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Summary of Key Recommendations 
 
Nutrition Recommendations to Improve Heart Health 
 
Fat 
Recommend total fat intake of 25–35% energy in order to avoid excess intake of carbohydrates, 
particularly from refined starches and added sugars.  
 
Saturated Fat 
Foods high in saturated fat are associated with higher serum low-density lipoproteins (LDL) levels, 
which increase cardiovascular (CV) risk. Recommend reducing saturated fat to 9% or less total 
energy for CV health.   
 
Monounsaturated Fat 
A diet high in monounsaturated fat can reduce serum LDL and slightly increase serum high-
density lipoproteins (HDL).  
 
Omega-3 Fat 
Marine sources may reduce CV risk; however, these same benefits are not seen in supplement 
form.   
 
Carbohydrates 
Recommend patients consume <5% energy from added sugar, and not exceed 10%. 
 
Fibre 
Recommend consuming at least 30 g total fibre daily to lower CV risk and 10 g soluble fibre daily 
can help to lower total cholesterol and LDL.  

 
Dietary Patterns 
The Mediterranean, Dietary Approaches to Stop Hypertension (DASH), portfolio, and Nordic diets 
are recommended to support heart health.  
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Lifestyle Recommendations to Improve Heart Health 
 
Alcohol 
It is recommended that those, with or at risk for CV disease, limit their intake of alcohol to a 
maximum of 2 drinks/day.   
 
Weight 
For patients living with obesity, weight loss of 5–10% from baseline weight and reducing waist 
circumference may improve the lipid profile and reduce CV risk. 
 
Physical Activity 
Improvements in the lipid profile are observed with aerobic and resistance activities.  
 
Smoking Cessation 
Smoking cessation can greatly reduce CV risk and improve the lipid profile over time. 
 
Nutrition and Lifestyle Interventions to Improve HDL, LDL, and 
Triglycerides 
 
Refer to Point of Care Reference: Improving the Lipid Panel for a summary of nutrients, dietary 
patterns, and lifestyle modifications that can be targeted to improve HDL, LDL, high triglycerides, 
and very high triglycerides (TGs). 
  

https://www.albertahealthservices.ca/nutrition/Page15593.aspx
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Introduction 
 
The purpose of the Heart Health Nutrition Guideline is to provide health professionals with an 
overview of the evidence-based nutrition recommendations for adults with dyslipidemia, increased 
heart disease risk or cardiovascular conditions, and to provide answers to commonly asked 
questions (See Key Questions List).    
 
Following the recommendations in the Nutrition Guideline can help to:1,2 
• Reduce CV disease risk 
• Improve serum lipid levels including LDL, HDL, and TGs:  
 
The Nutrition Guideline was developed by registered dietitians (RD) from the Cardiovascular Care 
Nutrition Practice Working Group and is based on scientific evidence and best practice. It was 
reviewed by stakeholders across the province. If you have questions about this Nutrition 
Guideline, please contact: Nutrition_Resources@ahs.ca 
 
This information is intended as a general resource only and is not meant to replace the medical 
counsel of a physician or individual consultation with an RD. It is the responsibility of health 
professionals to evaluate the situation of each patient in their care, and apply the Nutrition 
Guideline appropriately. Individuals who are at high risk of malnutrition or who have a medical 
condition that is impacted by nutrition should be referred to an RD.  
 
Referral to a Registered Dietitian 
 
For more information on referral to an RD and RD services available in Alberta Health Services 
(AHS): 
• See Nutrition Guideline: Referral to a Registered Dietitian. 
• Visit Referring Patients for Nutrition Services 
 
Note: For purposes of this Nutrition Guideline, the single term patient will be used to refer to 
clients, patients, and residents. 
  

mailto:Nutrition_Resources@ahs.ca
https://albertahealthservices.ca/nutrition/Page8249.aspx
https://albertahealthservices.ca/nutrition/Page17636.aspx
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Key Questions List  
 
Key nutrition questions related to heart health addressed in this Nutrition Guideline are listed 
below.  
 
Definitions 
• What are frequently used terms in cardiovascular care? 
 
Risk Factors and Screening 
• What are the risk factors for cardiovascular disease?  
• How do you assess an individual’s cardiovascular risk? 
 
Total Fat 
• How much dietary fat is recommended for heart health? 
 
Saturated Fat 
• Does saturated fat affect heart health?  
• What are sources of saturated fat? 
• How can patients reduce their intake of saturated fat?   
• How do different types of meat and processed meat affect heart health?  
• How does dairy fat affect heart health? 
• Is ghee or clarified butter recommended for heart health? 
• Is butter or margarine recommended for heart health? 
• Does coconut oil affect heart health?  

 
Medium Chain Triglycerides 
• What are medium chain triglycerides and how do they affect heart health?  
 
Unsaturated Fat 
• What are sources of monounsaturated fats and how do they improve heart health?  
• What are sources of omega-3 fats and how do they improve heart health?  
• What are sources of omega-6 fats and how do they impact heart health?  

