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A	balanced diet should obtain calories from:

“Low Carb” diets typically obtain from	Carbohydrates (CHO)	<30%					
of	calories.	 	Protein and	Fat derived calories are	(dis)proportionally
increased.
Most people follow low carb diets essentially because they want to	
lose weight.

Low Carb Diet Definitons

Fats

Proteins

Carbohydrates
<	30	%

15	%

55	%



Do	Low Carb diets help	to	lose weight?
Yes

The	global	published evidence suggests that low carb diets are	
effective in	helping people to	rapidly lose weight.

They probably work	because:
• They usually have a	high	protein content (highly satiating)	
• They also induce	a	rapid Na+ and	water	loss (N - excretion)
• They induce	a	minimal rise	of	glucose after the	meal (the	

“Glycemic Response” is very low).



of 30% of daily energy from carbohydrate. Unlike some
previous studies, our trial included men and women who
did not have diabetes and CVD at baseline and compre-
hensively measured cardiovascular risk profiles.

Our results with regard to body weight are consistent
with those of other trials (23, 24) and a recent meta-
analysis (25). The underlying mechanisms that may ac-
count for differences in weight loss by diet are still not
fully identified, but a recent study indicated that low-
carbohydrate diets may have a more favorable effect on
resting energy expenditure and total energy expenditure
than low-fat diets (26). In addition, our findings suggest
that the loss of fat mass accounts for most of the reduction
in body weight on a low-carbohydrate diet, which is con-
sistent with other study findings (19, 21).

We found that a low-carbohydrate diet resulted in a
significantly greater reduction in the ratio of total–HDL
cholesterol, which has been identified as a strong and in-
dependent predictor of CHD (27). This finding is consis-
tent with at least 1 previous study (23) but not others that
had small sample sizes or high rates of loss to follow-up
(20, 21). The decreases in HDL cholesterol and triglycer-

ide levels that we observed were within the range reported
in previous weight-loss studies (25).

A major concern that has been frequently raised about
low-carbohydrate diets is their potential to elevate LDL
cholesterol levels, an established risk factor for CVD (8,
28). In contrast, a recent meta-analysis showed that both
low-fat and low-carbohydrate diets reduced LDL choles-
terol levels, although the reduction was less for persons
assigned to low-carbohydrate diets (25). Our study also
found reductions in LDL cholesterol level among partici-
pants in both groups, with no significant difference be-
tween the groups.

We also observed moderate reductions in blood pres-
sure and plasma glucose, serum insulin, and serum creati-
nine levels that did not differ significantly between groups.
In our study, participants on the low-carbohydrate diet had
greater decreases in CRP levels than those on the low-fat
diet. Two previous studies that examined CRP levels found
no difference between the diets (19, 29); however, both
had relatively small sample sizes and may have been
underpowered.

Figure 2. Predicted mean changes in body weight, fat mass, total–HDL cholesterol ratio, and triglyceride level in the low-fat and
low-carbohydrate diet groups.
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Effects of food rich in carbohydrates, lipids 
and proteins on ghrelin response
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1. The insulinemic response is reduced during low carb diets,	
and	it is thus less probable to	develop hypoglicemia after the	
meal,	and	to become hungry

2. The	body	uses preferentially fat (instead of	glucose)	for	
energy production

3. Less blood sugar	is converted into fat
Eventually,	body	weight decreases

Why is it important to	keep the	
Glycemic Response low?



1. The insulinemic response is reduced during low carb diets,	
and	it is thus less probable to	develop hypoglicemia after the	
meal,	and	to become hungry

2. The	body	uses preferentially fat (instead of	glucose)	for	
energy production

3. Less blood sugar	is converted into fat
Eventually,	body	weight decreases

Why is it important to	keep the	
Glycemic Response low?

Are	there other ways	to	keep the	Glycemic
Response low?	Yes

If patients select the	proper carbohydrates (“good carbs”),	they will
induce,	like in	the	low carb diets,	a	low glycemic response



Test Food Reference Food 

(usually a glucose solution)

Glycemic Index  (GI)

Time (min)

Glycemia

0  15  30   45     60         90         120 0  15  30   45     60         90         120

Jenkins et al. AJCN 1981; Wolever et al 1991

GI is a classification of carbohydrate rich foods based on their blood glucose 
rising potential. 



Post-prandial glucose excursions and urinary excretion of 8-
iso PGF2 alfa, a measure of oxidant stress.

