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Abstract: The 2019 revised version of Canada’s Food Guide (CFG) recommends limiting the
consumption of processed foods that are high in saturated fatty acids (SFA). Yet, the contributions of
each CFG group to the total SFA intake of Canadians are not specifically known. The objectives of this
study were to quantify the total SFA intake of Canadians, determine the sources of SFA consumed by
Canadian adults, and identify potential differences in these sources. A nation representative sample
from the Canadian Community Health Survey (CCHS – Nutrition 2015) was used for these analyses.
Dietary intakes were measured using a single 24-h recall. Food sources of SFA were classified
according to the revised 2019 CFG categories. We have also examined the contribution of foods not
included in these three categories to total SFA intake. Among Canadian adults, total SFA contributed
to 10.4 ± 0.1% (SE) of total energy intake (E). The “Protein foods” (47.7 ± 0.5% with 23.2 ± 0.4% from
milk and alternatives and 24.5 ± 0.4% from meats and alternatives) and “All other foods” (44.2 ± 0.5%)
categories were the main sources of total SFA intake. Few differences in SFA sources were identified
between sexes, age groups, education levels, and body mass index (BMI) categories. These data show
that the mean SFA consumption is greater than the 10% E cut-off previously proposed in Canada.
Future studies should examine which food substitution is most likely to contribute to a greater
reduction in SFA intake at the population level.
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1. Introduction

Dietary saturated fatty acids (SFA) increase low-density lipoprotein (LDL) cholesterol (LDL-C)
when compared with carbohydrates and polyunsaturated fats [1]. Accordingly, the replacement of SFA
by polyunsaturated fats reduces the risk of cardiovascular diseases (CVD) [1,2]. However, many studies
emphasize that the association between SFA and CVD risk may depend on its dietary source [3–5].
For example, the intake of SFA from dairy products such as cheese and milk showed no association
with the risk of CVD, while the intake of SFA from meats was positively associated with the risk of
CVD [4,5]. Nonetheless, the 2019 revised version of Canada’s Food Guide (CFG) recommends limited
intakes of all foods high in SFA, sodium, and sugars [6]. Additionally, Canada’s dietary guidelines
recommend that foods containing mostly unsaturated fatty acids replace foods that contain mostly
SFA, irrespective of the food source [6]. Since SFA is a nutrient of public health interest, it is important
to quantify SFA intake in Canada and identify the predominant food sources of SFA within the new
CFG 2019 categories in the Canadian diet, which are currently unknown.

Therefore, the objectives of this study were to quantify the SFA intakes of Canadian adults,
determine the sources of SFA consumed by Canadian adults, and identify how these vary according to
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various sociodemographic characteristics and body weight status. We hypothesized that the mean SFA
intake of Canadian adults is above current recommendations, and that foods not included in any of the
three new CFG categories are the most important contributors to SFA consumption in Canadian adults.
We also hypothesized that men consume more SFA from protein foods than women, that body weight
is positively associated with total SFA intake, and that age is inversely associated with the proportion
of SFA from foods not included in the CFG categories.

2. Materials and Methods

2.1. Study Population

Data from the nutrition component of the 2015 Canadian Community Health Survey (CCHS
Nutrition) was used for this study. The CCHS Nutrition is a sample survey with a cross-sectional
design providing information on the eating habits and dietary intakes of Canadians aged 1 year old and
over living in the 10 Canadian provinces. People living on reserves and other Aboriginal settlements,
full-time members of the Canadian Forces, and institutionalized individuals were excluded from
the survey’s coverage. The sampling method, based on age, sex, geography, and socioeconomic
status was designed in order to generate a sample representative of the Canadian population. For the
present analyses, only Canadian adults were included (i.e., individuals of <19 years or >70 years
were excluded). Weight status was qualified according to body mass index (BMI). The present study
objectives were pre-specified in contract #17-SSH-LAVAL-5405 with Statistics Canada.

2.2. Dietary Data Collection

Dietary data were obtained using a single computer-assisted 24-h recall administered by trained
interviewers using the Automated Multiple-Pass Method (AMPM) [7]. The AMPM consists of five
steps: a quick list of foods easily remembered by the respondent, a list of nine categories of foods often
forgotten by respondents (e.g., beverages, sweets, and snacks), time and occasion of consumption
of foods consumed at the same time, details on each food consumed and where it was consumed,
and a final probe to make sure no foods were forgotten [7]. Energy and nutrient intakes were derived
from the Canadian Nutrient File (CNF—2015 version). The CNF was representative of foods available
on the market at the time of the survey [8].

