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Meat-lovmg, bread- -hanning reglmes are the rage
Do they work? Are they healthy? Here’s the skinny.
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The Guardian

David Cox

Tuesday 19 January 2016 11.50 GMT

High carb or high fat? The running diet
debate

For yearsit’'s been accepted that high carbs are needed to sustain performance.
But is it really true, or should we be turning to fats instead?
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FEATURE

Are some diets “mass murder’”?

From low fat to Atkins and beyond, diets that are based on poor nutrition science are a type of
global, uncontrolled experiment that may lead to bad outcomes, concludes Richard Smith

Richard Smith chair, Patients Know Best

Attributing disease or mortality to diet is scientifically difficult. Associations are
first made through observational studies, but recording exactly what people eat is
hard. We eat very varied diets, and maybe over time our diets change. Then
converting our diet into components of fat, carbohydrate, protein, and the like is
unreliable. So to make a link between diet recorded over a short period of time
and diseases and deaths encountered perhaps decades later is inevitably difficult.



Diet Doctor: Landmark diabetes report says low-carb is a top option

The ADA's consensus report was written by a group of 14 experts led by Dr. William S. Yancy, Jr.,
who is a member of Diet Doctor’'s medical review board.

Reducing overall carbohydrate intake for individuals with diabetes has demonstrated
the most evidence for improving glycemia and may be applied in a variety of eating
patterns that meet individual needs and preferences.



Diabetes Care Yolume 42, May 2015
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Nutrition Therapy for Adults With
Diabetes or Prediabetes:

A Consensus Report

Diabetes Care 2019;42:731-754 | https://dol.org/10.2337/dci19-0014

Corresponding author: William S. Yancy Jr., will.yancy@duke.edu



Feinman et al, 2015, Nutrition 31 1-13

Critical Review

Dietary carbohydrate restriction as the first approach in diabetes
management: Critical review and evidence base

ABSTRACT

Here we present 12 points of evidence supporting the use of low-carbohydrate
diets as the first approach to treating type 2 diabetes and as the most effective
adjunct to pharmacology in type 1. They represent the best-documented,

least controversial results. The insistence on long-term randomized controlled
trials as the only kind of data that will be accepted is without precedent in science.
The seriousness of diabetes requires that we evaluate all of the evidence that is
available. The 12 points are sufficiently compelling that we feel that the burden of
proof rests with those who are opposed.

Funding was received from among other sources: Atkins Foundation (several of the authors),Global Dairy Platform,
McDonalds, Jenny Craig, Low Carb Meal Replacement Company,




Macronutrient consumption during the epidemic of obesity and type 2 diabetes
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Effect of diet on weight loss

Feinman et al, 2015, Nutrition 31:1-13
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Effect of low-calorie versus low-carbohydrate ketogenic diet in type 2 diabetes
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Comparison of low-glycemic index diet with high-cereal diet and of low-glycemic index

WEIGHT HbA¢. Glucose Total-C LDL
(% x 10) - (mg/dL) -

(kg)
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TG

diet with low-carbohydrate diet

1 1 | BN

Jenkins-Low Gl
Westman-Low Gl

Jenkins-Cereal

Westman-Low CHO

Feinman et al, 2015, Nutrition 31:1-13




Meta-analysis of changes in body weight (kg)

Study N Weight Effect
3-6 months FU
Daly '06 79 99% -263
Jenkins '14 141 23.5% -0.50
Jonasson '14 59 64% -0.30
Luger'13 42 03% 050
McLaughlin'07 29 3.1% 1.10
Westman '08 50 03% -1.00
Yamada '14 24 04% -230
Subtotal 43.8% -0.87
Heterogenolty: 1%2=33%, p=0.1789
>12 months FU
Brinkworth '04 38 33% -1.50
Davis '09 91 53% 0.0
Elhayany '10 179 19% -1.30
Facchini ‘03 170 1.7% -2.00
Goldstein '11 30 24% 200
Guldbrand '12 61 58% -040
Krebs '12 294 19% 360
Larsen '11 99 87% -0.07
Pedersen '14 45 04% -230
Wolever '08 156 24.9% 021
Subtotal 56.2% 0.14
eterogeneity: 1"2=0%, p=0,5855
Overall 100% -0.35
Heterogeneity: 1"2=29%, p=0.1236
Test for subgroup differences: p=0.0726

