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Obesity is a major health concern
 Population weights have been rising steadily over
the past 40 years and continue to rise
 High BMIs are associated with steadily rising
increases in diseases, such as diabetes, hypertension
and bone and joint disorders.
 Helping child and adult populations take effective
measures to decrease weight is a critical public
health goal if further disease is to be prevented.

Our assumptions
 Weight loss and weight
control is about calories:
calories in (food) and
calories out(exercise or
activity)
 “Balance” and
“Moderation” is the key
 Limiting caloric
consumption and
increasing activity
should result in a return
to normal population
weights

How are we trying to do this?
 Recommend lower caloric foods, especially those
low in fats
 Encourage people to be more physically active in
their daily lives
 Make the “healthy choice” the “easy choice” by
changing the environment

So, how are we doing so far?
 Population weight continues to
go up despite changes in food
policy and increased amounts of
exercise*
 Except in pre-school children**,
no one has demonstrated
reductions in weight or
achieved normal weights in any
population!
*In 2014, two states have adult obesity rates above 35
percent, 20 states have rates at or above 30 percent, 42
states have rates above 25 percent and every state is above
20 percent.

**more on this later!

And what about diabetes rates?
Weighted Diabetes Prevalence per 100 Adults Aged 20
Years or Older in the US General Population
 Diagnosed Diabetes Prevalence = 12.3%
 Diagnosed Prediabetes Prevalence = 9.2%
 Prediabetes Prevalence = 36.5%
 Total Prevalence = 58%
In the overall population, the unadjusted prevalence
was 12.3% (95% CI, 10.8%-14.1%) for total diabetes,
9.2% (95%CI, 8.0%-10.7%) for diagnosed diabetes,
3.1%(95%CI, 2.5%-3.9%)for undiagnosed diabetes, and
36.5% (95%CI, 33.2%-40.0%) for prediabetes; among
those with diabetes, 25.2% (95% CI, 21.1%-29.8%) were
undiagnosed.
Prevalence of and Trends in Diabetes Among Adults in the United States, 1988-2012, JAMA. 2015;314(10):1021-1029

And, both rates are still climbing!

Adult obseity 1997–September 2015

Diagnosed diabetes 1997–September 2015

So, what are we doing wrong?
 Definition of insanity: doing the
same thing over and over,
expecting different results
 Maybe our biggest assumptions
about diet and exercise are wrong!
 Maybe a calorie is not just a calorie,
and our bodies are not simply
thermodynamic machines.
 Maybe exercise actually
contributes to weight gain.

So, what did people do?
 They followed the guidelines and began reducing
dietary fats and replacing them with carbohydrates,
mostly in the form of sugar!
 Did the rate of heart attacks go down? Yes, but so did
smoking over that same period!
 Did weight go up? Yes, but it wasn’t because we were
eating more fat!

They did what we asked them to do!
What went up?

What went down?

Carbohydrates

Saturated fat

Including

Eggs

Corn

Butter + Lard

Vegetable Oils
Red Meat
Chicken
And Dairy
And Sugar

And, what did Big Food do?
 Food manufacturers
followed the
recommendations and
removed the fat from
thousands of food products.
 Schools, hospitals, the
military and most major
food suppliers also did the
same thing
 So, the fat content went
down, but the weight still
kept going up!
 So, what did we do? We
redoubled our efforts!

What were our assumptions?
1. Assumption #1: Because fat is twice as calorie dense
as carbs, to lose or maintain weight, we should
reduce dietary fats
2. Assumption #2: Since saturated fats increase LDL,
which has been linked to CVD, we should restrict
saturated fats.

While we have accepted these assumptions,
research over the past ten years does not support
them!