SFA food sources were classified according to the new 2019 CFG categories: (1) vegetables and
fruits (excluding fruit and/or vegetable juices), (2) whole grain foods (excluding refined grains), and (3)
protein foods, which include the previous CFG categories meats and alternatives and milk and alternatives.
The contribution to total SFA intake of “All other foods”, i.e., all foods not included in the three new
food categories of the CFG such as fruit juices, refined grains, and salty snacks, was also examined.

2.3. Statistical Analyses

All the analyses were undertaken using survey-specific procedures to account for the CCHS
Nutrition design and balanced repeated replication (BRR) for variance estimation. The sampling
weights and 500 bootstrap weights provided by Statistics Canada were used to achieve the
representativeness of the study sample. Thus, the results presented here are representative of
the entire adult Canadian population aged 19 to 70 years with exclusion of the aforementioned
groups. Means, medians, and variances of continuous variables were obtained using PROC
SURVEYMEANS. Proportions/variances of categorical variables were computed using PROC
SURVEYFREQ. Potential differences among sociodemographic characteristics and weight statuses
were assessed using general linear models in PROC SURVEYREG with Tukey–Kramer adjustment for
multiple comparisons when appropriate. SAS (v. 9.4) was used for all the analyses. p-values lower
than 0.05 were considered statistically significant.
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3. Results

3.1. CCHS Sample

The mean age (±SE) of the sample used for analyses was 45.0 ± 0.3 years, with 50.2% of
respondents being female and 48.3% having a household income greater than $80,000/year. The sample
was evenly distributed among education levels, with 33.9% having a high school diploma or no
diploma, 31.0% having a CEGEP, college, or trade school certificate, and 34.4% with a University degree.
CEGEP is a pre-university and technical college institution that is specific to the Province of Quebec.
Over one-third (39.3%) of Canadian adults were in the normal weight category (BMI <25 kg/m2), 34.1%
were overweight (BMI 25–30 kg/m2), and 26.6% were obese (BMI >30 kg/m2).

3.2. Saturated Fatty Acids Consumption

SFA contributed to 10.4% of total energy intake (E) among Canadian adults in 2015 (Table 1).
No difference was found between sexes and age groups. Compared with normal-weight individuals,
adults with obesity consumed slightly more SFA (+0.6%E, p = 0.05). Canadians with a CEGEP, college,
or trade certificate consumed more SFA than Canadians with a high school diploma or no diploma,
or with a University degree (10.8% E versus 10.2% E and 10.2% E, respectively; p = 0.005 and p = 0.003,
respectively). There were only small differences in total SFA consumption among the 10 Canadian
provinces (Table 1).

Table 1. Saturated fatty acids (SFA) consumption in all Canadian adults and according to sex, age group,
education level, body mass index, and province of residence.

% of Total Energy
Intake ‡

95% CI p-value *

Canadian adults 10.4 10.2 10.5 –

Sex 0.49
Women 10.4 10.2 10.6

Men 10.3 10.1 10.5

Age 0.05
19–30 years 10.6 10.2 10.9
31–50 years 10.5 10.2 10.7
51–70 years 10.2 10.0 10.4

Body mass index 0.07
Normal 10.3 10.0 10.5

Overweight 10.4 10.1 10.7
Obesity 10.8 10.4 11.2

Education level 0.002
High School/No diploma 10.2 a 10.0 10.4

CEGEP †/Trade
certificate/college 10.8 b 10.6 11.1

University 10.2 a 9.9 10.4
Unknown 9.3 a,b 7.6 11.1

Province of residence <0.0001
Newfoundland &

Labrador 10.1 9.7 10.5

Prince Edward Island 11.0 10.6 11.4
Nova Scotia 10.9 10.5 11.3

New Brunswick 10.8 10.2 11.3
Quebec 10.6 10.2 11.0
Ontario 10.2 10.0 10.5

Manitoba 10.7 10.2 11.2
Saskatchewan 10.5 9.9 11.1

Alberta 10.6 10.2 11.0
British Columbia 10.0 9.7 10.4

* p-values were found using a linear regression model with Tukey–Kramer adjustment for multiple comparisons.
CI: confidence intervals. † CEGEP is a pre-university and technical college institution. specific to the Province of
Quebec. ‡ Subgroups without a common superscript letter are significantly different (p < 0.05, Tukey–Kramer).
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Figure 1 shows the relative contribution of each 2019 CFG category to total SFA intake. We also
examined the relative contribution of the former CFG categories, milk and alternatives and meats and
alternatives, to total SFA intake. “Protein foods” (47.8% of total SFA intake) and “All other foods” (44.2%
of total SFA intake) were the main sources of SFA in the diet of Canadian adults in 2015. Milk and
alternatives and meats and alternatives equally contributed to SFA from the “Protein foods” category.
Whole grain foods were the least important contributor to total SFA intake (2.5% of total SFA intake).
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Figure 1. Contribution of 2019 Canada’s Food Guide categories to total SFA intake (in % of total
SFA intake).

