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Popular dietary approaches for weight loss have generated widespread interest and
considerable debate. While energy balance remains the cornerstone of weight control (i.e.,
calories still count), new diets and books promising weight loss by limiting certain foods or
macronutrients rather than energy are constantly emerging and hitting the best seller list.
Although their names and approaches may change over time, their basic premise has not.
They market “success” as a large weight loss over a short period with little effort. Given the
allure of a quick fix, overweight and obese individuals are often in search of the next “best”
diet. The public's willingness to try diverse and, in some cases, poorly researched dietary
approaches underscores their long-standing struggle to control their weight and the need for
more effective strategies to help create an energy deficit. In order to develop more effective
strategies, it is important to understand the efficacy, health effects, and long-term
sustainability of current dietary approaches to weight control.

This article describes various dietary approaches to weight loss (i.e., low-, very low-, and
moderate-fat diets, high-protein diets, low-carbohydrate diets, and low glycemic index
diets). Descriptions of each dietary strategy are followed by a review of short- and long-term
efficacy data from studies published between 2005 and 2011. (See our previous review for a
summary of work prior to 2005.)

Low-fat diets
The Dietary Guidelines for Americans (along with My Pyramid) provides one example of a
low-fat (LF) eating plan.1 The Dietary Guidelines are based on evidence that eating a LF
(20-35%) diet helps manage weight, promote health, and reduce the risk of chronic disease.
The guidelines include recommendations for “foods to reduce” (i.e., saturated and trans fat,
cholesterol, sodium, added sugar, refined grains, alcohol) and “foods to increase” (i.e.,
fruits, vegetables, whole grains, low-fat dairy and protein foods, oils) in order to maximize
the nutrient content and health promoting potential of the diet. Other examples of a LF diet
are the DASH diet and those recommended by the American Diabetes Association2,
American Heart Association3, and American Cancer Society4, as well as commercial
programs like Weight Watchers.

Efficacy, health effects, and sustainability
Low-fat diets are the best studied of all dietary approaches to weight loss. Three large,
multi-center, randomized studies (i.e., the PREMIER trial, Diabetes Prevention Program,
and the Finnish Diabetes Prevention study) have demonstrated that greater weight loss is
achieved in groups consuming LF diets compared to controls receiving standard lifestyle
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recommendations.5 Furthermore, they suggest that consumption of a low-fat, low calorie
diet, in the context of intensive group and/or individual counseling, has positive effects on
comorbid conditions as long as they are followed. A more detailed description has been
reported previously.5

More recent studies have reported similar findings. The Look Ahead Trial6 was a large
multicenter, randomized clinical trial that compared the effects of an intensive lifestyle
intervention (ILI) to diabetes support and education (DSE) on the incidence of major
cardiovascular disease (CVD) events in overweight or obese individuals with type 2
diabetes. Participants in the ILI group were assigned a calorie restricted LF diet, received
frequent behavioral therapy, and extended contact. Those in the DSE group were given
standard instruction on 3 occasions each year for eating a healthy diet and engaging in
physical activity. Weight loss in the ILI group was significantly greater than the DSE group
each year over the course of four years, with maximal weight loss occurring at 1 year (Table
1). Individuals in the ILI group also displayed greater improvements in hemoglobin A1C
(HbA1C), blood pressure, high density lipoprotein (HDL), and triacylglycerides (TAG) over
the course of the study. Other studies prescribing LF diets with treatment phases ranging
from ≤ 6 months to ≥ 12 months have reported weight losses of approximately 6-11 kg after
67-9and 12 months10,11, 4-5 kg after 24-36 months6,9, and 4.7% initial body weight at 48
months6 (Table 1). The Woman's Health Initiative Dietary Modification trial showed that
following a LF diet without instruction for calorie restriction can help to maintain weight
loss slightly better than following a diet higher in fat.12 Taken together, these findings
suggest that a LF diet is an effective weight control strategy in the short- and long-term as
long as it is followed.