#1: Lower fat leads to weight loss
 Over 23 studies comparing low-fat diets vs. diets
lower in carbohydrates demonstrate that lower carb
diets lead to more sustained weight loss.
 1.Foster GD, et al. A randomized trial of a low-carbohydrate diet for obesity.
New England Journal of Medicine, 2003.
 2. Samaha FF, et al. A low-carbohydrate as compared with a low-fat diet in
severe obesity. New England Journal of Medicine, 2003.
 23. Guldbrand, et al. In type 2 diabetes, randomization to advice to follow a
low-carbohydrate diet transiently improves glycaemic control compared
with advice to follow a low-fat diet producing a similar weight loss.
Diabetologia, 2012.
See all of them at: http://authoritynutrition.com/23-studies-on-low-carb-andlow-fat-diets/
And more recently: Dr Deirdre K Tobias, ScD, Mu Chen, ScD, Prof JoAnn E
Manson, MD, Prof David S Ludwig, MD, Prof Walter Willett, MD, Prof Frank B Hu,
MD. Effect of low-fat diet interventions versus other diet interventions on longterm weight change in adults: a systematic review and meta-analysis, The Lancet
Diabetes & Endocrinology, Volume 3, No. 12, p968–979, December 2015.

#1: Lower fat leads to weight loss
 . . .children who drink more low-fat milk
gain more weight, whereas those who
drink more whole-fat milk gain less
weight, over time.
 In longitudinal studies among adults,
neither low-fat nor whole-fat milk are
appreciably related to chronic weight
gain.


Mozaffarian, D. Dietary and Policy Priorities for Cardiovascular
Disease, Diabetes, and Obesity: A Comprehensive Review,
Circulation (2015)

#2: Saturated fat leads to CVD
 A 2010 meta-analysis of
prospective epidemiologic
studies that looked at almost
350,000 subjects in 21 studies
showed that there is no
significant evidence for
concluding that dietary
saturated fat is associated
with an increased risk of CHD.
Patty W Siri-Tarino, Qi Sun, Frank B Hu, and Ronald M
Krauss. Meta-analysis of prospective cohort studies
evaluating the association of saturated fat with
cardiovascular disease, Am J Clin Nutr 2010;91:535–46

#2: Saturated fat leads to CVD
 New research published in the journal Annals of Internal Medicine by Rajiv
Chowdhury, did not find that people who ate higher levels of saturated fat had
more heart disease than those who ate less.
 Nor did it find less disease in those eating higher amounts of unsaturated fat, including
monounsaturated fat like olive oil or polyunsaturated fat like corn oil.
 When the researchers looked at fatty acids in the bloodstream, for example, they
found that margaric acid, a saturated fat in milk and dairy products, was associated
with lower cardiovascular risk.
 Two types of omega-3 fatty acids, the polyunsaturated fats found in fish, were also
protective.
 But a number of the omega-6 polyunsaturated fatty acids, commonly found in
vegetable oils and processed foods, may pose risks, the findings suggested.

Chowdhury R, Warnakula S, Kunutsor S, et al.
Association of Dietary, Circulating, and
Supplement Fatty Acids With Coronary Risk: A
Systematic Review and Meta-analysis. Annals of
Internal Medicine. Published online March 18
2014

#2: Saturated fat leads to CVD
 For any single saturated fatty acid, the
physiological effects are complex.
 In comparison with carbohydrate, SFA
raises blood LDL-cholesterol, yet
simultaneously raises HDL-cholesterol,
reduces triglyceride-rich lipoproteins
and remnants, and has no appreciable
effect on ApoB, the most salient LDLrelated characteristic.
 Mensink RP, Zock PL, Kester AD, Katan MB. 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.

There is no single conclusion!
 The cardiovascular health effects of saturated fat
remain a controversial topic.
 Continued prioritization of saturated fat reduction
appears to rely on selected evidence: e.g., effects on
LDL-cholesterol alone (discounting the other,
complex lipid and lipoprotein effects); historical
ecological trends in certain countries (e.g., Finland)
but not in others; and expedient comparisons with
polyunsaturated fat, the most healthful
macronutrient.


Mozaffarian, D. Dietary and Policy Priorities for Cardiovascular Disease, Diabetes, and
Obesity: A Comprehensive Review, Circulation (2015)

Take out SFA and add carbs
 In comparison with refined carbohydrates, saturated
fat appears slightly beneficial.