Table 2 shows the relative contribution of each 2019 CFG category to total SFA intake according
to sex, age, BMI, and education level. Men consumed more SFA from the “Protein foods” category
(49.5% of total SFA intake) and less from the “All other foods” category (42.8% of total SFA intake)
than women (46.0% and 45.7% of total SFA intake, respectively). Additionally, men consumed more
SFA from meats and alternatives than women (+4.3% of total SFA intake, p < 0.001). No differences were
found between age groups for the “Protein foods” category. However, younger adults (19–30 years
old) consumed more SFA from milk and alternatives and less from meats and alternatives than older
adults (31–50 years old and 51–70 years old). Inversely, older adults (51–70 years old) consumed more
SFA from whole grain foods than younger adults (19–30 years old). We also found that Canadians
with a CEGEP, college, or trade certificate consumed less SFA from whole grain foods than Canadians
with a high school diploma or no diploma, or Canadians with a University degree (Table 2). Finally,
no difference in SFA sources was identified among BMI categories. Figure 2 presents the proportion of
total SFA intake from the “Protein foods” and “All other foods” categories. Respondents living in the
province of Quebec consumed more SFA from the “Protein foods” category than respondents living in
Newfoundland and Labrador and Manitoba (+6.1% of total SFA intake, both p < 0.05). Respondents
living in Newfoundland and Labrador and in Prince Edward Island had a higher proportion of their
SFA coming from the “All other foods” category than Canadians from Quebec, Ontario, and British
Columbia (Figure 2).
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Table 2. Contribution of each 2019 Canada’s Food Guide categories to total SFA intake according to sex, age, body mass index (BMI), and education level in Canadian
adults (19–70 years old).

Vegetables and
Fruits *

Whole Grain
Foods

Protein Foods
(All)

Milk and
Alternatives

Meats and
Alternatives All Other Foods

Sex
Women 5.6 (5.2–6.0) 2.7 (2.4–3.0) 46.0 (44.8–47.1) a 23.6 (22.6–24.6) 22.4 (21.4–23.3) a 45.7 (44.5–46.9) a

Men 5.2 (4.8–5.6) 2.4 (2.1–2.6) 49.5 (48.0–50.9) b 22.7 (21.6–23.9) 26.7 (25.5–28.0) b 42.8 (41.4–44.1) b

Age
19–30 years 5.0 (4.4–5.7) 2.1 (1.7–2.6) a 48.3 (46.1–50.4) 26.4 (24.3–28.6) a 21.8 (20.1–23.6) a 44.5 (42.3–46.7)
31–50 years 5.6 (5.1–6.1) 2.5 (2.1–2.8) a,b 47.9 (46.5–49.4) 22.8 (21.6–24.0) b 25.2 (23.9–26.4) b 43.9 (42.4–45.4)
51–70 years 5.3 (4.9–5.7) 2.8 (2.4–3.2) b 47.1 (45.9–48.4) 22.0 (20.9–23.1) b 25.2 (24.0–26.3) b 44.4 (43.2–45.7)

BMI
Normal (<25 kg/m2) 5.1 (4.5–5.7) 2.8 (2.3–3.2) 46.3 (44.4–48.3) 27.7 (21.1–24.4) 23.6 (22.1–25.0) 45.7 (43.8–47.7)

Overweight (25–30 kg/m2) 5.2 (4.7–5.7) 2.5 (2.0–3.0) 48.7 (46.9–50.5) 23.9 (22.4–25.4) 24.8 (22.9–26.7) 43.6 (41.9–45.3)
Obesity (≥30 kg/m2) 5.8 (5.1–6.5) 2.2 (1.7–2.6) 46.9 (44.7–49.0) 22.2 (20.5–23.9) 24.7 (23.0–26.4) 45.1 (42.9–47.3)

Education level
High School/No diploma 4.8 (4.4–5.3) 2.6 (2.2–2.9) a 47.0 (45.6–48.4) 22.5 (21.2–23.7) 24.5 (23.2–25.9) 45.5 (44.0–47.0)

