fat and fatty acids
in European countries and other populations [1, 6-9]. The
most recent reviews [7, 9] concluded that in the majority of
countries, the reported average SFA intake was higher than
the recommended maximum of 10%E, while in half of the
countries average PUFA intake was lower than the
recommended range of 6-11%E. However, the recent
reviews [8, 9] do not report on the main dietary sources of
SFA and PUFA across countries. Data on the main dietary
sources of SFA and PUFA are needed to help authorities
translating recommendations on nutrients into practical
food-based dietary guidelines for the general public.

By means of a systematic review we collected population
representative data for different European countries on total
fat, SFA, and PUFA intakes, and their dietary sources. We
compare reported intake levels of SFA and PUFA with the
amounts on fat and fatty acid intake as recommended by the
FAO/WHO. We also report information on the main dietary
sources of fats and fatty acids in Europe.

2 Methods
2.1 Search strategy

To retrieve information on dietary fat and fatty acid intakes
and sources in adults, we used the European surveys from the
publication by Harika et al. [9] as basis. A literature search
was performed in Medline and Web of Science (January
2012-March 2015) to identify the latest publications,
following a search string with the terms: (“total fat,”
“saturated fat*,” or SAFA, “polyunsaturated fat*” or PUFA,
“monounsaturated fat*” or MUFA) and (consumption or
intake or survey) and (adult* or population). Reference lists
of all articles of interest were checked for additional studies.
No language restrictions were used. In addition to the search
via Medline and Web of Science, national intake data were
searched through websites of national public health institutes
(see for more details Harika et al. [9]).

After the search, all the publications and reports were
screened to determine eligibility of data based on the
following inclusion criteria: (i) Data applied to a country
within European region as defined by WHO, (ii) national
surveys or population-based observational studies with a
sample size of >100 measuring dietary fatty acid intakes, (iii)
published later than 1995, (iv) data from general adults
population (>18-85years), and (v) complete information
provided on intake of total fat and SFA, MUFA, and PUFA.
For countries where multiple datasets were available, data
from the most recent national dietary survey were included. If
national dietary surveys were not available, representative
data from population-based observational studies were used.
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2.2 Dietary recommendations for intakes of fatty
acids

The mean population intakes per country were compared to
the recommended intake levels and ranges for total fat and
fatty acids for adults as determined by the FAO/WHO [2] for
total fat 20-35%E; for SFA <10%E, and for PUFA 6-11%E.

2.3 Data extraction and statistical analysis

From each source of intake data per country, we extracted the
means and when reported also standard deviations (SD) of
intakes of total fat, SFA, MUFA, and PUFA. Where fat and
fatty acid intakes were expressed as absolute amounts (grams
per day), values were converted to percentage of total energy
intake using the conversion factor of 37.7 kJ/g for fat and fatty
acids.

Where data were reported for subgroups (e.g., by age
range or by gender), a weighted mean for adults was
calculated by weighing the mean intake of each subgroup by
the number of the subjects in the subgroup. When SDs were
not reported, they were calculated using the population
sample size and reported standard error of mean (SEM).

2.4 Dietary sources of total fat, SFA, and PUFA

To identify and compare the main dietary sources of total fat,
SFA, and PUFA in different European countries, we defined
four food groups that were expected to significantly
contribute to the intake of total fat, SFA, and PUFA. These
included: (i) all milk and milk products including yoghurt,
cream, and cheese, clustered as “dairy;” (ii) all meat and
meat products, including meat dishes, processed meats, and
poultry, clustered as “meat and meat products;” (iii) oils,
margarine, butter, spreads, other fats, dressings, sauces, and
mayonnaise, clustered as “added fats and oils;” and (iv)
breads, cereals, rice, pasta, grains, clustered as “cereals and
cereal products.” We recorded, but did not specify the
remaining food groups contributing to the intake of total fat,
SFA, and PUFA because these contributed much less to
intake and varied considerably between countries. In
addition, the remaining food groups were heterogeneously
defined between countries, which made it difficult to make
comparisons.

