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ABSTRACT Prevalence of cardiac diseases is on the rise and is at alarming rate in the Indian subcontinent. Diet, life-
style factors and stress are the cardinal factors in the aetio- pathogenesis of coronary diseases. Other important risk
factors are history of smoking, high BP, increased cholesterol level, diabetes and atherosclerosis, abdominal obesity,
high triglycerides, insulin resistance, increased homocysteine level in blood and increase in fibrinogen with defects in
fibrinolysis. Inter-population differences exist in both the diet and in the socio-cultural factors within and outside the
Indian subcontinent. The dietary pattern, eating and method of cooking vary in different parts of India. Currently,
there is much controversy over the best balance in carbohydrates, fats, and protein. Although dietary approaches
differ in important aspects, they have some recommendations in common: everyone puts much stress in the value
of fiber-rich whole grains, legumes, and fresh fruits and vegetables, and when fats are recommended, they are mainly
monounsaturated and polyunsaturated. Weight control and exercise are essential components of any diet program.
Reduction of al kinds of stress through stress reduction programmes is beneficial. A combined approach will play a

rich dividend in control of cardiac diseases.

INTRODUCTION

Diet has important role to play in Indians as
they are prone to cardiac diseases particularly
atherosclerosis related ischaemic episodes.
Available data suggest that diet is one of the
main culprits; other important ones are life-style
and stress. The dietary pattern, eating and
methods of cooking vary in different partsof India
(Ramaiyaet al. 1990). Bhatia (1995) have shown
that the important risk factors of Coronary
Vascular Disease (CVD) are smoking, high BP,
cholesterol level and diabetes. Although there
arenow newer risk factorslike abdominal obesity,
high triglycerides, insulin resistance, homo-
cysteine level in blood, increase in fibrinogen
(Padmavathi 2002). Cholesterol phantomin mid-
seventies (Rahgja et al 1970) in Indian kitchen
leads to increased consumption of omega-6 fatty
acids in the form of sunflower oil, saffler oil or
kardi oil etc. and it caused increasein omega-6 to
omega- 3ratiosfrom4: 1toeven 16: 1 (Mitraand
Bhattacharya 2006). As a result, alteration of
viscosity and rheologic properties of blood was
being eventuated (Chow 1992). Dietinrural India
contains about 80% of carbohydrates and is
diabetogenic in nature and increases insulin
resistance (Mitra and Bhattacharya 2005).
Contrary to thefindings of Ghafoarunissa (1996),
Mitra and Bhattacharya (2006) concluded that
fat intakes in the diet did not depend on income
in rura sectors. Diet has a profound role in the

control of insulin resistance syndrome and
particularly in Coronary artery disease (Rahejaet
al. 1970; Sanderset a. 1985; Ghafoarunissa1996;
Luscombeet d. 2002; Mitraand Bhattacharya2005
and 2006). Mitra and Bhattacharya (2007) found
whilerura diet isdiabetogenic in nature, increase
in protein content in the diet was easier to comply
and more satiating. It caused reduction of abdo-
minal fatinmales. Thiscorroborateswith the obser-
vations of Luscombe et al. (2002). Ghafoarunissa
(1996) observed thatin Indian rural diet, fat intake,
particularly intake of omega-3 fatty acidislow and
intake of fat is directly proportional to income.
Sanders et a. (1985) showed that with alow fat
intake the difference in effects of omega-3 and
omega-6 fatty acidsare marginal. Hence, the view
expressed by Sanders et a. was contrary to the
view expressed by Rahgaet d. (1970). Ornish (1996)
had advocated that a low fat diet is beneficia for
health but it has the disadvantage of low HDL
level in blood. Hence, adiet with adequate fat and
with omega-3 and omega-6 fatty acidsis good for
health. It was observed that vegetarian diet has a
role in reducing the incidence of Coronary artery
disease (Burdem et a. 1978; Burr and Sweetman
1982; Ernst et al. 1986; Fisher et al. 1986).