CEGEP †/Trade
certificate/College

5.6 (5.0–6.1) 1.8 (1.6–2.1) b 48.7 (47.0–50.4) 23.6 (22.2–25.1) 25.1 (23.8–26.4) 43.8 (42.1–45.5)

University 5.7 (5.2–6.3) 3.2 (2.7–3.6) a 47.6 (46.0–49.2) 23.6 (22.2–24.9) 24.1 (22.6–25.5) 43.4 (41.8–44.9)
Unknown 7.2 (3.7–1.1) 1.4 (0.7–2.1) b,c 44.0 (36.3–51.8) 18.2 (11.1–25.3) 25.8 (19.7–31.9) 47.4 (38.7–56.1)

Values are presented as mean percentage of total SFA intake (95% CI). * Subgroups without a common superscript letter are significantly different (p < 0.05, Tukey–Kramer). † CEGEP is
a pre-university and technical college institution specific to the Province of Quebec.
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Figure 2. Proportion of total SFA intake from the “All other foods” and “Protein foods” categories,
according to province of residence.

4. Discussion

Increased consumption of SFA is known to raise LDL-C, which is an established risk factor
of CVD, making it a target nutrient for public health policies [1]. However, data suggest that the
association between SFA consumption and CVD risk may vary according to the dietary source of
SFA [4,5]. Therefore, it is important from a public health perspective to identify the sources of SFA
consumed at a population level to best inform future public health initiatives on healthy eating. In the
present study, we have assessed the proportion of total energy intake consumed as SFA by Canadian
adults as well as the main sources of SFA in the Canadian diet, based, for the first time, on the revised
CFG categories. We found that in 2015, Canadian adults consumed on average slightly more than 10%
E as SFA. Moreover, “Protein foods” and “All other foods” were the main categories contributing to
total SFA consumption in adults from Canada. Few differences in SFA sources were identified between
sexes, age groups, education levels, and weight statuses.

4.1. Saturated Fatty Acids Consumption in Canadian Adults

The World Health Organization (WHO) currently recommends limiting the intake of SFA at
a maximum of 10% E per day [9]. Here, we found that in 2015, Canadian adults consumed 10.4% E as SFA,
which is slightly higher on average than this recommendation. In Canada, Gray-Donald et al. (2000)
documented, using data from the Food Habits of Canadians survey (1997–1998), that the mean SFA
intake of adults varied between 9.5–10.2% E, according to sex and age [10]. Health Canada reported
a mean SFA intake between 10.0–10.5% E among Canadian adults, depending on sex and age, based on
consumption data collected in 2004 as part of cycle 2.2 of the CCHS [11]. This suggests that despite
years of public health initiatives aimed at improving diet quality and reducing SFA intake in Canada,
SFA intake has apparently remained stable over the last 20 years.
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Multiple studies have observed intakes higher than the WHO recommendation at a population
level. For example, Huth et al. (2013) found that Americans aged 2 years or older consume a mean
of 11.4% E as SFA [12]. Among European countries, Eilander et al. (2015) found that SFA intake
varied between 8.9–15.5%E, most countries having a mean consumption above recommendations [13].
Nevertheless, in 2010, the global mean consumption of SFA represented 9.4% E, suggesting that some
countries successfully reached intakes below the recommended threshold [14]. It is important to
stress that most studies cited above included children, adults, and the elderly, while only adults were
considered here.

Data from the present study suggest a weak association between education level and SFA
intake (p = 0.002); respondents with a CEGEP, college, or trade certificate consumed more SFA than
respondents with a lower education (high school diploma or no diploma) or a higher education
(University degree). This “non-linear” association between SFA intake and education level is unclear.
Also, very few studies have examined the potential associations between SFA consumption and
education level, making comparison difficult. However, Hiza et al. (2012) found that American adults
with no diploma had higher Healthy Eating Index (HEI) subscores for SFA than those with a higher
education level, reflecting a lower intake [15]. Therefore, more studies are needed to better understand
how education relates to SFA intake specifically, and whether it is important from a public health
perspective or not.