Monnier L et al, JAMA 2006



Med Diet is as effective as Low Carb diet in	
weight loss T h e  n e w  e ngl a nd  j o u r na l  o f  m e dic i n e

n engl j med 359;3 www.nejm.org july 17, 2008238

cant (P<0.05) only in the low-carbohydrate group 
(P = 0.45 for the comparison among groups).

Liver-Function Tests
Changes in bilirubin, alkaline phosphatase, and 
alanine aminotransferase levels were similar 
among the diet groups. Alanine aminotransferase 
levels were significantly reduced from baseline to 
24 months in the Mediterranean-diet and the 
low-carbohydrate groups (reductions of 3.4±11.0 
and 2.6±8.6 units per liter, respectively; P<0.05 
for the comparison with baseline in both groups).

Discussion

In this 2-year dietary-intervention study, we found 
that the Mediterranean and low-carbohydrate di-
ets are effective alternatives to the low-fat diet for 
weight loss and appear to be just as safe as the 
low-fat diet. In addition to producing weight loss 
in this moderately obese group of participants, 
the low-carbohydrate and Mediterranean diets had 
some beneficial metabolic effects, a result sug-
gesting that these dietary strategies might be con-
sidered in clinical practice and that diets might be 
individualized according to personal preferences 
and metabolic needs. The similar caloric deficit 
achieved in all diet groups suggests that a low-car-

bohydrate, non–restricted-calorie diet may be opti-
mal for those who will not follow a restricted-cal-
orie dietary regimen. The increasing improvement 
in levels of some biomarkers over time up to the 
24-month point, despite the achievement of maxi-
mum weight loss by 6 months, suggests that a 
diet with a healthful composition has benefits be-
yond weight reduction.

The present study has several limitations. We 
enrolled few women; however, we observed a sig-
nificant interaction between the effects of diet 
group and sex on weight loss (women tended to 
lose more weight on the Mediterranean diet), and 
this difference between men and women was also 
reflected in the changes in leptin levels. This pos-
sible sex-specific difference should be explored 
in further studies. The data from the few partici-
pants with diabetes are of interest, but we recog-
nize that measurement of HOMA-IR is not an op-
timal method to assess insulin resistance among 
persons with diabetes. We relied on self-reported 
dietary intake, but we validated the dietary assess-
ment in two different dietary-assessment tools and 
used electronic questionnaires to minimize the 
amount of missing data. Finally, one might argue 
that the unique nature of the workplace in this 
study, which permitted a closely monitored di-
etary intervention for a period of 2 years, makes 
it difficult to generalize the results to other free-
living populations. However, we believe that simi-
lar strategies to maintain adherence could be ap-
plied elsewhere.

The strengths of the study include the one-
phase design, in which all participants started 
simultaneously; the relatively long duration of the 
study; the large study-group size; and the high 
rate of adherence. The monthly measurements of 
weight permitted a better understanding of the 
weight-loss trajectory than was the case in previ-
ous studies.

We observed two phases of weight change: 
initial weight loss and weight maintenance. The 
maximum weight reduction was achieved during 
the first 6 months; this period was followed by 
the maintenance phase of partial rebound and a 
plateau. Among all diet groups, weight loss was 
greater for those who completed the 24-month 
study than for those who did not. Even moderate 
weight loss has health benefits, and our find-
ings suggest benefits of behavioral approaches 
that yield weight losses similar to those obtained 
with pharmacotherapy.29
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Figure 2. Weight Changes during 2 Years According to Diet Group.

Vertical bars indicate standard errors. To statistically evaluate the changes 
in weight measurements over time, generalized estimating equations were 
used, with the low-fat group as the reference group. The explanatory vari-
ables were age, sex, time point, and diet group.
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s u m m a r y