Prevalenceof Coronary Artery Disease
The prevalence of coronary heart disease

increased from 1.05%1in 196010 9.67%in 1995in
urban populations. In rural areas, the prevalence
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increased from 2.03% in 1974 to 3.7% in 1995
(Guptaet al. 2006). Asdescribed in Table 1 (Age
distribution of prevalence rate of heart diseases
in India, 1994 per 100,000 population), in urban
areas there was a significant increase in the
prevalence of coronary heart diseasein meninthe
agegroups20-29 and 30-39 yearsand inwomenin
the age groups 20-29, 30-39 and 40-49 years. In
rurd areastheincreasein menwasintheagegroups
20-29 and 30-39 years (Gupta and Gupta 1996).
Most of the studies on the coronary heart diseases
(CHD) in India have been community-based
studies. The largest study that has looked into the
prevalence of CHD is by Chaddha et d. (1990)
among 13,500 urban dwellersin Delhi. Theestimated
prevalence rate was around 9.7 per cent, and the
estimateswere based on clinica and ECG criteria
Reddy and Yusuf (1998), based on a cross-
sectional survey of urban Delhi, found that a
higher prevalence of CHD inthe urban samplewas
associated with higher levels of body massindex,
blood pressure, fasting blood lipids (total
cholesterol, ratio of total cholesterol to High
Density Lipoprotein cholesterol or HDL, serum
triglycerides), and fasting blood sugar levels.

Table 1: Age distribution of prevalence rate of heart
diseases in India, 1994 (per 100,000) population
(Gupta and Gupta 1996)

States 0-4 5-14 15-44 45-59 60+
India 1 2 27 81 432
Andhra 0 1 31 71 493
Pradesh
Bihar 0 0 0 0 0
Gujarat 0 0 43 98 650
Haryana 0 3 33 78 260
Karnataka 0 7 38 87 487
Kerala 20 5 35 163 1074
Maharashtra 0 0 23 75 305
Punjab 0 2 51 117 642
Rajastan 9 5 18 66 183
Tamil Nadu 4 0 51 93 967

Gupta and Gupta (1996) and Ramachandran
et a. (2001) found that individuals with lower
levelsof income or education are at higher risk of
coronary heart disease, suggesting that in some
population groups at South Asia, prevalence
followed a pattern seen with advanced epidemics
in developed countries and the observed shift is
from the rich countries to the poor countries.

Epidemiological studies on Coronary
Diseasesin Indiabegin asearly asthe 1960s, and
continuing the date. However, with afew excep-
tions, these studies are small and region-specific
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studies, and do not have acountry level anaysis.
Also, many of these studies have looked into
specific components of Coronary Diseases or at
risk factors like hypertension, cholesterol or
diabetes.

TheAmerican Heart Associ ation estimated the
economic costs of Coronary Vascular Diseases
(CVD) intheUnited Statesin 2001 at $298.2 hillion.
Thisincludes health expenditures (the direct costs
incurred by CVD — services provided by doctors
and other health professionals, hospital and
nursing home costs, medications, home health
expenses, and other medical durables), estimated
at $182 hillion, and lost productivity from CVD
morbidity and mortality (the indirect costs of the
disease), estimated at $116 billion. The mean
expenditures on diabetes, diseases of the heart
and blood pressure in India were Rs. 5,484, Rs
9,180 and Rs. 2,736 respectively for 1985-86. The
mean expenditurefor all chronicillnesseswasRs.
5,414. For heart failure under acute illness, the
mean expenditure was Rs. 502, which was much
higher than the mean expenditure for all acute
illnesses, Rs. 134 (Guptaet a. 2006). The goalsof
aheart-healthy diet areto provide foodsthat help
to obtain or maintain healthy cholesterol and lipid
levels to reduce overall levels and low-density
lipoproteins (LDL) and to increase high-density
lipoproteins (HDL). Reduction of lipids such as
triglyceridesand L p(a) lipoproteinsareimportant.
Any such diet should also help to keep blood
pressure under control.