No difference in total SFA intake, which is reported relative to total energy intake, was identified
between sexes and age groups in the present study, which is consistent with the available literature
on the subject [14–16]. Total SFA intake was also similar across all 10 Canadian provinces. Finally,
data suggest that adults with obesity consume slightly more SFA than adults with a normal BMI
(+0.6% E, p = 0.05), which is consistent with previous data in the American adult population and in
the Canadian population [17,18]. However, Raatz et al. analyzed total SFA intake in grams per day,
while we used percentage of total energy intake (% E). When looking at total SFA consumption in
grams per day in Canadian adults, intakes across all the weight statuses were similar (not shown).
We cannot exclude the possibility that other lifestyle-related factors, such as physical activity, smoking,
and stress, among others, have influenced this association between SFA intake and obesity. However,
it is important to stress that even if some differences in total SFA intake were identified between the
studied sociodemographic characteristics, the mean intake of SFA was above the recommended 10% E
for all the studied subgroups.

4.2. Contribution of 2019 CFG Food Categories to Total Saturated Fatty Acids Intake

As expected, “Protein foods” (47.8%), and “All other foods” not included in the 2019 CFG (44.2%)
were the two main sources of SFA in the diet of Canadian adults in 2015. To our knowledge, this is
the first study to evaluate the contribution of each 2019 CFG category to total SFA intake, since most
studies available to date have reported data using more specific dietary sources of SFA such as milk,
cheese, or red meat. While comparison with data from previous studies is limited by our use of this
novel classification of food groups, data are nevertheless consistent with results from studies available
on the subject [12,13,19]. For example, Huth et al. found that cheese was the main SFA source in the
American diet, followed by beef, milk, and fats and oils other than margarine or butter [12]. In the
United Kingdom, fats and oils (19%) were the main source of SFA consumed in the household, followed
by meats and meat products (15%), milk and cream (14%), and cheese (10%) [19].

Very few studies have documented the associations between food sources of SFA and
sociodemographic characteristics. Kirkpatrick et al. (2019) have shown, based on data from the
CCHS Nutrition 2015, that the main singular food sources of SFA in the Canadian diet were red meat
mixed dishes, unflavored milk, cheese, egg dishes, and dairy-based desserts [20]. They reported that
the top food sources of SFA in Canada were similar across all income groups [20]. They also found
that milk was among the top five sources of SFA in all age–sex groups in Canadians aged 2 years of
more [20]. Results were not reported according to education levels and BMI categories or according
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to the new food categories of the 2019 CFG. Additionally, while Kirkpatrick et al. looked at age–sex
groups, we looked at age and sex separately, and found that relatively speaking, men consume more
SFA from protein foods than women, mostly due to a higher proportion of SFA from the meats and
alternatives category (+4.3% of total SFA intake versus women, p < 0.001).

When looking at potential differences in SFA sources between age groups, we found that younger
adults (19–30 years old) consumed less SFA from meats and alternatives and more from milk and
alternatives than older adults (31–50 and 51–70 years old, all p < 0.05). This can be due to either
a lower consumption of meat or consumption of meat with a lower fat content among younger adults
in Canada. A lower consumption of meat among younger adults is unlikely, based on findings by
Tugault-Lafleur and Black (2019) [21]. Indeed, Tugault-Lafleur and Black found that the consumption
of meats and alternatives has increased by 0.3 servings/day in Canadian adults 18–54 years old between
2004–2015 [21]. However, they also reported that the consumption of meat and poultry, fish and
shellfish, and processed meats did not change between 2004–2015 in adults 18–54 years old, suggesting
that the increase in the consumption of meats and alternatives is not due to the consumption of meat
per se [21]. Additionally, these data were based only on adults aged between 18–54 years. Therefore,
the extent to which meat consumption has changed between 2004–2015 among older adults in Canada
is unknown. Nevertheless, Daniel et al. have shown, based on NHANES 2003–2004 data, that meat
intake declines with age in American adults [22].

Finally, the proportion of SFA from each 2019 CFG category was similar across all BMI categories.
This result was unexpected, considering that obese individuals generally report consuming more foods
that have a low nutritive value than non-obese individuals [23]. It is possible that the absence of
difference in food sources of SFA among BMI categories is due, at least partly, to the well-documented
under-reporting of lower nutritive value foods by obese individuals [24,25]. Data from the present
study also showed geographical differences among provinces in the proportion of SFA coming from
the “Protein foods” and “All other foods” categories. This suggests that public health initiatives
aimed at lowering total SFA consumption may need to be developed according to regional differences
and specificities.