Background & aims: Failure to attain fat balance may contribute to obesity development even without
excessive energy intake. The objective of this study was to examine the associations of dietary macro-
nutrient distribution with abdominal adiposity in adolescents and to evaluate whether these relation-
ships were attenuated by physical activity.
Methods: A total of 224 Spanish adolescents (51% females, 14.9 ! 1.2 years) were included in the study.
Abdominal adiposity in three regions, truncal and total body fat mass (FM) and lean mass (LM) were
measured by dual-energy X-ray absorptiometry and thereafter FM index (FMI ¼ FM/height2) and FMI/
LMI ratio were calculated. The energy derived from fat intake was assessed by two non-consecutive 24 h
recalls. Total physical activity (PA) and time spent in moderate-to-vigorous PA (MVPA) and vigorous PA
were objectively measured by accelerometry.
Results: We observed that the percent of energy derived from fat intake was significantly associated with
FMI and FMI/LMI ratio (Ps ¼ 0.001) and greater amounts of truncal (P ¼ 0.001) and abdominal adiposity
in the three regions regardless of age, sex and height (all P # 0.005). The strength of the relationships was
not substantially altered by further adjustment for PA, vigorous PA or moderate-to-vigorous PA
(Ps # 0.005).
Conclusions: The percent of energy derived from dietary fat intake is strongly and linearly associated
with total, truncal and abdominal adiposity independently of PA in adolescents. These observations
implicate the amount of dietary fat intake as a specific risk factor in the excess of abdominal adiposity in
adolescence.

! 2013 Elsevier Ltd and European Society for Clinical Nutrition and Metabolism. All rights reserved.

1. Introduction

The World Health Organization (WHO) identified energy den-
sity as an important dietary factor for determining obesity risk.1

Energy-dense diets are typically high in fat. Sustained
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intake and truncal and abdominal fat deposition in adolescents. We
also observed that these relationships were independent of total
physical activity, MVPA and VPA.

Conflicting data exist on dietary fat content and total adiposity
in youths. Our findings concur with those from previous reports
associating linearly high fat diets with greater total adiposity in
either cross-sectional or longitudinal studies in youths10e12 or
adults.28,29 In contrast, Elliot et al.30 did not find any relationship
between the percentage of macronutrient intakes and BMI in a
relatively large sample of Australian children and adolescents
(n ¼ 2460). In contrast, in the study of Maillard et al.4 the rela-
tionship between energy derived from fat and adiposity assessed
by sum of skinfolds was not linear; thus, they observed higher total
adiposity in non-obese prepubertal children who consumed diets
with fat content above 35% of energy, but there was no further
increase beyond this threshold. However, the outcome in these
studies, BMI or adiposity estimated by skinfolds, may be less sen-
sitive than a more precise estimate of fat mass, such as DXA.

The type of dietary fat may also influence adiposity. Several4,31

but not all32,33 cross-sectional studies have found positive

correlations between saturated fat intake and obesity. Additionally,
one previous report observed significant correlations between
saturated and polyunsaturated fatty acid intake and intra-
abdominal adiposity.34 In the current study we did not find any
significant association of saturated fat intake with either total or
abdominal adiposity. However, we observed significant associa-
tions between the energy derived from monounsaturated and
polyunsaturated fatty acid intake and both FMI/LMI ratio and
abdominal adiposity. Interestingly, our findings are in agreement
with one previous study performed with a large sample of Spanish
adults (N ¼ 23,289).35 Both studies were performed in the same
country where the prevalence of obesity is relatively high and
where diet is characterized by a high energy proportion of mono-
unsaturated and polyunsaturated lipids. Gonzalez et al.35 observed
that the energy derived from monounsaturated and poly-
unsaturated fat intake was positively associated with BMI, but that
these relationships were weak for both types of dietary fatty acids,
which concurs with our findings. As far as we are aware, there are
no previous studies examining the association of energy intake
from type of dietary fat with truncal and abdominal adiposity in
youths, which hamper between studies comparisons. Further work
is needed to conclude the specific role of subtypes of dietary fat on
total or abdominal adiposity.

In our study, the relationships between the percent of energy
derived from fat intake and adiposity content estimated either by
FMI or FMI/LMI ratio were independent of total physical activity,
MVPA and VPA. These findings did not support our hypothesis that
the strength of the association between dietary fat and adiposity
would be attenuated by physical activity or time spent in MVPA or
VPA. Nevertheless, our results are in agreement with the studies of
Tucker et al.12 and Ambrosini et al.11 in which physical activity was
measured by questionnaire or accelerometers, respectively. On the
contrary, Telford et al.13 concluded that physical activity was the
main source of variation in the percent body fat measured by DXA
in a sample of Australian children aged 8e12 years. However, in this
study physical activity was objectively measured while dietary
intake was assessed only by one-day dietary record which is not an
accurate method for measuring usual dietary intakes.