GENERAL RECOMMENDATIONS
FOR FAT INTAKE

The liver manufactures about two-thirds of
cholesterol in the body. All fats found in foods
are made up of a mixture of monounsaturated,
polyunsaturated, and saturated fatty acids, one
type usually predominates (Singh et al. 2002). In
addition, there are three chemical subgroups of
polyunsaturated fatty acids. omega-3, omega-6,
and omega-9 fatty acids. Trans-fatty acids are
products of food processing rather than naturally
occurring fats. Omega-3 fatty acids are also
known as alpha-linolenic acid (sources include
flaxseed, canolaoil, soybeans, olive oil, many nuts
and seeds). Its active metabolites are docosa-
hexaenoic and eicosapentaenoic acids. Studies
have indicated that vegetable oils containing
alpha-linolenic acidsreducetriglyceridesand are
heart protective (Chow 1992), although fish ails,
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which contain docosahexaenoic and eicosapen-
taenoic acids, do not have much triglyceride
lowering effect. Mitra (2007) had found that flax
oil isabetter omega-3 health substitute than fish
oil. Further, flax oil inducesbeneficial changesin
dydipidaemiaby reducing LDL and VLDL levels
(Nestel et a. 1997). Omega-6 fatty acids are also
named as linoleic or linolic acid (sources are
canola, flaxseed, corn, and soybean oil). Many
hydrogenated fats are made from ails rich in
omega-6 fatty acids. Source of Omega-9fatty acids
isoliveoil but it can also be Synthesized in vivo.

Majority of workers advise limiting intake of
saturated fats (found in animal products) and
trans-fatty acids (found in commercial baked
goodsand fast foods). Other fatty acids, however,
may offer benefits. Some recommends maintain-
ing arelatively high intake of monounsaturated
and polyunsaturated fats (about 32% of calorie
intake), with saturated fats representing no more
than 8% while othersbelieve that avery trim diet
20% fat with asllittle as 4% saturated fat is ideal
(Ornish 1996). Mitraet a. (2006) found that diet
very rich in carbohydrate is diabetogenic and
atherogenic in nature in sedentary people who
do not perform regular exercises. However, the
health dangersof adiet highin saturated or trans-
fatty acids should not be underestimated (Mitra
2007). Saturated fats are found predominantly in
animal products, including meat and dairy pro-
ducts. However, the countries with the highest
palm-ail intake, Thailand, Malaysia, Costa Rica
etc. also have much lower heart disease rates and
cholesterol levels than Western nations (Ebong
etal. 1999; Enig 2006).

Trans-fatty acids are also dangerous for the
heart, and in addition, they may pose a risk for
certain cancers. Hydrogenation process chemi-
cally converts polyunsaturated fats into trans-
fatty acids. These partially hydrogenated fats are
even worse than saturated fats because they both
increase LDL and reduce HDL cholesterol levels
(OComen et a. 2001). A study with nursesreported
that when total fat consumption was 46% of total
caloric intake there was no greater risk in general
for a heart attack than did those for whom fat
represented 30% of cal ories consumed. However,
those whose diets were high in trans-fatty acids
had a53% increased risk for heart attack compared
to those who consumed the least of trans-fatty
acids(Oh et al. 2005). Hydrogenated fatsare used
in stick margarine, vanaspati, and in many fast
foods and baked products; including most
commercially produced white breads.
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Beneficial Fatsand Qils: It should be noted
that some fat is essential for health and fat is
essential for healthy development in children.
Public attention has mainly focused on the
possible benefits or hazards of monounsaturated
and polyunsaturated fats. Polyunsaturated fats
are found in safflower, sunflower, corn,
cottonseed oils, and fish, while monounsaturated
fatsaremostly present in olive, canola, and peanut
oils and in most nuts.

Early studiesindicated that monounsaturated
fats hel ped to maintain healthy HDL levelswhile
polyunsaturated fats reduced them. Subsequent
studies, however, have found little difference
between the effects of either fat on cholesterol
levels. Itisalso not entirely clear that the positive
effects of monounsaturated fats on HDL levels
actually protect against coronary artery disease
although they may protect against stroke. A high
intake of monounsaturated fats increased the
levels of very low-density lipoproteins (VLDL)
(Curbet . 2000; Sujataet al. 2001).

In a healthy balance, al of these fatty acids
are essentia to life. Omega-6 is associated with
increased production of compounds called
eicosanoids, which enhance tumor growth in
animals (Black et al. 2008). Both omega-3 and
omega-9 fatty acids contain chemicalsthat block
these eicosanoids. Current Western diet contains
anunhealthy ratio 16: 1 of omega-6 to omega-3 of
fatty acids.