4.3. Strengths and Limitations

To our knowledge, this is the first study to assess SFA dietary sources using the new 2019 CFG
food categories. The assessment of potential differences in SFA intakes and dietary sources between
sexes, age groups, education levels, and weight statuses is also a strength, as few studies are currently
available on the subject. The use of survey-specific procedures applied to data from CCHS 2015 implies
that results are representative of all Canadian adults, which is an important strength. Dietary data
was obtained using a 24-h recall, which is affected by within-person variation, mostly caused by the
day-to-day variation of food intakes [26]. As a result, a single 24-h recall is not reflective of a given
respondent’s usual intakes. Regardless, a single 24-h recall can be reflective of the usual intakes
at a population level, which made it suitable for the current analyses [26]. Furthermore, there is
documented under-reporting in CCHS 2015, suggesting that the true intake of SFA among Canadians
may be higher than what was found here [27].

5. Conclusions

These findings suggest that dietary intake of SFA among Canadian adults in 2015 was in average
above the 10% E recommendation. Similar results from previous surveys in Canada also suggest that
SFA intake has not changed significantly over the past years, despite public health efforts aimed at
improving the diet quality of Canadians. Unsurprisingly, almost half of SFA consumed by Canadians
in 2015 came from foods that are not recommended and/or not included in the CFG. Therefore, even if
the main sources of total SFA intake are protein foods, future health policies should focus primarily on
reducing the population’s intake of processed foods and/or foods not included in the CFG, as they are
an important source of SFA. Such focus on low nutritive quality foods are entirely in line with Canada’s
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most recent dietary guidelines, in which a reduction in the intake of processed foods high in sodium,
sugar, and SFA is strongly recommended. Future studies should examine which food substitutions are
likely to contribute the most to the reduction of SFA consumption in Canada.

Author Contributions: Conceptualization, S.H. and B.L.; methodology, S.H.; validation, D.B.; formal analysis,
S.H.; writing—original draft preparation, S.H.; writing—review and editing, S.H., D.B., S.L. and B.L.; visualization,
S.H.; supervision, B.L.; project administration, B.L.

Funding: S.H. received the Emerging Scholars Grant from the Canadian Research Data Centre Network (CRDCN),
the Entrance Scholarship from the Quebec Inter-University Center for Social Statistics (QICSS) for the use of data
from CCHS Nutrition 2015 and a Studentship from the Chair of Nutrition, Université Laval.

Acknowledgments: The analyses presented in this paper were conducted at the Université Laval Research Data
Centre, which is part of the CRDCN. We would like to thank QICSS and CRDCN for granting the access to CCHS
Nutrition 2015 data and Statistics Canada for conducting the survey. Additional analyses were conducted using
the CCHS 2015 public use microdata file (PUMF), provided by Statistics Canada.

Conflicts of Interest: B.L. has the following disclosures: he has received funding from the Canadian Institutes
for Health Research (on going), Agriculture and Agri-Food Canada (Growing Forward program supported
by the Dairy Farmers of Canada [completed in 2017], Canola Council of Canada, Flax Council of Canada and
Dow Agrosciences [completed in 2017], National Dairy Council [completed in 2017], and Atrium Innovations
[completed in 2019]). He is an Advisory Board member of the Canadian Nutrition Society. All authors declare
having no conflict of interest related to this work.

References

1. Mensink, R.P.; Zock, P.L.; Kester, A.D.; Katan, M.B. Effects of dietary fatty acids and carbohydrates on
the ratio of serum total to HDL cholesterol and on serum lipids and apolipoproteins: A meta-analysis of
60 controlled trials. Am. J. Clin. Nutr. 2003, 77, 1146–1155. [CrossRef] [PubMed]

2. Hooper, L.; Martin, N.; Abdelhamid, A.; Davey Smith, G. Reduction in saturated fat intake for cardiovascular
disease. Cochrane Database Syst. Rev. 2015, 6, Cd011737. [CrossRef] [PubMed]

3. Astrup, A.; Bertram, H.C.; Bonjour, J.P.; De Groot, L.C.; de Oliveira Otto, M.C.; Feeney, E.L.; Garg, M.L.;
Givens, I.; Kok, F.J.; Krauss, R.M.; et al. WHO draft guidelines on dietary saturated and trans fatty acids:
Time for a new approach? BMJ (Clin. Res. Ed.) 2019, 366, l4137. [CrossRef] [PubMed]

4. de Oliveira Otto, M.C.; Mozaffarian, D.; Kromhout, D.; Bertoni, A.G.; Sibley, C.T.; Jacobs, D.R., Jr.; Nettleton, J.A.
Dietary intake of saturated fat by food source and incident cardiovascular disease: The Multi-Ethnic Study
of Atherosclerosis. Am. J. Clin. Nutr. 2012, 96, 397–404. [CrossRef] [PubMed]

5. Drouin-Chartier, J.P.; Brassard, D.; Tessier-Grenier, M.; Cote, J.A.; Labonte, M.E.; Desroches, S.; Couture, P.;
Lamarche, B. Systematic Review of the Association between Dairy Product Consumption and Risk of
Cardiovascular-Related Clinical Outcomes. Adv. Nutr. (Bethesda Md.) 2016, 7, 1026–1040. [CrossRef]
[PubMed]

6. Health Canada. Canada’s Dietary Guidelines for Health Professionals and Policy Makers; Health Canada: Ottawa,
ON, Canada, 2019; p. 57.