3 Results
3.1 Auvailability of data

Our earlier review by Harika et al. [9] provided 17
publications with population intake data from Europe.
The additional literature search yielded 16 publications
and reports that met the inclusion criteria for potentially
eligible data sources. Of these 16 data sources, 8 were
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excluded because they concerned duplicate data (=5) or
did not contain complete information on fatty acids (n = 3).
Thus, a total of 25 publications were included in the current
review. Each data source represents one country, except
Poland for which we used two data sources, one for intake
data [10] and one for dietary sources [11].

These publications reported population intake data on
total fat and fatty acid intake from 24 European countries
(Table 1). For 11 of these 24 countries, also dietary sources
of total fat and SFA intake were reported, and for 10 also
dietary sources of PUFA. For 16 countries data were derived
from national surveys, for the 8 other countries data from
large studies with representative population samples were
used.

3.2 Reported intakes of total fat and fatty acids and
differences with recommended intake levels

3.2.1 Total fat

Mean intake of total fat ranged across countries from 28.5 to
46.2%E (Table 1), with reported intakes being the lowest in
Portugal and the highest in Greece. In 9 of the 24 countries,
the mean total fat intakes were within the recommended
range of 20-35%E, whereas it was higher than 35%E in the
other 15 countries.

The main dietary sources of total fat were added fats and
oils (which contributed 9-46% to total fat intake across
countries), meat and meat products (17-26%), and dairy (11—
24%). In the UK, Finland, and Netherlands, also cereals and
cereal products contributed substantially to total fat intake
(10-18%). Also, cakes, pastries, and desserts were often
reported as contributors to total fat intake (data not shown).

3.2.2 SFA

Mean intakes of SFA ranged from 8.9 to 15.5%E across
countries, with the lowest intake reported in Portugal and the
highest intake in France (Table 1). In two of the 24 countries
(Portugal and Israel), the mean SFA intakes were below the
FAO/WHO recommended intake of less than 10%E.

The main dietary sources of SFA were dairy (contributing
17-41% to total SFA intake), fats and oils (9-37%), and
meat and meat products (15-30%) (Fig. 1). In the UK and
Finland, cereals and cereal products contributed 16-18% to
total SFA intake (data not shown). Cake and pastry/desserts
and sugar/preserve confectionary were the main remaining
food groups contributing to SFA intake (data not shown).

3.2.3 PUFA

Mean intakes of PUFA ranged from 3.9 to 11.3%E, with the
lowest intake in Spain and the highest intake in Bulgaria
(Table 1). In 14 of 24 European countries, PUFA intakes were
within the FAO/WHO recommended range of 6-11%E.
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The main dietary sources of PUFA were added fats and
oils (contributing 12-63% to total PUFA intake), meat and
meat products (11-25%), and cereals and cereal products
(6-24%) (Fig. 2). In the UK and Ireland, also potato chips
contributed substantially to PUFA intake (11-18%) (data
not shown). Similar to total fat and SFA, the remaining
dietary sources contributing to PUFA intake varied markedly
between countries. The most important remaining food
groups that contributed to PUFA intake were cakes/pastry
and vegetables and vegetable dishes (data not shown).

4 Discussion

Our review shows that the average population intakes of SFA
and PUFA does not meet recommended intakes Europe. In
only 2 of the 24 European countries included in this review
SFA intake was below the recommended maximum intake of
10%E. PUFA intakes were below the optimal intake range in
about half of these countries. The main dietary sources that
contribute to total fat and SFA intake in Europe are dairy,
added fats and oils (including animal fats such as butter, lard,
beef drip), and meat and meat products. The main
contributing dietary sources to intake of PUFA are added
fats and oils (including vegetables oils, margarines, and
mayonnaises), meat and meat products, and cereals and
cereal products.