The distribution of body fat is known to be important in the
development of metabolic disorders associated with obesity,
particularly insulin resistance.36 Indeed, it has been suggested that
the link between obesity and metabolic disease risk is driven by
abdominal fat adiposity.37 The most important and novel finding of
this study was the clear trend between the percent of energy
derived from dietary fat and abdominal adiposity in the three
measured regions in adolescents. Likewise, we observed that ado-
lescents within the upper tertile of dietary fat intake had w38%,
w40% and w42% more adiposity deposition on abdominal regions
1, 2 and 3, respectively, than adolescents within the lower tertile of
the energy derived from fat intake. Moreover, these associations
were independent of total physical activity, MVPA and VPA. As far as
we are aware, there are no previous studies examining these re-
lationships either in youths or adults which hamper comparisons.
Black et al.15 compared the influence of low-, moderate- and high-
fat diets on insulin sensitivity and total and truncal adiposity
assessed by DXA in a sample of 1150 participants aged 18e65 years.
They observed that those participants who consumed high fat diets
had higher truncal fat mass and lower insulin sensitivity than their
peers with either low or moderate fat diets independently of
physical activity, which is in line with our findings.

Interestingly, we found that energy intake was lower in those
adolescents with higher energy derived from fat intake. This
observation reinforces the idea that high fat intake specifically may
contribute to overall and abdominal adiposity independently of
energy intake. On the other hand, our findings could contribute to
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intake and truncal and abdominal fat deposition in adolescents. We
also observed that these relationships were independent of total
physical activity, MVPA and VPA.

Conflicting data exist on dietary fat content and total adiposity
in youths. Our findings concur with those from previous reports
associating linearly high fat diets with greater total adiposity in
either cross-sectional or longitudinal studies in youths10e12 or
adults.28,29 In contrast, Elliot et al.30 did not find any relationship
between the percentage of macronutrient intakes and BMI in a
relatively large sample of Australian children and adolescents
(n ¼ 2460). In contrast, in the study of Maillard et al.4 the rela-
tionship between energy derived from fat and adiposity assessed
by sum of skinfolds was not linear; thus, they observed higher total
adiposity in non-obese prepubertal children who consumed diets
with fat content above 35% of energy, but there was no further
increase beyond this threshold. However, the outcome in these
studies, BMI or adiposity estimated by skinfolds, may be less sen-
sitive than a more precise estimate of fat mass, such as DXA.

The type of dietary fat may also influence adiposity. Several4,31

but not all32,33 cross-sectional studies have found positive

correlations between saturated fat intake and obesity. Additionally,
one previous report observed significant correlations between
saturated and polyunsaturated fatty acid intake and intra-
abdominal adiposity.34 In the current study we did not find any
significant association of saturated fat intake with either total or
abdominal adiposity. However, we observed significant associa-
tions between the energy derived from monounsaturated and
polyunsaturated fatty acid intake and both FMI/LMI ratio and
abdominal adiposity. Interestingly, our findings are in agreement
with one previous study performed with a large sample of Spanish
adults (N ¼ 23,289).35 Both studies were performed in the same
country where the prevalence of obesity is relatively high and
where diet is characterized by a high energy proportion of mono-
unsaturated and polyunsaturated lipids. Gonzalez et al.35 observed
that the energy derived from monounsaturated and poly-
unsaturated fat intake was positively associated with BMI, but that
these relationships were weak for both types of dietary fatty acids,
which concurs with our findings. As far as we are aware, there are
no previous studies examining the association of energy intake
from type of dietary fat with truncal and abdominal adiposity in
youths, which hamper between studies comparisons. Further work
is needed to conclude the specific role of subtypes of dietary fat on
total or abdominal adiposity.

In our study, the relationships between the percent of energy
derived from fat intake and adiposity content estimated either by
FMI or FMI/LMI ratio were independent of total physical activity,
MVPA and VPA. These findings did not support our hypothesis that
the strength of the association between dietary fat and adiposity
would be attenuated by physical activity or time spent in MVPA or
VPA. Nevertheless, our results are in agreement with the studies of
Tucker et al.12 and Ambrosini et al.11 in which physical activity was
measured by questionnaire or accelerometers, respectively. On the
contrary, Telford et al.13 concluded that physical activity was the
main source of variation in the percent body fat measured by DXA
in a sample of Australian children aged 8e12 years. However, in this
study physical activity was objectively measured while dietary
intake was assessed only by one-day dietary record which is not an
accurate method for measuring usual dietary intakes.