Fat Substitute: Fat substitutes added to
commercia foodsor usedin baking, deliver some
of the desirable qualities of fat, but do not add as
many calories. Some common replacers are
cellulose gel Avicel, Carrageenan (made from
seaweed), Guar Gum, and Gum Arabic, and are
generally recognized as safe. New, synthetic fat
substitutes are now available, but little is known
about their long-term effects. Olestra (Olean)
passes through the body without leaving behind
any caloriesfrom fat. But, even small amounts of
olestra deplete the body of certain vitamins and
nutrientsthat areimportant for protection against
cancer (Cheskin et al. 1998). The FDA requires
that the missing vitamins be added back to olestra
products, but not other nutrients. Plant
substances known as sterols reduce cholesterol.
A sterol called sitostanal, aso called stanal, has
been added to canola to produce a margarine
called Benecol. It reduced LDL by an average of
24%. Fat substitutes derived from beta-glucan,
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the soluble fiber found in oats and barley has
shown health benefits beyond reducing calories
and replace hydrogenated or saturated fats
(Borchersetal. 2004).

COMPLEX CARBOHYDRATESAND FIBER

Foodsthat are high in complex carbohydrates
and fiber are as important as reducing harmful
fatsin maintaining a healthy diet.

Fresh Fruits and Vegetables: Regular con-
sumption of fresh fruit and raw vegetables
reduces deaths from stroke and coronary artery
disease, lower blood pressure, and may be
protective against certain cancers due to phyto-
chemicalssuch asflavonoids, sterols, phenal, and
sulfur-containing compounds in fruits and
vegetables. In addition, fruitsand vegetablesalso
provide fiber. Flavonoids, found in red wine,
onions, fruits like jamun, mango and apples,
protect against damage done by cholesterol and
prevent blood clots. AlImost al berries are potent
antioxidants. A chemical in garlic called S-allyl
cysteine produces cholesterol-lowering effect.
Another recent study reported that heating garlic
blocks its health-protective effects. By allowing
crushed fresh garlic to stand 10 minutes before
heating, however, S-allyl cystein and other
beneficial chemicalsare released and are not lost
when the garlic is cooked (Harunobu et al. 2001;
Banerjeeand Maulik 2002).

WholeGrains, Nuts, and Fiber: Fiberisfound
only in plants, particularly vegetables, fruits,
whole grains, nuts, and legumes (beans and
peas), and offer other health benefits as well.
Soluble fiber (found in nuts, oat bran, beans and
other legumes, barley, prunes, and various fruits
and vegetables) isparticularly useful for lowering
cholesterol levels, possibly because it removes
bileacidsfrom theintestine. Fat inthediet reduce
LDL and total cholesterol. Mitra et al. (2007)
reported reduction of fasting blood sugar and
insulin resistance in diabetics with increase in
solublefibre content in diet. Fibrein diet reduces
incidence of coronary vascular disease and
atherosclerosis. Fiber also helpsweight reduction
and fights cancer (Macrae et a. 1993).

Soluble fiber also improves blood glucose
levelsand appearsto reduce blood pressure. Oats
may be aparticularly beneficial source of soluble
fiber. Researches found that, women who had six
to 11 servings of wholegrainsaday reduced their
risk of heart disease by a third. Insoluble fiber

(found in rye, wheat bran, whole grains, seeds,
and fruit and vegetable peels) may also reduce
fat absorption and even aid in weight reduction.
Some studies have singled out nuts, which
contain omega-3 fatty acids and fiber, as being
particularly beneficial for the heart by lowering
LDL and total cholesterol without increasing
triglycerides (Dasand Mitra 2007).

People who increase their levels of soluble
fiber should also increase water and fluid intake.
It is best to obtain dietary fiber, soluble or
insoluble, in foods. Gas and bloating often
accompany ahigh-fiber diet (Mitraet a. 2007).