Only few publications have evaluated data on average fat
and fatty acid intakes in populations from different countries
[1, 8, 9, 12]. Also, recent reviews on this topic [8, 9] did not
the address foods that deliver total fat and fatty acids to the
diet. The current review used a systematic approach to
summarize available data on intakes of SFA and PUFA and
their dietary sources in Europe. Several limitations of our
analysis should be considered when interpreting our findings,
both for estimated intakes within individual countries and for
making comparisons between countries. The main limitation
is that the available data sources are heterogeneous with
respect to the sampling and dietary assessment methods.
National dietary surveys are the preferred type of research to
estimate the distribution of nutrient intake in populations.
These were available for the majority (16 out of 24) of the
countries. However, the methodology of national dietary
surveys differ between countries and each has its specific
limitations. Data from large observational studies were used
for eight countries without data from a national dietary
survey. For half of the countries in this review, data were
based on 3-7 day weighed food records, multiple 24 h dietary
recalls, and 24 h dietary recalls that were combined with food
frequency questionnaires (FFQ). This combination of
dietary assessment methods is considered more reliable for
estimating the usual intake of foods in individuals than only
single FFQs or 24 h recalls [13—-15], which were the basis for
data from the other half of the countries. For Poland the data
on dietary sources were based on the Household Budget
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Figure 1. Main food groups contributing to total reported SFA
intake in 11 European countries. *BG: mean of the range is used.
BE, Belgium; BG, Bulgaria; DK, Denmark; Fl, Finland; FR, France;
IE, Ireland; NL, Netherlands; NO, Norway; PL, Poland; SE,
Sweden; UK-United Kingdom.

Survey, which does not take into account food that is lost in
the household from purchase to actual consumption [11].
The heterogeneity in design and size of the studies, may
explain part of the large variation in total fat and SFA intake
between the neighboring countries Spain and Portugal. It
should be noted that data for Portugal were derived from a
much smaller study than for Spain.

Another important limitation of our review is incomplete
information on specific fatty acids for some foods in local
food composition tables [16]. This can easily lead to
underestimation of true intakes of SFA, MUFA, or PUFA,
which is probably also the case for the current data, because
the sum of SFA, MUFA, and PUFA was in all countries
lower than that of total fat (Table 1). Such differences are also
found in other studies [1, 8, 9, 12]. For four countries in our
review this difference was >5%E (Israel 5%E, Spain 5%E,
Hungary 6.6%E, and Slovenia 12.6%E). A larger difference
between total fat and the sum of SFA, MUFA, and PUFA
could indicate that a higher number of foods in the food
composition table are lacking values for fatty acids.

UK 12 21 I )
SE N 17 N 15 12 .
PL I 3 I 15 S 11
NO N /0 BN 1] S 17 -
I /6
NL 46 11 - 16 - m fats based products
IE | 31 13
meat products
FR I /3 I 13 6 N
[ ] Is & product:
) ’s 1 55 cereals & products
DK I 40 I 14 S/ —
BE I S/ I 13 12 .
o 2 20 60 80 100

% contribution to PUFA intake

Figure 2. Main food groups contributing to total PUFA (LA + ALA)
intake in ten European countries BE, Belgium; DK, Denmark; Fl,
Finland; FR, France; IE, Ireland; NL, Netherlands; NO, Norway; PL,
Poland; SE, Sweden; UK-United Kingdom.
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Therefore, results for classes of fatty acids are less reliable
than for total fat.

A third limitation is that definitions of food groups are
not consistent across countries, which may affect the
estimated contribution of the different food sources to fat
and fatty acids intake. For example in France, Netherlands,
Sweden, and Ireland, we grouped the condiments and
sauces (mainly mayonnaise) with “added fats and oils,”
whereas for other countries without a specific “condiments
and sauces” food group, information was lacking on
whether these were grouped with added fats and oils or
not. The fact that food groups were not consistently defined
between countries was the reason that we found that in the
UK and Finland, also cereal and cereal products con-
tributed significantly to SFA intake next to added fats and
oils, dairy, and meat products. In these two countries, this
food group also included cakes, pastries, biscuits, pancakes
etcetera, whereas for other countries these were reported
separately.