 
Dietary Cholesterol 
• Does dietary cholesterol impact heart health?  
 
Carbohydrates 
• How do added sugars affect heart health?  
• What are the recommendations for added sugar?  
• Is a restricted carbohydrate diet recommended for heart health?  
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Fibre 
• Is fibre important for heart health?  
• How can patients eat more fibre?  
• How does soluble fibre help lower serum LDL?  
 
Dietary Patterns 
• What dietary patterns support heart health?  
 
Antioxidant-Rich Foods 
• What are polyphenols and how do they improve heart health?  
• How do vegetables and fruits improve heart health? 
 
Alcohol 
• Does alcohol affect heart health? 
 
Weight 
• Does excess adipose tissue impact heart health?  

 
Physical Activity 
• Is physical activity recommended for heart health?  
 
Smoking Cessation 
• Does smoking affect heart health?  

 
Considerations 
• What are other important considerations for patients with cardiovascular disease? 
 
Resources 
• Are there additional resources available for patients with cardiovascular disease? 
• Are there additional resources for health professionals providing care for patients with 

cardiovascular disease? 
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Answers to Key Questions  
 

Definitions            Return to Key Questions List 
 
What are frequently used terms in cardiovascular care? 
 
Cardiovascular Disease: Includes diseases or injuries within the heart and the system of blood 
vessels throughout the heart, brain, and body.3 Cardiovascular disease encompasses both heart 
disease and cerebrovascular disease. 
 
Heart Disease: Disease that affects the structure or function of the heart. Includes, but is not 
limited to: 
• Angina 
• Atherosclerosis 
• Myocardial infarction 
• Valve disorders 
• Heart failure 
• Endocarditis 
• Pericarditis 
 
Cerebrovascular Disease: Disease specific to blood vessels that carry blood within the brain. 
Includes ischemic and hemorrhagic strokes. 
 
Dyslipidemia: Abnormal amounts of serum triglycerides and cholesterol. Is a risk factor for CV 
disease. 
 
Triglyceride: Fats that circulate in the blood and differ in length and saturation:  
• Long, medium, and short chain 
• Saturated and unsaturated 
 
Cholesterol: A waxy substance made in the liver that is insoluble in the blood, essential for 
building cells and producing hormones and vitamins, transported around the body by lipoproteins. 
Too much cholesterol can increase the risk for CV disease. 
 
Lipoproteins: A group of proteins that transport lipids (cholesterol and triglycerides) in the blood. 
 
Low-Density Lipoproteins (LDL): Responsible for depositing cholesterol in the cells and 
tissues. High levels of LDL lead to plaque deposits that narrow or block blood vessels and 
harden arteries, increasing the risk of CV disease.4 
 
High-Density Lipoproteins (HDL): HDL removes cholesterol from the tissues and transports it 
back to the liver. Higher levels of HDL are associated with a lower risk of CV disease. 
 
Atherosclerosis: Condition in which the arterial walls build up with cholesterol plaque and lead to 
narrowing of the bloodstream. Depending on the location of arterial damage, atherosclerosis can 
increase the risk for coronary and peripheral artery disease, stroke, and kidney disease. 
 
Hypertriglyceridemia: A condition of elevated serum triglycerides. Associated with increased CV 
risk and pancreatitis.  
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Risk Factors and Screening       Return to Key Questions List 
 
What are the risk factors for cardiovascular disease? 
 
The following tables review modifiable risk factors (Table 1) and non-modifiable risk factors  
(Table 2) for CV disease.  
 
Table 1. Modifiable Risk Factors for Cardiovascular Disease1  
Risk Factor Description 

Dyslipidemia • Improving serum lipids (e.g., total cholesterol, LDL, HDL and triglycerides) helps 
lower CV risk. 

• Refer to Practice Support Tool for more details. 

Low Intake of 
Fruits and 
Vegetables 

• Consuming ≥5 servings/day of vegetables and fruits is associated with reduced CV 
risk and CV mortality. 

• Refer to Dietary Patterns for more details. 

Excess Adipose 
Tissue 

• Reducing excess fat stores is shown to significantly lower CV risk, LDL, 
triglycerides, and raise HDL.1,3 

• Refer to Weight for more details. 

Physical 
Inactivity 

• Physical activity helps improve heart health by lowering cholesterol, blood pressure, 
blood glucose, and raising HDL. 

• Refer to Physical Activity for more details. 

Elevated Blood 
Pressure 

• Keeping blood pressure targets within a range based on age and other 
comorbidities can help to lower CV risk. 

• Refer to Nutrition Guideline: Hypertension for more details. 

Smoking • CV risk associated with smoking decreases soon after cessation and may continue 
to decrease over time.  

• Refer to Smoking Cessation for more details. 
 
Table 2. Non-Modifiable Risk Factors for Cardiovascular Disease5 

Risk Factor Description 
Age  • >40 years 
Sex • Female postmenopause 
Ethnicity • Indigenous peoples and people of South Asian and African descent are more likely 

to have hypertension and dyslipidemia; and therefore, are at increased CV risk. 
Family History • Premature CV disease is considered a CV event at:  

o ≤55 years in males 
o ≤65 years in females  

• Premature CV disease in a first-degree relative (i.e., a parent or sibling) increases 
CV disease risk.  