7. Moshfegh, A.J.; Rhodes, D.G.; Baer, D.J.; Murayi, T.; Clemens, J.C.; Rumpler, W.V.; Paul, D.R.; Sebastian, R.S.;
Kuczynski, K.J.; Ingwersen, L.A.; et al. The US Department of Agriculture Automated Multiple-Pass Method
reduces bias in the collection of energy intakes. Am. J. Clin. Nutr. 2008, 88, 324–332. [CrossRef] [PubMed]

8. Health Canada. Canadian Nutrient File; Health Canada: Ottawa, ON, Canada, 2015.
9. World Health Organization. Draft Guidelines on Saturated Fatty Acid and Trans-Fatty Acid Intake for Adults and

Children; World Health Organization: Geneva, Switzerland, 2018; p. 103.
10. Gray-Donald, K.; Jacobs-Starkey, L.; Johnson-Down, L. Food Habits of Canadians: Reduction in Fat Intake

Over a Generation. Can. J. Public Health 2000, 91, 381–385. [CrossRef] [PubMed]
11. Health Canada. Canadian Community Health Survey, Cycle 2.2, Nutrition (2004). Nutrient Intakes from Food:

Provincial, Regional and National Summary Tables; Health Canada: Ottawa, ON, Canada, 2009; Volume 1, p. 224.
12. Huth, P.J.; Fulgoni, V.L.; Keast, D.R.; Park, K.; Auestad, N. Major food sources of calories, added sugars,

and saturated fat and their contribution to essential nutrient intakes in the U.S. diet: Data from the national
health and nutrition examination survey (2003–2006). Nutr. J. 2013, 12, 116. [CrossRef]

http://dx.doi.org/10.1093/ajcn/77.5.1146
http://www.ncbi.nlm.nih.gov/pubmed/12716665
http://dx.doi.org/10.1002/14651858.CD011737
http://www.ncbi.nlm.nih.gov/pubmed/26068959
http://dx.doi.org/10.1136/bmj.l4137
http://www.ncbi.nlm.nih.gov/pubmed/31270106
http://dx.doi.org/10.3945/ajcn.112.037770
http://www.ncbi.nlm.nih.gov/pubmed/22760560
http://dx.doi.org/10.3945/an.115.011403
http://www.ncbi.nlm.nih.gov/pubmed/28140321
http://dx.doi.org/10.1093/ajcn/88.2.324
http://www.ncbi.nlm.nih.gov/pubmed/18689367
http://dx.doi.org/10.1007/BF03404812
http://www.ncbi.nlm.nih.gov/pubmed/11089294
http://dx.doi.org/10.1186/1475-2891-12-116


Nutrients 2019, 11, 1964 10 of 10

13. Eilander, A.; Harika, R.K.; Zock, P.L. Intake and sources of dietary fatty acids in Europe: Are current
population intakes of fats aligned with dietary recommendations? Eur. J. Lipid Sci. Technol. EJLST 2015, 117,
1370–1377. [CrossRef]

14. Micha, R.; Khatibzadeh, S.; Shi, P.; Andrews, K.G.; Engell, R.E.; Mozaffarian, D. Global, regional and national
consumption of major food groups in 1990 and 2010: A systematic analysis including 266 country-specific
nutrition surveys worldwide. BMJ Open 2015, 5, e008705. [CrossRef]

15. Hiza, H.A.B.; Casavale, K.O.; Guenther, P.M.; Davis, C.A. Diet Quality of Americans Differs by Age, Sex,
Race/Ethnicity, Income, and Education Level. J. Acad. Nutr. Diet. 2013, 113, 297–306. [CrossRef] [PubMed]

16. Shatenstein, B.; Nadon, S.; Godin, C.; Ferland, G. Diet Quality of Montreal-Area Adults Needs Improvement:
Estimates from a Self-Administered Food Frequency Questionnaire Furnishing a Dietary Indicator Score.
J. Am. Diet. Assoc. 2005, 105, 1251–1260. [CrossRef] [PubMed]

17. Raatz, S.K.; Conrad, Z.; Picklo, M.J.; Jahns, L. Relationship of the Reported Intakes of Fat and Fatty Acids to
Body Weight in US Adults. Nutrients 2017, 9, 438. [CrossRef] [PubMed]

18. Langlois, K.; Garriguet, D.; Findlay, L. Diet composition and obesity among Canadian adults. Health Rep.
2009, 20, 11–20. [PubMed]

19. Department for Environment Food and Rural Affairs. Family Food 2015. Statistics; Department for
Environment Food and Rural Affairs: London, UK, 2017.