Adherence to a calorie controlled diet appears to be one of the biggest barriers to the long-
term success of weight loss maintenance. LF eating is not immune to poor long-term
adherence. Researchers have investigated various strategies, from varying the percentage of
fat in the diet to matching diets with food preferences, in an attempt to promote better long-
term dietary adherence. One study13 comparing weight loss and CVD risk factors in
individuals consuming calorie controlled 20% or 30% fat diets showed that although both
diets produced a similar amount of weight loss after 7 months, weight loss was maintained
better and CVD risk factors were reduced more after 14 months in those following the 30%
fat diet. It appears that intake was more restrictive in the 20% fat diet group, making it more
difficult to follow over the long-term and resulting in greater weight regain. A limited
number of studies have investigated the effects of matching treatment preferences with
weight loss outcomes.14-16 A recent study15 found that whether individuals were
randomized to their preferred LF diet or not (i.e., standard or lacto-ovo vegetarian), they lost
similar amounts of weight after 6 months; however, differences in weight regain patterns
emerged after 6 months. Curiously, those who were assigned their preferred diet began
regaining weight sooner (i.e., 6 vs. 12 months) and regained more weight (i.e., 4.5% vs.
2.1%) at 18 months than those who were not assigned to their preferred diet. Similar
findings were recently reported for both LF and low carbohydrate diets.16 Borradaile et al
found that the group assigned their preferred diet lost less weight (-7.7 kg) than the group
who did not receive their preferred diet (-9.7 kg) or who did not report a strong preference at
baseline (-11.2 kg).16 Given this seemingly counterintuitive finding, it may be useful for
future studies to elaborate on “preference” (e.g., is their preference based on a preferred way
of eating or on an alternative to their preferred way of eating).

Very-low-fat diets
Some investigators have suggested that a fat intake of ≤ 20% of total calories is necessary
for optimal health.17,18 Diets that provide 10%-20% fat are defined as very low-fat. The
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Pritikin and Ornish diets are examples of very low-fat diets. They are primarily plant-based
diets (e.g., fruits, vegetables, whole grains, beans, and soy), with limited amounts of reduced
fat dairy, eggs, lean meats, and fish.17,18 Unlike LF plans which incorporate all foods, the
very low-fat diets strongly discourage consumption of foods containing high amounts of
refined carbohydrate.

Efficacy, health effects, and sustainability
A limited number of studies have examined the efficacy of very low-fat diets. In our earlier
review5, we summarized results from the Lifestyle Heart Trial showing that a very low-fat
vegetarian diet-- combined with a behavior modification program including moderate
aerobic activity, stress management, and smoking cessation-- was effective in reducing
weight and the progression of coronary atherosclerosis. Since this study was published,
others have shown that participants following the Ornish diet experienced similar weight
loss and improvements in CVD risk factors as participants following other popular diet
strategies19,20 (Table 1). However, compared to other diets, the Ornish diet showed a trend
toward higher attrition19 and poorer adherence.20 These findings suggest that very low-fat
diets may be more difficult to sustain over time.

More recently, Barnard et al21,22 compared weight loss in participants with type 2 diabetes
who consumed either a vegan diet (i.e., 10% energy from fat) or a diet based on the
guidelines of the American Diabetes Association diet (i.e., approximately 20%-25% fat).
After 22 and 74 weeks, both diets resulted in weight loss and improved glycemic control.
Reductions in weight were significantly greater in the vegan group at 22 weeks but not at 74
weeks (Table 1). Dietary adherence was greater in the vegan group at 22 weeks but not at 74
weeks. Participants rated both diets as acceptable.23 This research group also compared
weight loss in individuals who consumed a vegan (i.e., 10% energy from fat) and National
Cholesterol Education Program (NCEP) low-fat diet (i.e., 30% energy from fat) for 14
weeks and found that the vegan group had greater weight loss than the NCEP group at 1 and
2 years.11 These studies suggest that very low-fat diets are effective in reducing weight and,
unlike the studies above, may be sustainable over the long-term.

