Revising Canada’s Food Guide -

What the Doctor(s) Said
THINKBEEFS March 2018

During the open consultation period to gather opinions for the Canada’s Food Guide revamp, physicians across
Canada took it upon themselves to write an open letter to Health Canada at www.changethefoodguide.ca . Over 700
Canadian physicians and allied health officials signed their names to endorse the letter. Considering the science,
these health professionals took a stand to refute many of the Health Canada’s revisions for our Food Guide.

Read on...

Office of Nutrition Policy and Promotion
Laboratory Centre for Disease Control (LCDC) Building # 6 Address Locator: 0603C
Tunney's Pasture Ottawa, Ontario KTA OL2

July 24, 2017
RE: Dietary Guidelines
Dear Mr. Hutchinson, Dr. Philpott, and the Office of Nutrition Policy and Promotion;

During phase one of your public consultation on the new dietary guidelines, we submitted an open letter on
behalf of 190 Canadian physicians and allied health professionals outlining our recommended changes to the
food guide. Today we are submitting a revised version of the letter, now signed by 717 physician and allied health
professionals. We actually represent a much larger group of approximately 2,600 Canadian clinicians, mostly
physicians, all whom are greatly concerned about the drastic deterioration in our nation's health over the last four
decades of poor dietary advice. As such, we have been using food as medicine to reverse disease.

We believe that our input, as doctors, is crucial for your committee to consider. Not only are we on the frontlines
of dealing with the epidemics of obesity and diabetes, but we represent a group of doctors who have found a
sustainable, evidence-based and groundbreaking way to successfully reverse these conditions through diet alone.
If Canada wants to begin reversing its epidemics of chronic diseases and restore the health of Canadians using
the most updated evidence available, authorities should at least hear the testimony of doctors who are actually
accomplishing that.

We would like to applaud you and your team for recognizing that sugar is a massive problem in our population,
especially for kids. We have reviewed the proposed changes to the dietary guidelines; we believe that shifting the
focus away from sugar and processed food will have a dramatic impact on the incidence of obesity, diabetes and
other nutritional diseases. We also applaud the decision to start working towards legislation that would stop the
marketing of junk food to children. Rather than decide which food items are of concern, we would encourage
adopting the recommendations of the Canadian Heart and Stroke Foundation, which are to eliminate the
marketing of all food and beverage products to children and youth under 17.

Although we see many positive and needed changes in your proposed guiding principles, we feel that key critical
areas are missing which should be addressed, specifically the continued, perceived impact of saturated fats on
cardiovascular risk, and the failure to address the science demonstrating that high carbohydrate diets unfavorably
impact nutritional diseases. To issue guidelines which continue to caution against saturated fat and which do not
caution against excessive refined carbohydrates would be a tremendous missed opportunity to give Canadians
the advice they need to reverse our current nutritional disease epidemic.



Fat and saturated fat

It appears that your committee remains focused on the perceived need to reduce saturated fat. In the recent CBC
report on food packaging planned by Health Canada (1), there was report on front-of-package warnings for items
containing sugar, salt and saturated fat. While we absolutely agree with warnings on high-sugar items, we are
greatly concerned about the suggestion that warnings might be placed on nutrient dense whole dairy products,
such as full fat cheese and yogurt. Sweetened yogurt should be cautioned based on the sugar content, but
unsweetened yogurt and other full fat dairy products are not only harmless, but very likely have a protective effect
against heart disease (2, 3). One study found that children are less likely to be obese later in life if they drink
full-fat milk rather than skim (4). This study showed a reduced incidence of Type 2 diabetes with increased
concentration of dairy fats (5). Numerous other studies have shown that higher dairy fat is either associated with
decreased obesity or is cardioprotective (6, 7, 8).