Our findings are consistent with earlier reports on fat and
fatty acid intakes in European [1, 12] and other countries
around the world [8, 9]. These indicate that in most countries
SFA intakes are higher than recommended, while PUFA
intakes are often below the optimal intake range. The
European TRANSFAIR study reviewed survey data from 14
western European countries conducted between 1980 and
1996. It reported average population intakes ranging from
10-19%E for SFA and from 3-7%E for PUFA [1]. The
European Prospective Investigation into Cancer and Nutri-
tion study (EPIC) conducted in ten western European
countries between 1995 and 2000 reported SFA intakes
ranging from 9-16%E and PUFA intakes from 4-8%E across
countries [12]. In addition, our findings on dietary sources of
fat and fatty acids are in agreement with those from the
TRANSFAIR study and also with the EPIC study in
European populations [1,6]. When our findings are com-
pared to the TRANSFAIR and EPIC data, SFA and PUFA
intakes and food patterns in Europe do not seem to have
changed much over the past 20—25 years. This is in contrast
to TFA intake, which decreased markedly over the past 20—
30years in Europe [17].

High SFA intake is usually accompanied by high total fat
intake, whereas PUFA intake seems to be much less
dependent of total fat intake [9]. This implies that the
differences in PUFA intakes between countries are
apparently not driven by differences in total fat intakes,
but more likely due to differences in local food habits and
types and amounts of cooking oils and fats used. For
example, high use of sunflower oil in Bulgaria is known to
contribute to the relatively high PUFA intake (in particular
linoleic acid) in this country [18], whereas high use of
margarines and mayonnaise make these foods the largest
contributors to PUFA intake in Denmark, Norway,
Sweden, Netherlands, Belgium, Ireland, and Poland. At
the same time in many Western European countries, the

© 2015 The Authors European Journal of Lipid Science and Technology Published by Wiley-VCH Verlag GmbH & Co. KGaA
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common use of butter and animal fats for cooking
importantly contributes to overall SFA intake [6, 19].
Thus, there is a large potential for decreasing SFA and
increasing PUFA intake by promoting consumption of
vegetable oils, margarines, and leaner variants of dairy and
meat products.

Changes in intakes of fatty acids can have important
effects on the risk of CHD in the population. The available
evidence indicates that SFA reduction as such, without
considering what nutrient(s) should replace the calories from
SFA, is not enough to reduce CHD risk [20]. Data from
randomized clinical trials [21], prospective cohort studies
[22], as well as controlled metabolic studies on blood lipids
[23] consistently show that reducing intakes of SFA and
trans-fatty acids (TFA) and replacing these with PUFA
reduces the risk of CHD [22, 24, 25]. Together, these
different types of evidence indicate that substituting 5%E
PUFA for SFA will reduce the risk of CHD events by 10%
[21]. Authoritative expert bodies agree that for prevention of
coronary heart disease, dietary SFA can best be replaced by
PUFA [2, 3]. The data in our review support food-based
guidelines that advice to eat less fatty meats, low-fat instead
of full-fat dairy, and more vegetable oils. If these are
effectively implemented, adherence to these guidelines will
reduce SFA and increase PUFA intake in the population.
Our review also shows that reliable data on actual intakes of
fatty acids in the population are scarce, in particular for
countries in Eastern Europe and former USSR. Adequate
data on fatty acid intake and their dietary sources are needed
to establish and support effective public health policies,
including food-based dietary guidelines.

In conclusion, the available data indicate that the majority
of adults living in Europe have higher SFA intakes than the
recommended 10%E, and that PUFA are at the low side of
the recommended optimal intakes range of 6-11%E.
Adhering to food-based dietary guidelines for prevention
of CHD and other chronic diseases in Europe will help to
reduce SFA intake and at the same time increase PUFA
intake.