Moderate-fat diets
Given that LF diets can contain up to 35% fat, moderate fat (MF) diets are generally those
that contain between 35%-45% fat. Many people equate MF diets with Mediterranean diets
but the fat content of Mediterranean diets can vary considerably. Some have reported fat
contents as high as 47%24 while others have found them to be as low as 25% fat25;
therefore, although some Mediterranean diets can be considered moderate in fat, it should
not be assumed that they all are.

Efficacy, health effects, and sustainability
Previous studies have shown that weight loss was better maintained over time in individuals
who followed a MF diet and suggested that it may be easier to adhere to MF diets than LF
diets over the long term.5 Recent studies that have compared MF (i.e., 35%-46% fat) and LF
(i.e., 25%-30%) diets have reported similar26,27 to slightly better28 weight losses with MF
diets (Table 1). These diets were similar to Mediterranean diets in that they contained a high
proportion of monounsaturated fatty acids (MUFAs), primarily from MUFA rich oils, and
emphasized high intake of plant foods (i.e., fruits, vegetables, whole grains, legumes, and
nuts) and fiber and limited amounts of saturated fat from animal foods. A meta-analysis of
16 randomized controlled trials of the effect of Mediterranean diets on body weight
suggested that Mediterranean diets resulted in greater weight losses compared to a control
diet, particularly when associated with energy restriction and physical activity.29 Of the
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studies included in the meta analysis that reported fat intake, only one study reported total
fat intake as less than 35% fat (i.e., 30% fat). Compared to LF diets, higher fat,
Mediterranean style diets have also been shown to be superior in increasing HDL and
reducing atherogenic index (i.e., ratio of total to HDL cholesterol) and C-reactive protein in
individuals with hyperlipidemia27 or coronary heart disease.28 They also are comparable in
improving blood pressure, HDL, HbA1C, and fasting glucose and insulin in individuals with
type 2 diabetes.26,28

One study focused on the efficacy of MF diets on weight maintenance.30,31 In this study,
participants who lost at least 8% of their initial body weight on an 8 week low energy diet
were randomized to one of three ad libitum diets for 6 months: 1) MF, Mediterranean type
diet (35%-45% fat with > 20% MUFA); 2) LF (20%-30% fat); or 3) control (35% fat with
>15% saturated fat). After 6 months, all participants regained weight with no significant
differences between groups (MF, 2.5 kg; LF, 2.2 kg; control, 3.8 kg). However, body fat
regain was lower in the MF and LF groups. The MF diet showed favorable effects on
diabetes risk factors (i.e., reduction in fasting insulin and improvements in homeostasis
model assessment of insulin resistance [HOMA-IR]) and CVD risk factors (i.e., reduced
ratio of low-density lipoprotein [LDL] to HDL).

The high -protein diet
There is no standard definition of a “high-protein diet;” however, intakes greater than 25%
total energy or 1.6g/kg per day of body weight can be considered high.32 The Zone diet
(30% protein, 40% carbohydrate, and 30% fat) is an example of a high-protein (HP) diet.
The most prominent difference between a HP diet such as the Zone and a low-carbohydrate
diet like the Atkins New Diet Revolution is that a HP diet is typically low in fat.

Efficacy, health effects, and sustainability
Several earlier studies have reported greater weight loss and improvements in body
composition (i.e., decreases in waist circumference, waist-to-hip ratio, and intra abdominal
adipose tissue and better preservation of lean body mass) in individuals prescribed HP diets
than LF diets. These studies have been described in more detail previously.5 Given that high
waist-to-hip ratios and levels of intra abdominal adipose tissue are positively correlated with
certain chronic conditions, interest in HP diets has grown. Findings from more recent studies
are mixed. Although several studies have not found significant advantages on body weight
and composition19, 33-36, some trials have supported previous findings that diets higher in
protein have beneficial effects on weight loss37-39 and body composition.39-41 This appears
particularly true in individuals with elevated risk of CVD and metabolic syndrome33,42 or in
individuals who combine a HP diet with resistance training40 (Table 1).