 
  

https://www.albertahealthservices.ca/nutrition/Page15593.aspx
https://www.albertahealthservices.ca/nutrition/Page15593.aspx
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How do you assess an individual’s cardiovascular risk? 
 
The Canadian Cardiovascular Society recommends a CV risk assessment every 5 years in 
individuals aged 40–75 years. The recommended assessment is the Framingham Risk Score 
(FRS).1 The FRS is used to determine the risk of having a major CV event in the next 10 years 
(e.g., high, intermediate and low risk).3 A modified FRS score is calculated when a patient has a 
first-degree relative with premature CV disease as this doubles the individual’s CV risk.1 
 
For more information on risk assessment, refer to the Canadian Cardiovascular Society.   
 
Total Fat           Return to Key Questions List 
 
How much dietary fat is recommended for heart health? 
 
Recommendations for total fat in CV health are similar to those recommended for general health. In 
CV health a total fat intake of 25–35% energy is recommended in order to avoid excess intake of 
carbohydrates, particularly from refined starches and added sugars.6  
 
In addition to the amount of fat, there is a focus on the type of fat. It’s recommended patients 
consume more monounsaturated and polyunsaturated fats from plant-based foods, fish or marine 
sources, compared to saturated fats from animal-based sources or tropical oils (coconut and palm).  
 
Saturated Fat           Return to Key Questions List 
 
Does saturated fat affect heart health? 
 
Diets high in saturated fat are associated with higher serum LDL levels which are the leading 
cause of atherosclerosis and increased CV risk.7,8 Research shows that not all sources of 
saturated fat have the same effect on heart health; however, benefits are seen in all adults who 
reduce their intake of foods high in saturated fat.7  
 
For CV health, it is recommended to aim for 9% total energy from saturated fat or less.1,7 For 
example, a patient eating 2000 kcal/day would aim for 20 g/day saturated fat or less. Some 
patients with atherosclerotic CV disease, a serum LDL >4.9 mmol/L, or increased FRS may 
consider reducing saturated fat intake as low as 5–6% total energy or ≤13 g/day on a  
2000 kcal/day diet.9  
  

https://ccs.ca/eguidelines/Content/Topics/Dyslipidemia/3.%20Risk%20Assessment%20and%20Stratification.htm
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What are sources of saturated fat? 
 
See Table 3 for a list of foods high in saturated fat.  
 

Table 3. Common Foods High in Saturated Fat10  

Food Portion Size Saturated Fat 
Coconut oil 1 Tbsp (15 mL) 11.9 g 
Ice cream (16% M.F.) ½ cup (125 mL) 11.7 g 
Bacon 2.5 oz (75 g) 10.6 g 
Salami 2.5 oz (75 g) 9.8 g 
Hard cheese (33% M.F.) 1.5 oz (50 g) 9.7 g 
Ghee or clarified butter 1 Tbsp (15 mL) 8.6 g 
Butter 1 Tbsp (15 mL) 7.4 g 
Ground beef, regular 2.5 oz (75 g) 7.0 g 
Hot dog 2.5 oz (75 g) 5.1 g 
Beef ribs 2.5 oz (75 g) 4.7 g 
Chicken wings with skin 2.5 oz (75 g) 4.5 g 
Coffee cream (18% M.F.) 2 Tbsp (30 mL) 3.4 g 
Milk (2% M.F.) 1 cup (250 mL) 3.2 g 
Pork chop 2.5 oz (75 g) 2.6 g 
Steak, beef tenderloin 2.5 oz (75 g) 2.4 g 
Ham 2.5 oz (75 g) 2.0 g 
% M.F. = % Milk Fat 
 

How can patients reduce their intake of saturated fat?   
 
It is recommended to reduce foods high in saturated fat and replace them with: 
• Foods high in monounsaturated and polyunsaturated fat 
• Foods high in fibre1,7,11–13  
 
See the list below for heart healthy choices to replace foods high in saturated fat.   
• Lean animal meats with minimal visible fat 
• Fish and shellfish 
• Eggs and egg whites 
• Plant proteins like tofu, beans, lentils, hummus, and edamame 
• Chicken and turkey breast or ground poultry 
• Low-fat dairy products like skim or 1% M.F., yogurt, milk, and kefir. 
• Liquid oils like olive, avocado, canola, and sunflower 
• Soft margarine (vegetable oil margarine low in saturated fat) 
• Nuts and seeds (e.g., flax, chia, walnuts, almonds, pumpkin, peanut, pistachio, and hemp) 
• Avocados (guacamole) and olives (tapenade) 
 
When purchasing packaged foods, patients can use the Nutrition Facts table and ingredient list to 
choose foods with <15% daily value from saturated fat per serving.  
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How do different types of meat and processed meat affect heart health? 
 