The distribution of body fat is known to be important in the
development of metabolic disorders associated with obesity,
particularly insulin resistance.36 Indeed, it has been suggested that
the link between obesity and metabolic disease risk is driven by
abdominal fat adiposity.37 The most important and novel finding of
this study was the clear trend between the percent of energy
derived from dietary fat and abdominal adiposity in the three
measured regions in adolescents. Likewise, we observed that ado-
lescents within the upper tertile of dietary fat intake had w38%,
w40% and w42% more adiposity deposition on abdominal regions
1, 2 and 3, respectively, than adolescents within the lower tertile of
the energy derived from fat intake. Moreover, these associations
were independent of total physical activity, MVPA and VPA. As far as
we are aware, there are no previous studies examining these re-
lationships either in youths or adults which hamper comparisons.
Black et al.15 compared the influence of low-, moderate- and high-
fat diets on insulin sensitivity and total and truncal adiposity
assessed by DXA in a sample of 1150 participants aged 18e65 years.
They observed that those participants who consumed high fat diets
had higher truncal fat mass and lower insulin sensitivity than their
peers with either low or moderate fat diets independently of
physical activity, which is in line with our findings.

Interestingly, we found that energy intake was lower in those
adolescents with higher energy derived from fat intake. This
observation reinforces the idea that high fat intake specifically may
contribute to overall and abdominal adiposity independently of
energy intake. On the other hand, our findings could contribute to
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Fig. 1. Fat mass index, truncal adiposity and abdominal adiposity in the three regions
(R1, R2, and R3) measured by DXA in adolescents across tertiles of the percent of
energy derived from fat intake adjusted with age and sex (ANCOVA, linear trend).
Truncal and abdominal adiposity in the three regions were additionally adjusted with
height squared. Lower tertile: <33.6%, middle tertile: between 33.6% and 41.4%, upper
tertile: >41.4%. Data are means and SEM.
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intake and truncal and abdominal fat deposition in adolescents. We
also observed that these relationships were independent of total
physical activity, MVPA and VPA.

Conflicting data exist on dietary fat content and total adiposity
in youths. Our findings concur with those from previous reports
associating linearly high fat diets with greater total adiposity in
either cross-sectional or longitudinal studies in youths10e12 or
adults.28,29 In contrast, Elliot et al.30 did not find any relationship
between the percentage of macronutrient intakes and BMI in a
relatively large sample of Australian children and adolescents
(n ¼ 2460). In contrast, in the study of Maillard et al.4 the rela-
tionship between energy derived from fat and adiposity assessed
by sum of skinfolds was not linear; thus, they observed higher total
adiposity in non-obese prepubertal children who consumed diets
with fat content above 35% of energy, but there was no further
increase beyond this threshold. However, the outcome in these
studies, BMI or adiposity estimated by skinfolds, may be less sen-
sitive than a more precise estimate of fat mass, such as DXA.

The type of dietary fat may also influence adiposity. Several4,31

but not all32,33 cross-sectional studies have found positive

correlations between saturated fat intake and obesity. Additionally,
one previous report observed significant correlations between
saturated and polyunsaturated fatty acid intake and intra-
abdominal adiposity.34 In the current study we did not find any
significant association of saturated fat intake with either total or
abdominal adiposity. However, we observed significant associa-
tions between the energy derived from monounsaturated and
polyunsaturated fatty acid intake and both FMI/LMI ratio and
abdominal adiposity. Interestingly, our findings are in agreement
with one previous study performed with a large sample of Spanish
adults (N ¼ 23,289).35 Both studies were performed in the same
country where the prevalence of obesity is relatively high and
where diet is characterized by a high energy proportion of mono-
unsaturated and polyunsaturated lipids. Gonzalez et al.35 observed
that the energy derived from monounsaturated and poly-
unsaturated fat intake was positively associated with BMI, but that
these relationships were weak for both types of dietary fatty acids,
which concurs with our findings. As far as we are aware, there are
no previous studies examining the association of energy intake
from type of dietary fat with truncal and abdominal adiposity in
youths, which hamper between studies comparisons. Further work
is needed to conclude the specific role of subtypes of dietary fat on
total or abdominal adiposity.

In our study, the relationships between the percent of energy
derived from fat intake and adiposity content estimated either by
FMI or FMI/LMI ratio were independent of total physical activity,
MVPA and VPA. These findings did not support our hypothesis that
the strength of the association between dietary fat and adiposity
would be attenuated by physical activity or time spent in MVPA or
VPA. Nevertheless, our results are in agreement with the studies of
Tucker et al.12 and Ambrosini et al.11 in which physical activity was
measured by questionnaire or accelerometers, respectively. On the
contrary, Telford et al.13 concluded that physical activity was the
main source of variation in the percent body fat measured by DXA
in a sample of Australian children aged 8e12 years. However, in this
study physical activity was objectively measured while dietary
intake was assessed only by one-day dietary record which is not an
accurate method for measuring usual dietary intakes.