There is no clear explanation for these inconsistent results. Inadequate nutrition counseling
and poor dietary adherence, particularly in longer studies, may contribute to the lack of
differences between dietary groups. Poor long-term adherence has been reported in several
studies comparing HP and LF diets on weight loss and body composition19,35-37,39 and is
not limited to HP diets. For example, Dansinger et al.19 reported that only 25% of
participants in each of four dietary groups (i.e., Atkins, Zone, Weight Watchers and Ornish)
sustained a clinically meaningful adherence level. McCauley et al39 reported that, by 52
weeks, adherence to macronutrient goals declined considerably as did Clifton et al37 who
found that by 64 weeks, macronutrient intake had shifted to a point at which the diets
converged, and there was not a large enough difference in diets to be of significance. As
such, data in the latter study were reanalyzed based on actual intakes of protein and 24-hr
urinary urea, a marker of protein intake, instead of the assigned intervention. When actual
high- and low-protein intake groups were compared, the researchers found that weight loss
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was greater in the HP group than the low-protein group. These findings differed from those
in the initial analysis in which no between group differences in weight were observed.

In order to better understand compliance and long-term changes in body composition and
blood lipids, Layman et al41 compared HP and LF diets in obese but healthy adults over 12
months. This study was divided into 2 phases: 1) 4 months of weight loss; 2) 8 months of
weight maintenance. The diets were isocaloric and equal in fat but differed in protein
content. The HP group were prescribed 30% protein (providing 1.6 g protein/kg/day) while
those in the LF group were prescribed 15% protein. Each group received a menu plan with
meals for each day throughout the 12-month study. Participants met with a dietitian each
week who reviewed diet records, answered questions, provided feedback, and measured
weight. Adherence to the diet was monitored with plasma TAG, a marker of carbohydrate
intake, and urinary urea.

Weight loss did not differ between groups at 4 months; however, the HP group had a greater
loss of body fat compared to the LF group. At 4 months, urinary urea, as well as plasma
TAG measurements, indicated that both groups were adherent to their macronutrient goals
and were consistent with diet records. Adherence in the HP and LF groups also appeared to
be good at 8 and 12 months, respectively. At 12 months, there were no differences in
changes in weight or lean mass, but the HP group had a greater loss of fat mass. Greater
reductions in weight and fat mass (i.e., total and abdominal) have also been observed in
studies of obese women with elevated TAG concentrations.33,42 Noakes et al33 reported that
obese women with elevated TAG concentrations who consumed a HP diet for 12 weeks lost
50% more body fat than those who consumed an isocaloric LF diet.

Layman et al41 reported that HP diets reduced TAG, HDL cholesterol, and TAG:HDL more
than LF diets at 4 months. These effects were sustained at 12 months. Tbe greater reduction
in TAG with HP diets is a relatively consistent finding, observed in several studies42,
including those of obese women with elevated TAG concentrations33 and overweight insulin
resistant women.39 Clifton et al42 pooled data from three clinical trials and reported that
TAG concentrations decreased to a greater extent on the HP diet compared to the LF diet
(i.e., 29% HP vs. 17% LF). In addition, this analysis showed that patients with elevated
TAG who consumed a HP diet had greater reductions in total cholesterol than those on a LF
diet. These researchers also found larger reductions in low-density lipoprotein (LDL)
cholesterol in individuals with impaired glucose tolerance (IGT) who were on the HP diet.
Taken together, these findings suggest that HP diets might be of some benefit to individuals
with or at high risk for diabetes, dyslipidemia, CVD, and metabolic syndrome.