PROTEIN

Fish: A number of studies have reported that
eating fish or shellfish at least once aweek reduces
the risk of sudden death from dangerous heart-
rhythm abnormalities by morethan onehalf. Qily
fish, such assalmon, halibut, swordfish, and tuna,
appear to be particularly beneficial. (Studies of
peoplewho takefish oil supplements, which contain
omega-3fatty acids, havefound no similar benefits,
indicating that fish contain other protective
substances). It is being found that eating fish
reduces triglycerides and Lipoprotein (a). Eating
fish also appears to protect the nervous system
and may reducerisksfor other disorders, including
rheumatoid arthritis, asthma, ul cerative colitis, and
some types of cancers. At this time, most studies
indicate that eating moderate amounts (one or two
servings weekly) of fish offers the most benefits
(Lands1989; Davigluset a. 1997).

Soy: Soyisanexcelentfood. Itisrichinboth
soluble and insoluble fiber, omega-3 fatty acids,
and provides all essential proteins. Soybeans
also contain natural estrogens called phyto-
estrogens, which may have effectson lipid levels
and also serve as antioxidants. Mitra and
Bhattacharya (2006) found that with taking of soy
(20g/day) LDL wasreduced by 18%, triglycerides
by 22%, and HDL increased by 2%. It was
reported by a group of Japanese workers that the
lowest cholesterol levels are found in those with
the highest soy intake. For people with heart
disease, at least 25 grams of soy products each
day is recommended (Friedman and Brandon
2001; Mitraand Bhattacharya 2006).

Meat: The fat content of meat varies depen-
ding on the type and cut. It is best to eat skinless
chicken or turkey and the leanest cuts of pork
and is comparable to chicken in calories, fat, and
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cholesterol levels. It isbest to avoid beef. In case
of red meat, the select grade hasthe least fat, and
prime grade the most (Kinnucan et al. 1997).

Sodium

Diets high in salt accelerate the increases in
blood pressure that occur as people age. Most
(about 75%) of the salt in people’s diets comes
from processed or commercial foods; the benefits
of table-salt substitutes are likely to be very
modest. Potassium in the diet is beneficial in
controlling blood pressure while zinc in the diet
helps in reduction of LDL and VLDL in
dydlipidaemia(Mitraet a. 2006).

Sugar

Sugar adds calories and increases blood
glucoselevelsquickly. Sugar wasarisk factor for
heart disease, possibly because sugar fuels
obesity, which boosts very low-density
lipoproteins and triglycerides that are dangerous
for the heart (Macrae et a. 1993).

Dietary Cholesterol

Cholesterol is found only in animal tissues,
with high amounts occurring in meat, dairy
products, egg yolks, and shellfish. American Heart
Association recommends 300 mg of cholesterol
per day. Reducing dietary cholesterol intake by
100 mg/day would only produce a 1% decrease
in cholesterol levels. Avoiding foods high in
cholesterol will also not make much of adent in
high LDL levels. Certain people with high
cholesterol, who ate eggs regularly, experienced
lower LDL levels and even amodest increase in
HDL ; people with high triglycerides appeared to
fare badly. When cholesterol contained in food
is heated, it becomes oxidized and accelerates
atherosclerosis (Ornish 1996).

VITAMINSAND SUPPLEMENTS

Antioxidant Properties. Currently, many
researchers are studying vitamins C, E, A, and
other nutrientsfor their role asantioxidants, which
are scavengersof particlesknown as oxygen-free
radicals. These unstable particlesare by-products
of many of the body’snormal chemical processes
and are increased by smoking, environmental
toxins, and stress. They can damage cell mem-
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branes and interact with genetic material, contri-
buting to the development of a number of
disorders including cancer and heart disease.

Vitamin E: It may help prevent blood clots
and coronary artery disease — two magjor factors
in heart attacks. However, actual evidence of its
beneficial effects on the heart is uncertain.
Positive results in patients who consumed high
amounts of vitamin E may have been due to a
generaly healthy diet that contained a team of
healthy nutrients, including vitamin E. Reco-
mmended dose is 65 to 260 mg (100to 400 IU) a
day. High doses of vitamin E may increase the
risk for hemorrhagic stroke, although the risk is
very small. Women whose diets were rich in
vitamin E had lower LDL levels, but those who
took supplementsdid not (Suzukawaet al. 1998).