In order to reduce the incidence of Type 2 diabetes and cardiovascular disease, one should caution against the
agents actually implicated in these diseases, which are sugar and refined carbohydrates - not natural saturated
fat. In this review article (9), the authors examine the evidence linking saturated fats and sugars to coronary heart
disease and conclude “Dietary guidelines should shift focus away from reducing saturated fat, and from replacing
saturated fat with carbohydrates, specifically when these carbohydrates are refined. To reduce the burden of
CHD, guidelines should focus particularly on reducing intake of concentrated sugars, specifically the fructose-
containing sugars like sucrose and high-fructose corn syrup in the form of ultra-processed foods and beverages.”
Again, we fully support front-of-package cautionary symbols on items containing added sugar and refined
carbohydrates, but it would be an unfortunate mistake to caution against nutritious, whole foods such as full

fat dairy.

Although we understand that it is difficult to overcome four decades of entrenched teaching about the long held
beliefs of the harms of dietary saturated fat, we have essentially overwhelming evidence now that saturated fat is
not harmful in the diet and does not cause heart disease, but rather that the low fat dietary pattern has very likely
caused harm (10, 11,12, 13,14, 15, 16, 17). A recent review by Hooper et al seems to have supported the ongoing
fear of saturated fat (18), but a critical review of this study shows that there was no effect of reducing saturated fat
on all-cause mortality, cardiovascular mortality, myocardial infarctions, non-fatal MlI's, stroke, coronary heart
disease mortality or coronary heart disease events (17). There were reduced combined cardiovascular events, but
the authors state in the paper that it was not statistically significant when subjected to a sensitivity analysis. The
recent review on saturated fats by the American Heart Association is an outlier and must be viewed in the context
that this organization launched the very first dietary recommendations against saturated fat (and cholesterol) in
1961 and has been vigorously defending this position ever since. We encourage you to read the recent article
published on Medscape by Nina Teicholz and Dr. Eric Thorn (19), where the anomaly of the American Heart
Association report is explained. They conclude that “over the past half century, the diet-heart hypothesis has been
tested more than any other hypothesis in the history of nutrition, and thus far the results have been null.”

Dr. Salim Yusuf of McMaster University who signed our open letter, recently presented results from the PURE
study (20), which is an ongoing high level epidemiological study involving 14,000 people in 17 countries. While not
yet published, the results of this critical study go directly against the current dietary guidelines and the proposed
ongoing caution against saturated fat. This data showed that dietary fat is protective against cardiovascular
disease, and specifically showed that saturated fat was not harmful and probably beneficial. As well, saturated fats
from dairy sources were protective and those from meats were neutral. Red meat in moderate quantities was
neutral. Importantly, increased carbohydrates were associated with increased cardiovascular disease. The weight
of evidence indicates that saturated fat is not harmful, and that it is harmful to replace saturated fat with either
carbohydrates or polyunsaturated fatty acids high in omega 6 fatty acids (21, 22).

It is extremely noteworthy that the Canadian Heart and Stroke Association in 2015 reviewed the same evidence
covered by the AHA in its recent review, and instead of an ongoing caution, they decided to eliminate any
percentile caps on saturated fat, judging that they were not warranted. In their Position Statement on Satu-
rated Fat in Heart Disease (23), they state “While the discussions and dialogue continue, it is important to note
that the overall quality of one's diet, combined with the types and quantity of food, have more impact on health
than any single nutrient such as saturated fat.” While we do not suggest Canadians seek out large quantities of



saturated fat, there is no good evidence of its harm, and as such, there is no need for a cap or any caution related
to eating the saturated fat found in whole food.

The problem is not saturated fat/cholesterol but insulin resistance

By focusing on saturated fat and LDL-cholesterol as prime drivers of cardiovascular disease, authorities are
missing the bigger picture of what has caused our disease epidemics. Researchers over the past decade have
discovered that the root cause of obesity and diabetes is the state of insulin resistance. Recent studies have
shown that approximately 50% of the adult population in the US is insulin resistant, which is manifested by
diabetes or prediabetes (24). We now have good evidence that insulin resistance is strongly related to
cardiovascular disease (25), and that insulin resistance improves when carbohydrates are reduced.