Weight change over the course of 2 years was evaluated in a large study35 of 811
overweight adults randomized to one of four calorie-restricted diets: 1) 20%, 15%, and 65%,
for fat, protein, and carbohydrate, respectively; 2) 20%, 25%, and 55%; 3) 40%, 15%, and
45%; or 4) 40%, 25%, and 35%. Individuals received group lifestyle modification 3 of every
4 weeks for the first 6 months and then bi-weekly from 6 months to 2 years. Individual
counseling sessions were also provided every 8 weeks over the course of the study. Weight
loss was similar at two years in participants assigned to 15% and 25% protein (3.0 kg and
3.6 kg, respectively). Adherence to protein intake targets was associated with more weight
loss in the high protein group. However, adherence to macronutrient goals diminished after
6 months, indicating that participants had difficulty maintaining specific macronutrient
targets over time, despite intensive counseling. All diets reduced risk factors for CVD and
diabetes.

Few studies have evaluated HP for weight maintenance. However, a large pan-European
study, Diet, Obesity, and Genes (DIOGENES) Project, assessed the efficacy of ad libitum
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MF diets varying in protein and GI for weight maintenance.43 After an initial 8-week weight
loss program, 773 participants were randomized to one of five LF diets: 1) low protein, low
glycemic index (GI); 2) low protein, high GI; 3) high protein, low GI; 4) high protein, high
GI; or 5) control diet (i.e., moderate protein, no GI instruction). Dietary counseling was
provided biweekly for the first 6 weeks and monthly thereafter. Although participants did
not achieve the targeted 12% difference in protein intake between groups, those in the HP
group consumed 5% more protein as a proportion of total energy than the low protein group.
Better weight maintenance was observed in individuals who consumed higher amounts of
protein than in those who consumed smaller amounts. Weight regain was 0.9 kg less in those
assigned a high protein diet than those assigned a low protein diet.

There has been concern regarding the overall safety of HP diets. No adverse effects have
been observed for markers of kidney or liver function28,34,36,40 or bone turnover.33,36

However, the effects of HP diets in compromised individuals is unknown.

Low-carbohydrate diets
The low-carbohydrate (LC) diet is one of the most recognized approaches to weight loss.
Many versions of the LC diet exist (i.e., Atkins New Diet Revolution, South Beach, Dukan
diet), each with a unique interpretation of optimal LC eating. Unlike LF diets, the FDA has
not established a clear definition for “low” carbohydrate. However, LC diets often consist of
limited amounts of carbohydrate (20-50 gram/day or about 10% of calories from
carbohydrate), gradually increasing over time, and relatively high amounts of fat
(approximately 60% fat), which differentiates LC diets from HP diets. LC approaches
encourage consumption of controlled amounts of nutrient dense carbohydrate containing
foods (e.g., low GI vegetables, whole grain products) and eliminate intake of refined
carbohydrate. Although consumption of foods that do not contain carbohydrate (e.g., meats,
poultry, fish, butter, oil) is not restricted, quality rather than quantity is emphasized.

Efficacy, health effects, and sustainability
In our earlier review5, we described findings from several short-term (≤ 12 months) studies
comparing the effects of LC and a calorie-controlled, LF diets on weight, body composition,
and cardiovascular risk factors in obese adults. In summary, participants who followed a LC
diet lost significantly more weight than those who adhered to a LF diet during the first 6
months of treatment. However, differences in weight loss did not persist at 1 year. A meta-
analysis published in 200644 also found no significant differences in weight loss between
diets at 1 year, suggesting that LC diets are as effective as LF diets for weight loss.

Since our last report, several studies comparing weight loss in individuals who consumed
LC and LF diets from 119,20,39 to 2 years have been published.28,35,45 These studies were
similar in LC and LF diet prescriptions but varied in the amount of professional support they
offered. Among the studies that examined weight loss over a 1-year period, two observed
significantly greater weight losses with a LC diet than a LF diet at 6 months20,39 but no
significant differences in weight were observed between these two diets at 1 year in any of
these studies19,20,39, supporting earlier findings. Adherence to the macronutrient targets of
the diets decreased over time in these studies, particularly in the LC carb group in one
study20, and attrition was higher in the LC group than the LF group in another study.19 This
suggests that a LC diet may be more difficult to sustain than a LF diet over time and may
explain why there were no differences in weight loss at 1 year.