Type of Meat 
• Certain cuts of meat with visible fat including ribs, T-bone steaks, chicken wings, pork chops, 

and regular ground meat contain high amounts of saturated fat (4–11 g/serving).10 These 
higher fat cuts of meat are shown to increase CV risk.14,15 It is recommended to reduce the 
frequency and portion size of high fat and visibly marbled meat. 

• Lean cuts of meat such as tenderloin, sirloin, chicken breast, pork loin, and extra-lean ground 
meat contain much less saturated fat (0.4–3.6 g/serving).10 In addition, many types of wild 
meat such as moose, deer, and elk are very low in saturated fat. These lean cuts of meat 
have no association with CV risk.14,15  

 
Processed Meat 
• Includes bacon, ham, sausage, salami, deli meat, and luncheon meats. These foods are high 

in saturated fat, sodium, and other additives such as nitrates and nitrites. Added nitrates 
promote endothelial dysfunction and atherosclerotic development.14,16 Consuming  
50–100 g/day processed meat increases cancer and CV risk.14–16 Recommend patients avoid 
or limit all processed meat. 

 
How does dairy fat affect heart health? 
 
Dairy fat can be a major source of saturated fat; however, it does not seem to have the same 
negative CV effects as other sources of saturated fat. Despite this, it is still recommended to limit 
the intake of higher fat dairy products (e.g., milk of >2% M.F., cheese >20% M.F., cottage cheese 
>2% M.F.). Higher fat dairy products may also be replaced with lower fat dairy products (e.g., 
skim to 1% milk, yogurt, or kefir), or unsaturated fats like vegetable oils and fortified plant-based 
beverages.  
 
Is ghee or clarified butter recommended for heart health? 
 
Ghee is a type of clarified butter where the water and milk solids are removed making it more 
concentrated in fat.10 There is minimal difference in nutritional composition between butter and 
ghee; therefore, it’s recommended to limit both.10,17  
• Ghee:  1 Tbsp. (15 mL): 13.9 g total fat, 8.7 g saturated fat 
• Butter:  1 Tbsp. (15 mL): 11.7 g total fat, 7.4 g saturated fat 
 
Vegetable oils are a better heart healthy alternative to animal sources of fat-containing high 
saturated fatty acids.   
 
Considerations 
Patients with dairy allergy or sensitivity: 
• There may be a benefit in using ghee over butter for individuals with an allergy or sensitivity to 

dairy proteins or sugars. Ghee is completely free from milk sugar (lactose) and milk protein 
(casein); whereas butter may contain small fractions of each of these.  
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Is butter or margarine recommended for heart health? 
 
It is important to consider the amount of saturated fat when comparing butter and margarine. 
Butter is high in saturated fat, which is associated with elevated LDL levels. Margarine varies in 
the amount of saturated fat. The hard margarines often contain more saturated fat than soft tub 
margarines.  
 
Previously, hard margarines also had high levels of trans fats which both increased LDL and 
lowered HDL, proving detrimental to heart health. Since Health Canada’s Ban on Artificial Trans 
Fats (September 2018), all margarines now contain insignificant amounts of trans fat and can be 
lower in saturated fat. 
 
Recommend patients check the Nutrition Facts table and select a spread that is low in saturated 
fat for heart health. The ingredient list will also list the percent (%) of vegetable oil; those with 
higher % vegetable oils are often lower in saturated fat.  
 
For more information on reading food labels, refer to Nutrition Guideline: Label Reading. 
 
Considerations 
Trans fat in the food supply: 
Despite Health Canada’s Ban on Artificial Trans Fats, patients will continue to see trace amounts 
of trans fats in the food supply, mainly from the following sources: 
• Natural trans fat: foods that naturally contain trans fat include dairy products, beef, lamb and 

some oils. These trans fat are different from artificially created trans fat and are not 
considered hazardous to heart health. 

• Fully hydrogenated oils, including hydrogenated palm oil or hydrogenated kernel oil. These 
contain very low amounts of trans fat, similar to that of liquid vegetable oils.  

 
Does coconut oil affect heart health? 
 
Coconut oil is high in saturated fat which is associated with increased serum LDL levels. One 
tablespoon (14 g) coconut oil contains 12 g saturated fat, which is a significant contribution to the 
daily saturated fat quota.10 Although there are signs that coconut oil can increase serum HDL it is 
not recommended over vegetable oils due to the adverse effects it has on LDL. 
 
Medium Chain Triglycerides       Return to Key Questions List 
 
What are medium chain triglycerides and how do they affect heart health? 
 
Medium chain triglycerides (MCT) have a unique way of being digested and absorbed that differs 
from other types of dietary fats. Compared to long-chain fatty acids, MCTs are directly transported 
to the bloodstream from the intestine.18 MCTs occur naturally in some foods, but the primary use 
of MCTs is in manufactured supplements or functional foods. MCTs do not contain the essential 
fatty acids omega-3 and -6; therefore, cannot replace all sources of healthy fats. 
 