Authors would like to thank Unilever colleagues for helping to
identify dietary data sources from national public health institutes.
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Unilever. Unilever markets food products made of vegetable oils,
including margarines and dressings.

References

[1] Hulshof, K. F., van Erp-Baart, M. A., Anttolainen, M.,
Becker, W., et al., Intake of fatty acids in Western Europe
with emphasis on trans fatty acids: The TRANSFAIR study.
Eur. §. Clin. Nuwr. 1999, 53, 143-157.

www.ejlst.com



1376

(2]

(3]

[4

—

(5]

[6

—_

(7]

(8

—

[9

—

(10]

(11]

(12]

(13]

(14]

(15]

(16]

(17]

© 2015 The Authors European Journal of Lipid Science and Technology Published by Wiley-VCH Verlag GmbH & Co. KGaA

A. Eilander et al.

WHO, FAO. Fats and Farty Acids in Human Nutrition Report
of an Expert Consultatrion, Food and Agriculture organisation
of the United Nations, Rome 2010.

Perk, J., De Backer, G., Gohlke, H., Graham, I., et al.,
European guidelines on cardiovascular disease prevention in
clinical practice (version 2012). The fifth joint task force of
the European Society of Cardiology and other societies on
cardiovascular disease prevention in clinical practice (con-
stituted by representatives of nine societies and by invited
experts). Developed with the special contribution of the
European Association for Cardiovascular Prevention &
Rehabilitation (EACPR). Eur. Heart ¥ 2012, 33,
1635-1701.

Eurodiet core report nutrition & diet for healthy lifestyles in
Europe: Science & policy implications. University of Crete
School of Medicine (coord.), Greece, 2000.

Mozaffarian, D., Ludwig, D. S., The 2015 US dietary
guidelines: Lifting the ban on total dietary fat. ¥AMA 2015,
313, 2421-2422.

Linseisen, J., Bergstrom, E., Gafa, L., Gonzalez, C. A., et al.,
Consumption of added fats and oils in the European
prospective investigation into cancer and nutrition (EPIC)
centres across 10 European countries as assessed by 24-hour
dietary recalls. Public Health Nutr. 2002, 5, 1227-1242.

Micha, R., Khatibzadeh, S., Shi, P., Fahimi, S., et al., Global,
regional, and national consumption levels of dietary fats and
oils in 1990 and 2010: A systematic analysis including 266
country-specific nutrition surveys. BM¥ 2014, 348, g2272.

Elmadfa, I., Kornsteiner, M., Dietary fat intake? A global
perspective. Ann. Nutr. Metab. 2009, 54, 8-14.

Harika, R. K., Eilander, A., Alssema, M., Osendarp, S. J.,
Zock, P. L., Intake of fatty acids in general populations
worldwide does not meet dietary recommendations to
prevent coronary heart disease: A systematic review of data
from 40 countries. Ann. Nutr. Metab. 2013, 63, 229-238.

Szponar, L., Sekula, W., Rychlik, E., Oltarzewski, M.,
Figurska, K., Household food consumption and anthropo-
metric survey. Report of the project TCP/POL/8921(A).
177, Warszawa 2003.

Dybkowska., E., Waszkiewicz-Robak., B., Awiderski., F.,
Assessment of N-3 and N-6 polyunsaturated fatty acid intake
polyunsaturated fatty acid intake in the average Polish diet.
Pol. §. Food Nutr. Sci 2004, 13/54, 409-414.

Linseisen, J., Welch, A. A., Ocke, M., Amiano, P., et al.,
Dietary fat intake in the European prospective investigation
into cancer and nutrition: Results from the 24-h dietary
recalls. Eur. ¥. Clin. Nuzr. 2009, 63, S61-S80.

Willett, W. C., Is dietary fat a major determinant of body fat?
Am. §. Clin. Nurr. 1998, 67, 556S-5628S.