Vitamin C: Evidence for the heart-protective
value of vitamin C, has been even more incon-
clusive. Some studies have found some benefits
against stroke, but not heart disease. It has
properties that might improve the elasticity in
blood vessels. Vitamin-C deficiencies are associa-
ted with ahigher incidence of angina, heart attack,
and death from heart-rel ated disorders (Padayatty
and L evine 2000). However, such findings do not
provethat taking extravitamin C protects patients
against these conditions. Vitamin C may acts as
pro-oxidant in high doses.

B Vitamins: Niacin is currently used for
lowering both LDL-cholesterol and triglyceride
levelsandforraisngHDL levels. VitaminsB6, B12,
andfolicacid areimportantinelevated blood levels
of homocysteine, a possible factor in coronary
artery disease (Igbal et a. 2005). Howevey, itisnot
documented that B vitamin supplements will
actually reduce the risk of cardiovascular disease.

Other Supplements. Magnesium reducesthe
bad cholesterols (Rosanoff and Seelig 2004) and
the arterial pressure, and suitable amounts of this
mineral are important to prevent the excess of
calciuminthearteries, that can cause ahardening
of endothelium. Calcium obtained from foodsthat
did not contain fat reduces infarct occurrence.
Chromium, present in the peanuts, cereals and
peas, increasesthelevelsof HDL (Carlson 2006).
The supplements of L-Arginine can prevent the
atherosclerosis in the people with elevated
cholesterol, but moreclinical testsarerequired to
assureit (Macrae et al. 1993).

ALCOHOL, CAFFEINE AND CHOCOLATE

Alcohol: Wine increases HDL levels and
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protect against heart disease and possibly stroke
(Cordovaet a. 2005). However, in patients who
had experienced heart attacks, wine consumption
was associated not only with higher HDL levels,
but also with higher LDL and triglyceride levels.
Pregnant women or those at risk for acohol abuse
should not drink alcohol. Even moderate drinking
increases the risk of breast cancer in women.

Caffeine: Tea, although it contains caffeine,
also has folic acid, which reduces homocysteine
levels, apossible factor in coronary artery disease
(Olthof et al. 2001). Black tea also contains
flavonoids and other substances that offer
protection against damaging forms of LDL and a
lower incidence in heart attacks in tea drinkers
compared with non-tea drinkers. Coffee did not
appear to have any affect one way or the other,
although drinking coffee increases excretion of
calcium, whichisimportant for bonesand possibly
for heart hedlth. Studies arefinding that unfiltered
coffee contains an alcohol called cafestol, which
canraise cholesterol levels. However, ahigh level
of homocysteineisfound in peoplewho drink many
cups of coffee per day. On the other hand, coffee,
likered wine, contains phenol, which helps prevent
oxidation of LDL cholesterol. Thereisno evidence
that drinking coffee increases the risk for heart
disease, although teaiis the better caffeine choice.

Chocolate: Chocolate contains stearic acid,
which may lower LDL. Food containing
chocolate, however, also contains sugar and fat,
so it is not recommended for prevention.

OTHER LIFESTYLE CHANGESWITH A
HEART-HEALTHY DIET

Obesity and Weight Gain: Spectrum of insulin
resistance includes obesity, dyslipidaemia,
atherosclerosis and coronary or cerebro-vascular
diseases, type 2 diabetes and hypertension.
Obesity isassociated with risein total cholesterol
and triglyceridelevelsand lower HDL levels.

Exercise: Dietary changes improve choles-
terol levelsonly when an aerobic exercise program
isalsoincluded. In addition to having abeneficial
effect on cholesterol, exerciseiscritical to main-
taining a healthy heart; it helps keep weight off
and lowers the heart rate and blood pressure.
People who maintain an active lifestyle have a
45% lower risk of developing coronary heart
disease than do sedentary people. Regular
aerobic exercises like brisk walking, jogging,
swimming, biking, aerobic dance etc are the best

forms of exercise for lowering LDL and raising
HDL levels. It may take up to ayear of sustained
exercise for HDL levels to show significant
improvement. Mitra and Bhattacharya (2007)
found that routine of brisk walksfor an hour at a
speed of 6 km/hour isbetter for reduction of blood
sugar and bad cholesterols (LDL and VLDL) and
improve in good cholesterol (HDL). Resis-tance
(weight) training offers acomplementary benefit
by reducing LDL levels. After a high-fat meal,
triglycerides can be lowered either with asingle,
prolonged (about 90 minutes) aerobic session or
by several shorter sessions during the day
(Stefanick et al. 1998). Active yoga or breathing
exercisesasapart of exercise programme reduces
stress of al kinds and different stress relieving
procedures are in practice and recorded even in
ancient Indian literatures.