The effect of MCTs on serum lipid profiles continues to be disputed; therefore, more research is 
needed.  
  

https://www.canada.ca/en/health-canada/services/nutrients/fats.html
https://www.canada.ca/en/health-canada/services/nutrients/fats.html
https://albertahealthservices.ca/nutrition/Page8247.aspx
https://www.canada.ca/en/health-canada/services/nutrients/fats.html
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Considerations 
Patients with digestive or absorptive diseases: 
• Due to the ability of MCT fatty acids to bypass stimulation of the liver, gallbladder, and 

pancreas, they are often used for clinical conditions like pancreatitis, reduced pancreatic 
enzyme release, reduced bile salt production, overproduction of chylomicrons, or in people 
with severe malabsorption.  

 
Unsaturated Fat         Return to Key Questions List 
 
What are sources of monounsaturated fats and how do they improve heart 
health? 
 
Foods high in monounsaturated fats are summarized in Table 4. A diet rich in monounsaturated 
fat can improve the lipid profile by reducing LDL and slightly increasing HDL.19,20 Encourage 
patients to replace saturated fat with monounsaturated fat to reduce CV risk.  
 
Table 4. Food Sources of Monounsaturated Fat 
Source Description 

Olive Oil • Extra virgin and virgin olive oil contain added nutrients including vitamin E, 
polyphenols, and phytosterols which may have CV benefits.21  

• Regular or light olive oil is the most processed (refined with heat or chemicals) 
which results in the loss of beneficial compounds.  

Nuts • Tree nuts (e.g., walnuts, almonds, and pistachios) have a favourable impact on 
lowering LDL and triglycerides, improving heart health, and lowering 
inflammation.1,9,22–26 

• Nuts are a source of fibre, unsaturated fats, protein, vitamins, and minerals.  
• Encourage 30 g (1/4 cup) daily.  

Canola Oil • Canola oil is a rich source of monounsaturated fat known to support CV health, 
especially when substituted for foods high in saturated fat.27  

 
What are sources of omega-3 fats and how do they improve heart health? 
 
There are three main types of omega-3 fats described in Table 5.  
• Alpha-linolenic acid (ALA) 
• Eicosapentaenoic acid (EPA) 
• Docosahexaenoic acid (DHA)  
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Table 5. Potential Health Benefits of Omega-3 Fats28 
Type of Omega-3 Sources Potential Health Benefits 

ALA • Vegetable oils (e.g., canola, 
soybean) 

• Flaxseed 
• Chia seed 
• Walnuts 

• Encourage these foods for heart 
health, although the evidence for 
reducing CV risk is seen more with 
an intake of long-chain omega-3 
fats. 

EPA and DHA • Fatty fish (e.g., salmon, trout, 
mackerel, herring, sardines) 

• Marine food sources (e.g., 
kelp and seaweed) 

• Reduce CV risk 
• Reduce blood pressure 
• Keep arteries supple 
• Prevent blood clots 
• Lower triglycerides  

 
Considerations 
Supplementation: 
• The use of over-the-counter omega-3 supplements is not recommended to reduce CV risk.5 

 
Hypertriglyceridemia: 
• High dose (2–4 g/day) omega-3 EPA and DHA supplementation may be used to treat very 

high triglycerides. First review supplementation with physician and medical team for any 
adverse interactions.5 

 
Pregnancy: 
• Individuals who are pregnant are advised to include at least 150 g (5 oz) cooked fish rich in 

omega-3 fatty acids and low in mercury each week.  
• Pregnant individuals are advised to restrict their consumption of flaxseed to the amounts 

commonly found in foods and to avoid flaxseed oil.  
• For more information, refer to Nutrition Guideline: Pregnancy. 
 
Icosapent ethyl (IPE):5,29 
• A daily dose of 4g IPE (e.g., Vascepa®), a prescription form of EPA, has been shown to 

reduce major CV events in statin-treated patients with hypertriglyceridemia and established 
CV disease or diabetes and at least one CV disease risk factor.5 

• Despite this medication being approved by Health Canada, providers are encouraged to 
discuss potential coverage issues and high costs with patients.  

  

https://albertahealthservices.ca/nutrition/Page8248.aspx
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What are sources of omega-6 fats and how do they impact heart health? 
 
Omega-6 fats are found in a variety of foods including:  
• Nuts and seeds: walnuts, sunflower, safflower, sesame, pumpkin seeds and their oils 
• Soybeans, soy nuts, and soybean oil 
• Corn and corn oil 
• Meat, poultry, fish, and eggs 
 
Omega-6 fats are healthy unsaturated fats like omega-3 fats. However, omega-3 fats help reduce 
inflammation while omega-6 fats can increase inflammation. There are no recommendations for 
omega-6 fats and heart health.  
 
Dietary Cholesterol       Return to Key Questions List 
 
Does dietary cholesterol impact heart health? 
 
There is no evidence to support limiting dietary cholesterol in the general population for heart 
health.  
 