Findings from studies of longer duration (i.e., 2 years) are mixed. Two studies reported no
differences in weight loss between LC and LF diets at 2 years35,45, while another reported
greater reductions in weight at 2 years with the LC diet compared to a LF diet but similar
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reductions compared to a Mediterranean type diet.28 Maximal weight loss occurred at 6
months in these studies, with weight regain beginning between 6 and 12 months. Dietary
adherence findings were similar to studies shorter in duration, despite more intensive contact
with study staff. The study in which better weight loss outcomes were reported with a LC
diet provided participants with food and portion size guidance for the main meal of the
day.28 Taken together, these findings suggest that LF and LC diets are equally effective in
reducing weight.

There have been concerns about the effects of LC diets on CVD risk and bone health. With
regard to CVD risk, most studies found that LC diets decreased TAG and very-low-density
lipoproteins (VLDL) and increased HDL more than LF diets in the short-term. However,
these changes were not sustained in the long-term, with the exception of HDL. Sustained
increases in HDL were shown in two studies.39,45 Given our current understanding, it does
not appear that LC diets trigger any adverse effects on lipid variables. In addition, no
differences in body composition or bone mineral density were observed between a LF and
LC diet at any point in a 2 year study.45

Low-glycemic index (GI) diet
Carbohydrates vary in the degree to which they raise blood glucose and insulin levels. The
term “glycemic index” (GI) refers to a property of carbohydrate-containing food that affects
the change in blood glucose following food consumption.46 Carbohydrate containing foods
are ranked in relation to glucose or white bread, which both have a GI of 100. Thus, foods
with a GI between 0-55 are considered low GI foods, those with a GI of 70 or greater are
considered high GI foods, and those that fall between these two ranges are categorized as
intermediate GI foods. A variety of factors such as carbohydrate type, amount and type of
fiber, degree of processing, cooking, storage, acidity, food structure, and macronutrient
content can all affect GI. Glycemic load (GL) is a similar concept but takes into account
both the type of carbohydrate and the amount of carbohydrate consumed.

A low GI or GL diet is a unique blend of low-fat and low-carbohydrate concepts.
Recommendations for this dietary approach are based not only on the GI values of foods but
also on the overall nutritional content of the diet.47 The overall goal of low GI eating is to
obtain adequate energy and nutrients without causing large spikes in insulin and blood
glucose levels.

Efficacy, health effects, and sustainability
There has been considerable discussion regarding whether clinicians should recommend
low-GI diets to overweight and obese patients.48,49 Findings from studies of adults,
published in our earlier review5, suggested that there were no advantages in terms of weight
loss when GI was altered and energy and macronutrient composition were held constant.
Findings did suggest, however, that low GI diets may play an important role in the
prevention and treatment of metabolic and cardiovascular disease.

More recent studies of adults support previous findings. Although a number of feeding
studies suggest that low GI foods increase satiety more than high GI foods50, it does not
appear that the effect on appetite affects energy intake enough to impact body weight.50 One
recent study compared the effects of ad libitum low and high GI diets on weight loss in
overweight and obese hyperinsulinemic women.51 Two additional studies compared energy
controlled, isocaloric low and high GL diets, one in adults with at least one criterion for
metabolic syndrome51, and the other in obese adults with type 2 diabetes.53 The ad libitum
study was a randomized crossover intervention including two 12-week periods in which
women incorporated low GI or high GI foods into their diet.51 A difference of 8.4 GI units
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(i.e., 55.5 vs. 63.9) differentiated the low and high GI dietary periods. Simple substitution of
low and high GI foods did not reduce energy intake or lead to weight loss. In fact, weight
increased during both intervention periods, with no difference between groups.