The distribution of body fat is known to be important in the
development of metabolic disorders associated with obesity,
particularly insulin resistance.36 Indeed, it has been suggested that
the link between obesity and metabolic disease risk is driven by
abdominal fat adiposity.37 The most important and novel finding of
this study was the clear trend between the percent of energy
derived from dietary fat and abdominal adiposity in the three
measured regions in adolescents. Likewise, we observed that ado-
lescents within the upper tertile of dietary fat intake had w38%,
w40% and w42% more adiposity deposition on abdominal regions
1, 2 and 3, respectively, than adolescents within the lower tertile of
the energy derived from fat intake. Moreover, these associations
were independent of total physical activity, MVPA and VPA. As far as
we are aware, there are no previous studies examining these re-
lationships either in youths or adults which hamper comparisons.
Black et al.15 compared the influence of low-, moderate- and high-
fat diets on insulin sensitivity and total and truncal adiposity
assessed by DXA in a sample of 1150 participants aged 18e65 years.
They observed that those participants who consumed high fat diets
had higher truncal fat mass and lower insulin sensitivity than their
peers with either low or moderate fat diets independently of
physical activity, which is in line with our findings.

Interestingly, we found that energy intake was lower in those
adolescents with higher energy derived from fat intake. This
observation reinforces the idea that high fat intake specifically may
contribute to overall and abdominal adiposity independently of
energy intake. On the other hand, our findings could contribute to
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Fig. 1. Fat mass index, truncal adiposity and abdominal adiposity in the three regions
(R1, R2, and R3) measured by DXA in adolescents across tertiles of the percent of
energy derived from fat intake adjusted with age and sex (ANCOVA, linear trend).
Truncal and abdominal adiposity in the three regions were additionally adjusted with
height squared. Lower tertile: <33.6%, middle tertile: between 33.6% and 41.4%, upper
tertile: >41.4%. Data are means and SEM.
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Low carbohydrate-high protein diet and 
incidence of cardiovascular diseases in 

Swedish women: prospective cohort study

Lagiou P et	al,	BMJ	2012

Design:	Prospective cohort study.

Setting:	Uppsala,	Sweden.

Participants:	From	a	random	population sample,	43	396	Swedish women,
aged 30-49	years at baseline,	completed an	extensive dietary questionnaire

Follow-up:	for	an	average of	15.7	years.



Low carbohydrate-high protein diet and 
incidence of cardiovascular diseases in 

Swedish women: prospective cohort study

Lagiou P et	al,	BMJ	2012



High total protein intake, cardiovascular
diseases and all-cause deaths in the 

PREDIMED study

Hernàndez-Alonso	P et	al,	Clin Nutr 2015



High animal vs vegetable protein intake,
cardiovascular diseases and all-cause 

deaths in the PREDIMED study

Hernàndez-Alonso	P et	al,	Clin Nutr 2015

Animal Protein



High animal vs vegetable protein intake,
cardiovascular diseases and all-cause 

deaths in the PREDIMED study

Hernàndez-Alonso	P et	al,	Clin Nutr 2015

Vegetable Protein



High animal vs vegetable protein intake,
cardiovascular diseases and all-cause 

deaths in the PREDIMED study

Hernàndez-Alonso	P et	al,	Clin Nutr 2015



Carbohydrates, fats and CHD risk in two US cohort studies

Li J et al, JACC 2015



Carbohydrates, fats and CHD risk in two US cohort studies

Li J et al, JACC 2015



Saturated fats compared with unsaturated fats and 
sources of carbohydrates in relation to risk of CHD

Li J et al, JACC 2015



In	conclusion:
• Low carb diets are	effective in	inducing a	rapid
reduction in	body	weight

• This is associatedwith	unfavourablemetaboliceffects
and	possible increase in	CVD	or	All-Cause	Death	risk

• Such negative	effects are	partly due	to	fats,	and	partly
to	proteins,	both increased in	low carb diets

• “Good carb”	diets exert,	in	the	middle	term,	similar
effects on	BW,	but with	favourable associated
metaboliceffects if low GI,	whole grain,	carbs are	
preferred



In	conclusion:

• “Good carb”	diets should definitevely be	
preferred to	“Low carb diets”