A high intake of cholesterol is considered 500–900 mg/day cholesterol from foods such as meats, 
poultry, shellfish, egg yolks, and milk products.9,28,30,31 This intake is not associated with increased 
CV risk; however, some individuals may respond differently to dietary cholesterol. Those 
individuals with a history of CV disease identified as having elevated lipids and a high intake of 
cholesterol-rich foods may benefit from reducing cholesterol to 200 mg/day or less to lower 
secondary CV event risk.32 

 
Carbohydrates         Return to Key Questions List 
 
How do added sugars affect heart health?   
 
Sugars can be naturally occurring or added. Naturally occurring sugars are found in foods such as 
fruit and dairy. Added sugars are sugars and syrups put in foods during preparation, processing or 
at the table.  
 
Consuming higher levels of added sugar is associated with adverse health effects like excess 
abdominal fat, cancer, dental caries, type 2 diabetes, dyslipidemia, hypertension, and CV 
disease.4,33–35 A diet high in added sugar is considered 10–25% energy from sugar or 50–125 g 
sugar/day. Refer to Table 6 for a list of foods high in added sugar.  
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Table 6. Foods High in Added Sugar10,36   

Food Portion Size Added Sugar 

Frappuccino, vanilla 16 oz (473 mL) 69 g 

Energy drink 1 can (355 mL) 41 g 

Carbonated drink, cola 1 can (355 mL) 40 g 

Muffin, blueberry 1 medium (110 g) 35 g 

Fruit flavoured yogurt ¾ cup (175 mL) 23 g 

Fruit beverage ½ cup (125 mL) 18 g 

Ice cream ½ cup (125 mL) 15 g 

Granola ½ cup (125 mL) 14 g 

Instant oatmeal, flavoured ¾ cup (175 mL) 13 g 

Cookie, chocolate chip 1 cookie (40 g) 13 g 

Cereal, cold ~½ cup (30 g) 10 g 

Granola bar 1 bar (35 g) 9.5 g 
 
What are the recommendations for added sugar? 
 
Encourage patients to consume less than 5% energy from added sugar, and to not exceed 
10%.35,37 For example, a 2000-calorie diet would aim for less than 25 g/day added sugar and no 
more than 50 g/day.  
 
Considerations 
Patients living with diabetes: 
• For more information on added sugar and diabetes, refer to Nutrition Guidelines: Adult 

Diabetes and Adult Prediabetes.  
 
Is a restricted carbohydrate diet recommended for heart health? 
 
Consuming a moderately restricted carbohydrate diet is associated with improved HDL and 
reduced triglycerides in people with overweight or obesity.38 A moderately restricted carbohydrate 
diet is defined as <45% energy from carbohydrates. This would be less than 225 g 
carbohydrates/day on a 2000-calorie diet.38   
 
A very low carbohydrate diet (<10% carbohydrates, or <50 g/day), such as ketogenic diets, may 
result in a reduced intake of fibre and micronutrients.  
 
If a patient is following a restricted carbohydrate diet, a referral to an RD is recommended.  
 
For more information on restricted carbohydrate diets, refer to Nutrition Guideline: Restricted 
Carbohydrate Diet.  
  

https://albertahealthservices.ca/nutrition/Page15593.aspx
https://albertahealthservices.ca/nutrition/Page15593.aspx
https://albertahealthservices.ca/nutrition/Page15593.aspx
https://albertahealthservices.ca/nutrition/Page15593.aspx
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Fibre             Return to Key Questions List 
 
Is fibre important for heart health? 
 
A higher fibre intake is beneficial to heart health and associated with:  
• Improved triglycerides 
• Reduced total cholesterol and serum LDL 
• Reduced risk of heart disease, stroke, hypertension, diabetes, obesity, certain gastrointestinal 

disorders, all-cause mortality, and CV mortality 
 
How can patients eat more fibre? 
 
To lower CV risk, it is recommended to consume at least 30 g/day of fibre.1 When reading a label, 
aim for 4–5 g of fibre per serving (or 15% daily value) and choose fibre-rich foods at each meal. 
Fibre-rich foods include whole grains, fruit, vegetables, legumes, nuts, and seeds. 
 
Recommend patients: 
• Gradually increase their fibre each week to reduce the risk of gastrointestinal side effects.39  
• Try to include 5 g fibre daily more for 1 week before increasing fibre intake again.40  
 
How does soluble fibre help lower serum LDL? 
 
Sources of soluble fibre are those that dissolve in water and form a gel-like substance. Soluble 
fibre binds to bile acids. As fibre is not absorbed into the body and remains in the intestine, this 
soluble fibre brings the bile into the stool. This helps lower total cholesterol and LDL in individuals 
with and without dyslipidemia.3,40,41  
 
Individuals with and without dyslipidemia are recommended to consume 10 g soluble fibre each 
day to lower serum LDL.3,42 Examples of foods rich in soluble fibre include konjac noodles, bran 
cereal with psyllium, legumes, pears, dried figs, and ground flaxseed. 
 
Dietary Patterns          Return to Key Questions List 
 
What dietary patterns support heart health?   
 