Jakobsen MU, O’Reilly EJ, Heitmann BL, Pereira MA, Bälter K, Fraser GE, Goldbourt U,
Hallmans G, Knekt P, Liu S, Pietinen P, Spiegelman D, Stevens J, Virtamo J, Willett WC,
Ascherio A. Major types of dietary fat and risk of coronary heart disease: a pooled
analysis of 11 cohort studies. Am J Clin Nutr. 2009;89:1425–1432. doi:
10.3945/ajcn.2008.27124.
Jakobsen MU, Dethlefsen C, Joensen AM, Stegger J, Tjønneland A, Schmidt EB, Overvad
K. Intake of carbohydrates compared with intake of saturated fatty acids and risk of
myocardial infarction: importance of the glycemic index. Am J Clin Nutr. 2010;91:1764–
1768. doi: 10.3945/ ajcn.2009.29099.

 These lines of evidence support guidelines to
increase healthful vegetable oils rich in
polyunsaturated fats and phenolics, optimally in
place of refined grains, starches, and added sugars.

So what’s the alternative?
 Maybe we’ve been eating too
much of the wrong foods and
not enough of the right ones,
i.e. the Dietary Guidelines
were wrong!
 Maybe exercise, while good
for many things, is not a major
contributor to weight loss
 Maybe a calorie is not just a
calorie and moving more, as
the Coca-Cola Company
suggests, is not the answer!

A different theoretical basis
 In 2007, Gary Taubes wrote a New
York Times article entitled “What
if it’s all been a big, fat lie?” which
began to shift the dialogue.
 In Good Calories, Bad Calories he
traced the history of our
vilification of fats and our
embrace of sugar and other
carbohydrates to show that the
Guidelines were based on bad
science and, even more so, on
food science politics.

A different theoretical basis
 In 2014, Nina Teicholz published
“The Big Fat Surprise” which
detailed how we came to accept
the notion that dietary fats,
especially saturated fats, caused
heart disease.
 In the past ten years, an entire
body of research has found little
relationship between dietary fats
(not blood lipids) and heart
disease.

So, why is this important?
 When we removed fats from
food, we replaced them with
sugars & other carbs.
 It is now understood that
those carbs are at the root of
arteriolosclerosis.
 As far as heart disease goes,
we’ve been making things
worse!
 And, when we add more
carbs, we stimulate the
release of more insulin!

What does insulin do?
 It stores “unburned”
carbohydrates as fat, all of it!
 And, if we eat too many carbs,
our cells become “resistant” to
insulin, leading to elevated
blood sugar and Type II
diabetes.
 So, in order to reduce weight
gain and the development of
diabetes, we should cut back on
the carbs!
 But what should we replace
carbs with?

Why remove fat in the first place?
 What we took out of food, we
should put back in, or, better yet,
don’t take it out in the first place.
That’s called “whole food”.
 All but the B and C vitamins are
fat soluble (A,D,E & K). That
means that we need fats in our
diet to benefit from the vitamins
in our food.
 Nature doesn’t make bad fats,
factories do!

Fat increases satiety
 Yes, fats are twice as calorically
dense as carbs, but the also
produce “satiety” or a feeling of
fullness after eating, so we don’t
eat too much.
 Carbs, on the other hand,
stimulate appetite.
 As fats stimulate less insulin, they
are less likely to get stored as fat
in cells the way carbs do.

The right kind of LDL goes up
 Dietary fats, including
saturated fats, raise LDL a small
amount but also raise HDL even
more.
 It’s the very low density
lipoproteins (VLDL) that cause
inflammation and arteriole
plaques.
 VLDL rises with refined grains
and sugars, not dietary fats!
 Fats in foods like nuts, oils and
fish protect against CVD.