Biro, G., Hulshof, K. F., Ovesen, L., Morim Cruz, J. A.,
Selection of methodology to assess food intake. Eur. . Clin.
Nuzr. 2002, 56, S25-S32.

Nelson, M., in: Garrow, J. S., James, W. P. T., Ralph, A.,
(Eds.), Human Nutrition and Dietetics, Churchill Livingstone,
Edinburgh 2000, pp. 311-329.

FAO, in: Burlingame, B. A., Charrondiere, U. R. (Eds.),
Food Composition Data, Production, Management and Use.
Food and Agriculture Organization of the United Nations,
Rome 2003.

Wesdorp., L. H, Melnikov., S. M, Gaudier., E. A., in: Kodal,
D. R. (Ed.), TransFats Replacement Solutions, AOCS Press,
Urbana 2014.

(18]

(19]

(20]

(21]

(22]

(23]

(24]

(25]

(26]

(27]

(28]

(29]

(30]

(31]

(32]

(33]

(34]

(35]

Eur. J. Lipid Sci. Technol. 2015, 117, 1370-1377

Stekka, P., Dierary and Nurritional Status Survey of the
Population in Bulgaria. National Center of Hygiene Medical
Ecology and Nutrition, Sophia 1998, pp. 98-121.

Razanamahefa, L., Lafay, L., Oseredczuk, M., Thiebaut, A.,
et al., Dietary fat consumption of the french population and
quality of the data on the composition of the major food
groups. Bull Cancer 2005, 92, 647-657.

Siri-Tarino, P. W., Sun, Q., Hu, F. B., Krauss, R. M.., Meta-
analysis of prospective cohort studies evaluating the
association of saturated fat with cardiovascular disease.
Am. F. Clin. Nurr. 2010, 91, 535-546.

Mozaffarian, D., Micha, R., Wallace, S., Effects on coronary
heart disease of increasing polyunsaturated fatinplace of
saturated fat: A systematic review and meta-analysis of
randomized controlled trials. PLoS Med. 2010, 7, e1000252.

Jakobsen, M. U., O’Reilly, E. J., Heitmann, B. L., Pereira,
M. A., et al., Major types of dietary fat and risk of coronary
heart disease: A pooled analysis of 11 cohort studies. Am. 7.
Clin. Nuzr. 2009, 89, 1425-1432.

Mensink, R. P., Katan, M. B., Effect of dietary trans fatty
acids on high-density and low-density lipoprotein cholesterol
levels in healthy subjects. N. Engl. ¥ Med. 1990, 323,
439-445.

Mozaffarian, D., Katan, M. B., Ascherio, A., Stampfer, M.
J., Willett, W. C., Trans fatty acids and cardiovascular
disease. N. Engl. §. Med. 2006, 354, 1601-1613.

Skeaff, C. M., Miller,]., Dietary fatand coronaryheartdisease:
Summary of evidence from prospective cohort and rando-
mised controlled trials. Ann. Nutr. Metab. 2009, 55,173-201.

Elmadfa, I., Freisling, H., Nowak, V., Hofstadter, D., et al.,
Osterreichischer Ernahrungsbericht 2008, Institut fur Ernah-
rungswissenschaften der Universitdt Wien, Bundesministe-
rium fiir Gesundheit, Wien 2009.

Temme, E., Huybrechts, 1., Vandevijvere, S., De, H. S.,
et al.,, O. H. energy and macronutrient intakesinbelgium:
Results from the first national food consumption survey. Br.
¥ Nuzr. 2010, 103, 1823-1829.

Boylan, S., Welch, A., Pikhart, H., Malyutina, S., et al.,
Dietary habits in three Central and Eastern European
countries: The HAPIEE study. BMC Public Health 2009, 9,
439.

DTU Fedevareinstituttet, Dietary Habits in Denmark, DTU
Fodevareinstituttet, Seborg 2010, pp. 2003-2008.