Table 7 details the dietary patterns shown to improve CV outcomes such as increasing HDL, 
lowering LDL, and reducing CV risk.1,43–48  
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Table 7. Heart Health Dietary Patterns 
Dietary Pattern Description Effect on CV Risk 

Mediterranean 
Diet 

Emphasizes plant-based foods such as vegetables, 
beans, whole grains, fruits, nuts and seeds, and 
plant-based oils, especially olive oil.  
 
 

Reduces waist circumference, 
triglycerides, and blood 
pressure, and increases serum 
HDL.44,48 

 
Reduces major CV events 
including myocardial infarction, 
stroke and CV 
mortality.1,21,26,48,49  

Dietary 
Approaches to 
Stop 
Hypertension 
(DASH) 

Promotes vegetables, fruits, low-fat dairy products, 
whole grains, and plant-based proteins low in 
saturated fat.1,3,50  
 
Suggests reducing intake of added sugar and 
limiting sodium to 1500–2300 mg/day. 

The combination of lipid-
lowering and blood pressure 
management helps reduce CV 
risk.1 

Portfolio Diet A modified vegetarian diet that emphasizes 4 pillars 
of food, shown to improve CV risk on their own and 
in combination with each other.1,43,45,46,51,52  

• Nuts 
• Plant protein 
• Plant sterols 
• Soluble viscous fibre 

Each pillar lowers serum LDL 
by 5–10% on its own, and 
when combined and adhered 
to for one month, can lower 
LDL by 29% and reduce the 
Framingham Risk Score by 
25%.  

Nordic Diet Reflects foods consumed in Nordic countries. Diet is 
low in sodium, sugar, and saturated fat.47 
 
Emphasizes whole grains, temperate fruits, 
legumes, vegetables, canola oil, fatty fish, low-fat 
dairy products, nuts, soluble fibre, and plant-based 
protein.  

Improved serum lipids, blood 
pressure and inflammation.53 

 
Considerations 
Patients with chronic kidney disease (CKD): 
• Dietary patterns rich in vegetables and fruit, whole grains and beans and lentils are also high 

in potassium and phosphorus. The higher intake of foods rich in potassium and phosphorus 
may be contraindicated in patients with CKD.  

• For information on CKD and dietary patterns, refer to Nutrition Guideline: Renal.  
  

https://albertahealthservices.ca/nutrition/Page15593.aspx
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Antioxidant Rich Foods          Return to Key Questions List 
 
What are polyphenols and how do they improve heart health?   
 
Polyphenols are a large group of beneficial compounds found in plants. They include beta-
carotene, vitamin C, vitamin E, selenium, and flavonoids. See Table 8.  
 
Polyphenols may be referred to as antioxidants or having anti-inflammatory properties. 
Consuming foods high in polyphenols is known to help reduce oxidative stress, inflammation, and 
the formation of atherosclerotic plaque.3,10,39 

 
Table 8. Food Sources of Polyphenols 
Polyphenols Food Sources 

Beta-carotene • Sweet potatoes, carrots, pumpkin, apricots, red bell peppers, and other red, orange, 
and yellow vegetables and fruits 

Vitamin C • Citrus fruit, peppers, and strawberries 

Vitamin E • Nuts and seeds, wheat germ, avocado, and soy proteins 

Selenium • Brazil nuts, yeast extract spread (e.g., Marmite® and Vegemite®), turnips, tofu, eggs, 
mushrooms, and seafood 

Flavonoids • Cocoa,54 tea, grapes, red wine, and blueberries 
 
How do vegetables and fruits improve heart health?   
 
Vegetables and fruit improve heart health by providing nutrients that have antioxidant properties. 
Consuming five or more servings of brightly coloured vegetables and fruits each day is associated 
with:1,3,55,56  
• Reducing CV risk, including heart disease and stroke 
• Lowering blood pressure 
• Reducing CV mortality. Once intake exceeds 5 servings/day there is no further risk reduction 

observed. 
• Lowering triglycerides 

 
Alcohol             Return to Key Questions List 

 
Does alcohol affect heart health? 
 
Excessive alcohol consumption is a leading cause of chronic disease. The general 
recommendation for adults is to follow Canada’s Low Risk Alcohol Drinking Guidelines to 
minimize an individual’s overall health risk. 
 
For individuals at risk for CV disease that choose to consume alcohol, greater than 2 drinks/day is 
not recommended as it can elevate triglycerides, and the risk for pancreatitis is proportional to the 
amount of alcohol consumed.32,57,58 For patients with triglycerides above 5.5 mmol/L, it is 
recommended to avoid all alcohol.3 
  

https://www.ccsa.ca/sites/default/files/2020-07/2012-Canada-Low-Risk-Alcohol-Drinking-Guidelines-Brochure-en_0.pdf
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Considerations 
Red wine: 
• Wine is fermented alcohol that contains polyphenols (i.e. resveratrol). Resveratrol is known for 

its potential beneficial effects on serum lipids, inflammation, blood vessels, and blood 
pressure. Evidence for the positive effect of wine on CV health is limited and additional 
research is required to support recommendations.59 

• Refer to AHS Alcohol Information for Health Professionals for more information.  
 