Who still recommends low-fat?
 The American Heart Association
The American Diabetes
Association, and the CDC
Diabetes Prevention Program
recommends a low-fat approach!
 But the Academy of Nutrition
and Dietetics, in its official
comments on the 2015 Dietary
Guidelines for Americans,
recommended dropping
saturated fat from “nutrients of
concern” due to the lack of
evidence connecting it with
cardiovascular disease.

MDs aren’t up with research
 The Credit Suisse Research Institute surveyed 151
doctors; 44% based in North America, 33% in Europe and
23% in Asia.
 65% believe that the best diet for weight loss is a low
calorie one, though 36% believe that a low
carbohydrate is best for weight loss, and only 7%
advocated a low fat diet.
 Among nutritionists, 42% prefer the low
carbohydrate diet
 But 92% of the doctors thought excess fat
consumption could lead to cardiovascular issues
 These figures were broadly the same for general
practice doctors as well as nutritionists.
 The negative perception of saturated fats is still
prevalent among many doctors and beef, pork and
butter are widely considered a source of “bad” fats.

Is it hard to follow low-carb diets?
I’ve done it for over six years, so I
know the barriers that people face.
1. The “world” is full of carbs but
devoid of food with fats.
2. Many will tell you that low-carb
diets are dangerous!
3. You’re told you must eat carbs to
stay healthy!
4. Many successfully lose weight
on low-carb diets but don’t stick
with them long-term because
others don’t support them.

And, what about exercise?
 Exercise does improve
cardiovascular health, keeps
muscles and joints healthy,
improves stamina, balance and
flexibility, and reduces feelings of
anxiety and depression.
 But, a growing body of scientific
evidence shows that exercise alone
has almost no effect on long-term
weight loss.
 What it does do is to stimulate
hunger and cause the body to seek
more energy sources.

So what needs to change?
1. Dietary recommendations need to catch up with current
nutrition science.
2. Stop demonizing natural fats (but not trans fat), and
recommend eating foods that contain fats.
3. Bring back full-fat unflavored milk in schools.
4. For those who are carb-sensitive (37% of us), go with lowercarb veggies and fruits that don’t stimulate insulin.
5. Stop recommending exercise as a primary weight loss
strategy.

Public health
implications?
1. Understand that weight gain is driven primarily by hormones
and not calories.
2. Stop talking about “energy balance”, “calories-in- caloriesout”, and reducing fat intake.
3. Talk instead about carb sensitivity, quality fat intake, and
reducing refined grains, sugars and other processed foods.
4. Drop “let’s move” programs as obesity prevention strategies
and focus instead on physical fitness, stamina, and positive
attitudes.

So, where is this working now?
 The reduction in BMI gain seen in WIC
Program pre-school children in 18 (20082011) states followed the removal of fruit
juice from the approved foods list for
infants in 2005.*
 Sweden, which switched from low-fat to
low-carb dietary recommendations 5
years ago, is the only country to see a
leveling off of weight gain as 23% of the
population now follows low-carb diets.
 Growing grass-roots movements are
embracing low-carb eating, including
Paleo, Protein Power, Sugar-Busters, and
the Zone Diet.
*In 2015, the Pediatric Nutrition Surveillance Survey (PedNSS) reported MA low-income 2-4 obesity rate at 16.4% vs. 14.4%, 4th highest in the U.S.

What we do in Fall River
 Changed our Guide to Healthy
Meetings and Events to a lowcarb approach
 Produced a 20-minute video
that explains what you just
heard in a viewer-friendly way
 Launched a major sugar-free
campaign for children and
parents that we repeat often
 Advocated for changes in the
Dietary Guidelines re: sugar
and dietary fats

Why bother to change the message?
1. Forty years of experience prove that dietary advice works;
that’s precisely how we got into this mess in the first place!
2. It will take time to turn the “dietary ship” around, but new
forces, such as the internet, will help.
3. Continuing to spout the same unsuccessful messages will
continue to fuel the obesity crisis; we have to admit our
mistakes and move on!
4. People (including MDs) will convince themselves when they
get good results from low-carb eating.