DIFFERENT TYPE OF DIETS
RECOMMENDED

Currently, there is much controversy over the
best balance of carbohydrates, fats, and protein.
The three major cholesterol reduction diets are
the following: the Step 1 and Step 2 diets reco-
mmended by the American Heart A ssociation; the
Mediterranean Diet; and very low-fat diets, such
as the Ornish Program (Nutrition: An ocean of
options 1997; How much can diet lower
cholesteral, 1997). Someexpertsbeievethat either
the Step 1 or the Mediterranean diet is probably
adequate for people with no coronary artery
disease and normal LDL levels (<160 mg/dl) and
for those with low LDL levels (<130 mg/dl) with
only one or two risk factors for heart disease,
such aslow HDL levels and smoking. For those
with higher cholesterol levels, the Step 2, Ornish,
or Mediterranean diets may be effective depend-
ing on individual conditions. In general, most
patients find it difficult to comply even with fat
restrictions recommended under the Step 2 diet,
which calls for fat intake being 20% of daily
calories. The Ornish programisfar stricter. It was
reported that restricting fat intake to only 26% of
calories reduced LDL levels as effectively as
restricting fat intaketo 18%. Consuming morefats
(46% of their calories) had no greater risk, in
general, for heart disease than those who ate less
(29%). However, consuming trans-fatty acids had
more than double the risk of a heart attack
compared to those whose diets were low in this
dangerous fat. The type of fat is more important
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than theamount (Mitraet a. 2007). Low-fat diets,
in fact, have recently been associated with a
higher risk for stroke. The Mediterranean diet has
great appeal, then, because of the foods allowed,
including olive oil and wine. It significantly
reduced therisk for asecond heart attack after an
average of four years compared to aconservative
Western diet. Of great concern with the
Mediterranean diet, however, istherisk for weight
gain, and itisrecommended only for people who
are reasonably lean. A fourth heart-healthy diet
is called the Dietary Approaches to Stop
Hypertension (DASH) diet, which has been
designed specifically to hel p peoplereduce blood
pressure (Ornish 1996).

Fat-restrictive diets may even be harmful.
Some have reported that high-carbohydrate and
low-fat dietscan reduce HDL levelsand increase
blood sugar and triglyceride levels. Very low-fat
diets may also increase therisk for stroke. Many
people who reduce their fat intake may also not
consume enough of the basic nutrients, including
vitamins A and E, folic acid, calcium, iron, and
zinc (Davigluset a. 1997). Peopleonlow fat diets
should consume awide variety of foods and take
amultivitamin if appropriate. Still, low-fat diets
that is high in fiber, whole grains, legumes, and
fresh produce offer health advantagesin addition
to their effects on cholesterol. They are effective
in keeping weight off and they protect against
high blood pressure and possibly against certain
cancers.

CONCLUSON

Therich cultural reservoir of traditional Indian
medicineis supported by diverse cultural sources,
which have to be evaluated fully. It representsthe
people. The popular therapeutic habits and
successes have to be retrieved and validated in
order to use thisinformation to develop new cost-
effective, safe and efficacious system of medicines.
A national congress on traditional sciences and
technologies of India during 1993 was organized
specifically to comprehend and evaluate our
traditions in diverse domains of knowledge and
practice. This was considered an important issue
in our developmental efforts at the grass-root
levels, asmany of theseliving traditions till have
the potential to contribute to the physical well
being of our people. Inter-population differences
exist in both diet and the socio-cultural factors
both within and outside the Indian subcontinent.
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Although dietary approaches differ in
important aspects, they have some recommen-
dationsincommon: al stressintheva ue of fiber-
rich whole grains, legumes, and fresh fruits and
vegetables, and when fats are recommended, they
are monounsaturated and polyunsaturated.
Weight control and exercise are essential
companions of any diet program. Reduction of
all kinds of stress through stress reduction
programmes is beneficial. A combined approach
will play arich dividend in control of cardiac
diseases.
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