Weight            Return to Key Questions List 
 
Does excess adipose tissue impact heart health? 
 
Obesity or carrying excess adipose tissue centrally (also referred to as central adiposity) is an 
independent risk factor for CV disease. For patients living with obesity or with central adiposity, 
weight loss of 5–10% from baseline weight and reducing waist circumference may improve the 
lipid profile and reduce CV event risk.  
 
Refer to Nutrition Guideline: Adult Obesity Care for more information.  
 
Physical Activity         Return to Key Questions List 
 
Is physical activity recommended for heart health? 
 
Regular activity is important for overall health and CV disease prevention.1,32 Moderate-intensity 
activity or higher is encouraged to help lower CV event risk and improve the lipid panel, see  
Table 9 for physical activity recommendations. Note that patients can accumulate time in  
10-minute bouts or more.1,32  
 
Table 9. Physical Activity Suggestions to Lower CV Risk and Specific Lipid Levels1,32 

Activity Lower CV Risk Lower LDL  Raise HDL Lower Triglycerides 

Aerobic activity 
(moderate to 
vigorous intensity) 

150 min weekly or 
30–60 min/day 

200–300 min/week 
or 30–60 min/day 

30–60 min/day 30–60 min/day 
Limit time without 
activity 
Exercise before 
higher fat meals 

Resistance training 
(muscle and bone-
strengthening 
activities) 

≥2 times weekly  ≥3 times 
weekly 

 

*Recommend patients consult with their physician or physiotherapist prior to beginning. 
  

https://www.albertahealthservices.ca/info/Page13468.aspx
https://albertahealthservices.ca/nutrition/Page15593.aspx
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Smoking Cessation         Return to Key Questions List 
 
Does smoking affect heart health? 
 
Smoking daily or occasionally is a risk factor for CV disease. Healthcare professionals are 
encouraged to assess patients’ use of tobacco products as they are a major risk of atherogenic 
CV disease.  
 
Smoking cessation reduces CV mortality and myocardial infarction by 50% or more in those with 
CV disease. Quitting smoking can raise HDL by 7–12%.1 Heart disease risk associated with 
smoking begins to decrease soon after cessation and may continue to decrease over time. The 
risk of atherosclerosis and blood clots related to smoking also declines over time following 
cessation. 
 
For smoking cessation supports for patients, visit www.albertaquits.ca  
 
Considerations           Return to Key Questions List 
 
What are other important considerations for patients with cardiovascular 
disease? 
 
Household Food Insecurity 
Household food insecurity (HFI) is defined as “an inadequate or insecure access to food because 
of financial constraints”;60 it impacts physical, mental and social well-being. Health professionals 
will encounter patients living in food-insecure households, due to the high prevalence of HFI 
among those accessing health care.61 
  
HFI is best addressed through income-based interventions.60,62,63 Those experiencing HFI have 
food preparation, budgeting, and cooking skills similar to the general population.64 Interventions 
focused on food skills do not protect people from, nor improve HFI.64 Emergency food programs 
(e.g. food banks) may provide temporary relief.65 However, these programs do not solve HFI and 
are inappropriate and/or inaccessible for many patients.65 
  
Health professionals can offer better support if they are aware when patients are worried about 
having enough money for food and are experiencing other challenges because of financial 
strain.66,67 Health professionals are encouraged to work with patients to develop interventions that 
are sensitive to financial strain. 
 
Key steps for health professionals include: 
• Learn about financial strain, how to screen patients for poverty, and the link between poverty 

and poorer health through the Identifying Financial Strain and Addressing Financial 
Barriers to Health Care Modules; available on MyLearningLink for AHS staff and on CLiC for 
Covenant Health staff.  

• Review the Nutrition Guideline: Household Food Insecurity for additional information on how 
to support patients experiencing HFI. 

• Assist patients in accessing available income supports. The provincial directory 211 
(ab.211.ca) can be used to identify financial benefits, programs, and services.   

http://www.albertaquits.ca/
https://albertahealthservices.ca/nutrition/Page8247.aspx
https://ab.211.ca/
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Resources           Return to Key Questions List 
 
Are there additional resources available for patients with cardiovascular 
disease? 
 
• Nutrition handouts are available for patients on a variety of topics to help support their learning 

needs and nutrition goals. Visit Nutrition Education Handouts for more information. 
 

Are there additional resources available for health professionals providing 
care for patients with cardiovascular disease? 
 
• Nutrition Guidelines are available on a variety of topics to help support health professionals 

provide consistent, evidence-based messaging. Visit Nutrition Education Handouts for more 
information.  

• For the Canadian Cardiovascular Society’s Guidelines and Position Statement, refer to CCS 
Guidelines and Position Statement.  

• For detailed information on the Canadian National Guidelines for Hypertension, refer to 
Hypertension Canada 2018 Guidelines. 
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