95% CI

[-4.09; -1.17]
[-1.06; 0.06]
[-2.27; 1.67]
[-10.13; 11.13]
[-1.90; 4.10]
[-11.55; 9.55]
[-11.26; 6.66]
[-1.88; 0.15)

[-4.41; 1.41)
[-2.20; 2.20)
(-5.20; 2.60]
[-6.22; 2.22)
[-1.49; 5.49]
[-248; 1.68)
[-032; 752
[-167; 153]
[-11.60; 7.00]
[-0.27; 0.69)
[-0.29; 0.57]

[0.91; 0.21)

RE model

Favours LCD Favours HCD

Korsmo-Haugen et al, 2019, Diabetes Obes
Metab;21:15-27












Health losses caused by selected risk factors (% total DALYS), 2013
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Ministry of Health.2016. Health Loss in NZ 1990 — 2013: A Report from the
NZ Burden of Diseases, Injuries and Risk Factors Study, Wellington: MoH



Contributors to ‘diet’

Low consumption of: |High consumption of:

Fruit & vegetables Sodium
Whole grains Red meat
Fibre Trans fat
Total PUFA Sugar
w3 PUFA

Calcium




A All-cause mortality

D Colorectal cancer
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A Total dietary fibre Pooled effect
Number Numberof ~ Number esti mat.e-s
of intervention of control mean difference
studies participants participants (95% 1)
Bodyweight 27 1294 1201 . -0-37 (-0-63to -0-11)
Total cholesterol 36 1832 1671 -+ -0-15 (-0-22 to -0-07)
LDL cholesterol 34 1801 1640 » -0-09 (-0-15 to -0-04)
Triglycerides 31 1700 1560 & -0-06 (-0-11to -0-01)
Systolic blood pressure 15 1064 988 * -1.27 (-2-50to-0-04)
Glycated haemoglobin A,, 6 191 189 ——1 -035(-0-73t00-03)
Fasting glucose 39 1716 1547 * -0-09 (-0+15t0 =0:02)
Insulin resistance 14 672 591 & -012 (-0-26 to 0-03)
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Source: Reynolds et al, 2019, Lancet; 393 Higher Fbre intake  Lower fbre Intake



Role of diet in type 2 diabetes incidence

Neuenschwander M, Ballon A, Weber K5, et al
Cite this as: BMJ 2019:366:12368

| Exposure No of No of Range/ Adjusted SHR

primary cases amount random effects
studies (9522 ClI)

Cereal fibre 12 27 677 Per10g/d [

Total alcohol 23 30122 12-24g/dvno —

(moderate) consumption

Whole grain 12 22 267 Per 30 g/d —-

Red meat 14 43 781 Per 100 g;'fd ——

Sugarsweetened 14 36 348 Per 1s/d —_—

beverages

Processed meat 14 43 781 Per S0 g/d ——

Bacon 5 B048 Per 2 slices/d s -

0.6 1

Adjusted SHR
random effects
(95% CI)

0.75 (0.65 to 0.86)
0.75(0.67 to 0.83)

0.87 (0.82 t0 0.93)
1.17(1.08 to 1.26)
1.26 (1.11 to 1.43)

1.37(1.22 to 1.54)
2.07(1.40 to 3.05)

Original Research: Umbrella review of meta-analysis of observational studies BMJ 2019



PREVENTION OF TYPE 2 DIABETES MELLITUS BY CHANGES IN LIFESTYLE
AMONG SUBJECTS WITH IMPAIRED GLUCOSE TOLERANCE

Jaagko TuomiLeHTD, M.D., PH.D., Jasna LinpsTROM, M.S., JoHAN G. ERiksson, M.D., PH.D., Timo T. VaLLE, M.D.,
HeLena HamaLaiven, M.D., PH.D., PirJo LaNNE-Parikka, M.D., Sirkka KEiNANEN-KIukaanniem, M.D., Pu.D.,
Maur! Laakso, M.D., ANNE LOUHERANTA, M.S., MERJA RasTas, M.S., VIRPI SALMINEN, M.S,,

AND Matm Uusiruea, M.D., PH.D., FOR THE FINNISH DIABETES PREVENTION STUDY GROUP

Weight reduction

Moderate intensity physical activity

Dietary fat
Dietary saturated fat

Dietary fibre

> 5%
> 30 m/day

<30% TE
<10% TE
> 15g/1000kcal

Source: Tuomilehto et al, N ENGL J Med, 2001



Finnish Diabetes Prevention Study: Incidence of diabetes during follow-up
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PROTEIN: 10-20%

FIBRE: >30g/d