Helldan, A., Raulio, S., Kosola, M., Tapanainen, H., ez al.,
The National FINDIET Survey 2012, Juvenes Print —
Suomen Yliopistopaino Oy, Tampere 2013.

AFFSA, Etude Individuelle Nationale des Consommations
Alimentaires 2 (INCA 2), 2009.

Max Rubner-Institut (eds), Nationale Verzehrsstudie II.
Ergebnisbericht Teil 1. Die bundesweite Befragung zur
Ernahrung von Jugendlichen und Erwachsenen. Karlsruhe
2008.

Elmadfa, I., Weichselbaum, E. (Eds.), European Nutrition
and Health Report 2004. Karger, Basel 2005.

Szeitz-Szabo, M., Biro, L., Biro, G., Sali, J., Dietary survey in
Hungary, 2009. Part I. macronutrients, alcohol, caffeine,
fibre. Acta Alimentaria 2011, 40, 142-152.

Joyce, T., Wallace, A. J., McCarthy, S. N., Gibney, M. J.,
Intakes of total fat, saturated, monounsaturated and

polyunsaturated fatty acids in irish children, teenagers and
adults. Public Health Nutr. 2009, 12, 156-165.

www.ejlst.com



Eur. J. Lipid Sci. Technol. 2015, 117, 1370-1377

(36]

(37]

(38]

(39]

(40]

© 2015 The Authors European Journal of Lipid Science and Technology Published by Wiley-VCH Verlag GmbH & Co. KGaA

Food & Nutrition Services, MABAT First Israeli National
Health and Nutrition Survey 1999-2001, Israel Centre for
Disease Control, Ministry of Health, Tel Hashomer 2003.

Sette, S., Le, D. C., Piccinelli, R., Arcella, D., The third
Italian National food consumption survey, INRAN-SCAI
2005-06—Part 1: Nutrient intakes in Italy. Nuzr. Metab.
Cardio. Vasc. Dis. 2011, 21, 922-932.

van Rossum, C. T. M., Fransen, H. P., Verkaik-Klooster-
man, J., Buurma-Rethans, E. J. M., Ocke, M. C., Dutch
National Food Consumption Survey 2007-2010. Diet of
children and adults aged 7 to 69 years (Part 5 Macro-
nutrients. Version 2, 2012) 2011.

Totland, T. H., Melnaes, B. K., Lundberg-Hallen, N.,
Helland-Kigen, K. M., er al., Norkost 3—En Landsomfat-
tende Kostholdsundersgkelse Blant Menn og KvinneriNorge
i Alderen 18-70 ar, 2010-11, Helsedirektoratet, Oslo 2012.
Graca, P., Dietary guidelines and food nutrient intakes in
Portugal. Br. . Nuzr. 1999, 81, S99-103.

(41]

(42]

(43]

(44]

(45]

European fatty acid intake and sources 1377

Babinska, K., Bederova, A., Changes in nutrient intake in the
adult population of the Slovak Republic. ¥ Food Compos.
Anal. 2002, 15, 359-365.

Koch, V., Pokom, D., Comparison of nutritional habits
among various adult age groups in Slovenia. Nuzr. Res. 1999,
19, 1153-1164.

Amcoff, E., Edberg, A., Enghardt Barbieri, H., Lindroos, A.
K., et al., Riksmaten 2010-11, Food and Nutrient Intake
Among Adults in Sweden (in Swedish) Report. 2012. Swedish
National Food Agency, Uppsala 2012.

Minister of Health, Turkey Nutrition and Health Research
2010. Hacettepe University,The department of Nutrition
and Dietetic in Health Science Faculty 2014.

Pot, G. K., Prynne, C. ]J., Roberts, C., Olson, A., et al.,
National diet and nutrition survey: Fat and fatty acid intake
from the first year of the rolling programme and
comparison with previous surveys. Br. ¥. Nutr. 2012,
107, 405-415.

www.ejlst.com