20. Kirkpatrick, S.I.; Raffoul, A.; Lee, K.M.; Jones, A.C. Top dietary sources of energy, sodium, sugars,
and saturated fats among Canadians: Insights from the 2015 Canadian Community Health Survey. Appl.
Physiol. Nutr. Metab. 2019, 44, 650–658. [CrossRef] [PubMed]

21. Tugault-Lafleur, C.N.; Black, J.L. Differences in the Quantity and Types of Foods and Beverages Consumed
by Canadians between 2004 and 2015. Nutrients 2019, 11, 526. [CrossRef] [PubMed]

22. Daniel, C.R.; Cross, A.J.; Koebnick, C.; Sinha, R. Trends in meat consumption in the USA. Public Health Nutr.
2011, 14, 575–583. [CrossRef]

23. Nardocci, M.; Leclerc, B.S.; Louzada, M.L.; Monteiro, C.A.; Batal, M.; Moubarac, J.C. Consumption of
ultra-processed foods and obesity in Canada. Can. J. Public Health = Revue Canadienne de Sante Publique 2019,
110, 4–14. [CrossRef]

24. Murakami, K.; Livingstone, M.B. Prevalence and characteristics of misreporting of energy intake in US adults:
NHANES 2003–2012. Br. J. Nutr. 2015, 114, 1294–1303. [CrossRef]

25. Jessri, M.; Lou, W.Y.; L′Abbe, M.R. Evaluation of different methods to handle misreporting in obesity research:
Evidence from the Canadian national nutrition survey. Br. J. Nutr. 2016, 115, 147–159. [CrossRef]

26. National Cancer Institute. National Cancer Institute. Dietary Assessment Primer. Available online:
https://dietassessmentprimer.cancer.gov (accessed on 11 July 2019).

27. Garriguet, D. Accounting for misreporting when comparing energy intake across time in Canada. Health Rep.
2018, 29, 3–12. [PubMed]

© 2019 by the authors. Licensee MDPI, Basel, Switzerland. This article is an open access
article distributed under the terms and conditions of the Creative Commons Attribution
(CC BY) license (http://creativecommons.org/licenses/by/4.0/).

http://dx.doi.org/10.1002/ejlt.201400513
http://dx.doi.org/10.1136/bmjopen-2015-008705
http://dx.doi.org/10.1016/j.jand.2012.08.011
http://www.ncbi.nlm.nih.gov/pubmed/23168270
http://dx.doi.org/10.1016/j.jada.2005.05.008
http://www.ncbi.nlm.nih.gov/pubmed/16182642
http://dx.doi.org/10.3390/nu9050438
http://www.ncbi.nlm.nih.gov/pubmed/28452961
http://www.ncbi.nlm.nih.gov/pubmed/20108602
http://dx.doi.org/10.1139/apnm-2018-0532
http://www.ncbi.nlm.nih.gov/pubmed/30951373
http://dx.doi.org/10.3390/nu11030526
http://www.ncbi.nlm.nih.gov/pubmed/30823448
http://dx.doi.org/10.1017/S1368980010002077
http://dx.doi.org/10.17269/s41997-018-0130-x
http://dx.doi.org/10.1017/S0007114515002706
http://dx.doi.org/10.1017/S0007114515004237
https://dietassessmentprimer.cancer.gov
http://www.ncbi.nlm.nih.gov/pubmed/29852052
http://creativecommons.org/
http://creativecommons.org/licenses/by/4.0/.

	Introduction 
	Materials and Methods 
	Study Population 
	Dietary Data Collection 
	Statistical Analyses 

	Results 
	CCHS Sample 
	Saturated Fatty Acids Consumption 

	Discussion 
	Saturated Fatty Acids Consumption in Canadian Adults 
	Contribution of 2019 CFG Food Categories to Total Saturated Fatty Acids Intake 
	Strengths and Limitations 

	Conclusions 
	References