Klemsdal et al52 randomized participants with varying degrees of metabolic syndrome to
either a low GL diet or a LF diet. A 500 kcal/day deficit was recommended. Although
greater reductions in weight were observed at 3 and 6 months in participants prescribed the
low GL diet, 1-year weight loss was almost identical, indicating greater weight regain in the
low GL group between 6 and 12 months. Interestingly, at 1 year the change in waist
circumference was significantly greater in the LF than in the low GL group (-5.8 cm vs. -4.1
cm). Although no differences between groups were observed for systolic pressure, diastolic
blood pressure was reduced more in the low GL compared to the LF group (-4.0 mmHg vs.
-1.1 mmHg).

Given their potential to affect glucose and insulin responses, the effects of low and high GI/
GL diets in individuals with diabetes is of particular interest. Therefore, as part of a 40 week
lifestyle modification program, overweight and obese men and women with type 2 diabetes
were randomized to either a 1500 kcal LF or low GL diet.51 Weight loss and changes in
HbA1c were the primary outcome measures in this study. No significant between group
differences were observed for reductions in body weight. However, participants prescribed
the low GL diet experienced greater reductions in HbA1c than those following the LF diet at
20 (-0.7% vs. -0.3%) and 40 weeks (-0.8% vs. -0.1%). There were no significant differences
in fasting glucose, insulin, HOMA-IR, lipids, or blood pressure. While other studies have
not observed differences in HbA1c54,55, findings from this study suggest that low GL diets
may provide a metabolic advantage for patients with type 2 diabetes, despite the fact that
they were no more effective than LF diets in reducing weight. More research is needed to
better understand the metabolic and anthropometric effects of low and high GI diets in
individuals with type 2 diabetes and metabolic syndrome. There is some evidence to suggest
that individuals with higher insulin secretion lose more weight on a low GL than a high GL
diet.56

Only a limited number of studies have evaluated the effects of GI on weight maintenance,
and findings are mixed.43,57 One study reported no difference in body weight in individuals
who had lost 6% of their initial weight and were then randomized to a high GI/GL or low
GI/GL diet for 4 months.57 Another study showed that weight maintenance was better in
participants who followed an ad libitum low GI diet.43 Furthermore, participants who
consumed a low GI, high protein diet continued to lose weight after initial weight loss, while
those who consumed a high GI, low protein diet regained weight.

Summary of findings
Various dietary strategies can effectively reduce weight, as shown by this review. Those that
are coupled with behavior therapy and ongoing support tend to produce longer lasting
effects. Improvements in health parameters are observed with each dietary strategy.
Improvements in diabetes and CVD risk factors have been observed with diets ranging from
10% fat to 45% fat. HP diets seem to be particularly effective in reducing fat mass and TAG,
especially in individuals with dyslipidemia and who are at risk for type 2 diabetes. Likewise,
LC diets have been shown to be effective in decreasing TAG and VLDL and increasing
HDL. Although low GI diets do not seem to be superior to any other diet for weight loss,
there is evidence to suggest that they may provide some metabolic benefit for those with
type 2 diabetes.
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Clearly, all of these diets have benefits but they can only be realized when they are
followed. A common theme across studies is poor long-term adherence and weight regain.
Dansinger et al19 found a strong association between diet adherence and clinically
significant weight loss, suggesting that “sustained adherence to a diet” rather than
“following a certain type of diet” is the key to successful weight management.

Future Directions for Research
More effective weight loss options are needed to support healthy and sustainable eating
behaviors. Randomized control weight loss trials have been designed to assess which diet is
best, but perhaps researchers have been asking the wrong question. The “winner take all”
mentality does not serve the field or patients well. Rather than asking which is the best diet,
investigators should be asking for which type of patients do certain diets work best and how
can adherence be improved. Focusing efforts on developing reliable methods for facilitating
long-term adherence to both sides of the energy balance equation would be worthwhile and
constructive.58 Future research might also focus more on behavioral factors that often
undermine healthy eating in the long-term. These studies will require large samples that will
allow for examination of various behavioral and metabolic subtypes.
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