The previous dietary guidelines included carbohydrates as the foundation of the diet. Although it admirable that
you now advise using whole foods, cooking at home and avoiding processed food, we believe you should also
caution against consuming too many refined carbohydrates, which have contributed to our obesity and diabetes
epidemics through the mechanism of insulin resistance. Food availability data show that over the last four
decades, our intake of whole grains has decreased while our intake of refined carbohydrates has increased (26).
The authors of this large epidemiological food consumption study concluded that “the undisputable finding of our
paper is the fact that the highest CVD prevalence can be found in countries with the highest carbohydrate con-
sumption, whereas the lowest CVD prevalence is typical of countries with the highest intake of fat and protein”
(27). We have also seen a dramatic increase in the use of fructose, especially high fructose corn syrup, and we can
show this has caused harm; excessive fructose intake is linked to dyslipidemia, non alcoholic fatty liver disease
(NAFLD), metabolic syndrome, obesity and Type 2 diabetes. Alarmingly, many of these conditions are now present-
ing in children (28). Pediatric endocrinologist Dr. Robert Lustig documented improvement in triglycerides, LDL-C,
blood pressure, insulin resistance and glucose tolerance in adolescents with metabolic syndrome within just 9
days of substituting fructose with non-sugar starch (29). Given that two thirds of items in Canadian grocery stores
contain added/hidden sugars (often fructose) (30), we feel a specific comment regarding their detrimental effects
is warranted. These effects are especially harmful in populations that are already insulin resistant, which includes
anyone who suffers from obesity, Type 2 diabetes or prediabetes. This is also a critical reason to ensure that food
labels clearly state the amount of ‘added sugar’ in addition to the total sugar content. By incorporating these
ideas, the next food guide can lead Canadians to reverse many processed food diseases.

Low carbohydrate diet, backed by “gold standard” research

Our colleagues are physicians who are successful in reversing chronic nutritional diseases. The health of patients
improves dramatically in every possible way when they adopt a diet lower in carbohydrates and higher in fat than
what the government recommends. Patients who are obese or diabetic can no longer tolerate large amounts of
carbohydrates, and for them, the current recommendation of 6+ servings of carbohydrates daily is too much.

Of crucial importance is the fact that this approach is now supported by a large body of rigorous science.
Low-carbohydrate diets have been evaluated in nearly 100 clinical trials, which show that the diet not only results
in greater weight loss than any other diet, but also improves cardiovascular risk factors. Fifty-seven randomized
controlled clinical trials have been performed comparing weight loss in low-fat versus low-carbohydrate diets;

48 of these trials showed more weight loss among patients in the low-carbohydrate arm (29 of these results were
statistically significant), while 7 trials showed more weight loss in the low-fat arm (zero were statistically significant)
(31). From a cardiovascular standpoint, a low carbohydrate diet consistently lowers triglycerides, increases
HDL-cholesterol, decreases plasma insulin, decreases hemoglobin A1c--all of which are signs of decreased
heart-disease risk, with no significant changes to LDL-cholesterol or total cholesterol (32, 33).

On lower-carbohydrate diets, patients not only lose weight without hunger, but their diabetes starts to reverse,
such that many patients get off all their medications within months. The results on a pioneering trial of a very
low-carbohydrate diet on some 330 diabetic patients found that 98% of them had reduced or eliminated their
insulin after one year, and nearly 60% of them had reversed their diabetes diagnosis (34). Many other trials have
shown similar results (35, 36, 37, 38).



Problem of a one-size-fits-all diet

We are entering the era of personalized medicine and our nutritional advice must change to account for that.
Here is an example of what we see in our family and friends, and what our colleagues see in their patients every
day. Just one year ago, a 36 year old male family member of one of the authors weighed 270 Ibs and had nearly
lifelong, ‘poorly controlled’ Type 2 diabetes with an A1c of 11.0, a fasting glucose of 15 mmol/L, and a blood
pressure of 180/130 mmHg. He was on three oral diabetes medications and two antihypertensive medications.
He found out about eating a whole food, low carbohydrate, high/healthy fat diet to treat his disease, and within
three days of changing only the food he was eating, his blood pressure came down to 140/95 mmHg, and his
fasting sugar was down to 8 mmol/L. Within 3 months, his ATc was down to 8.0, and his most recent Alc (after 9
months) was 6.0. He is now coming off his medications with medical supervision, is 40 Ibs lighter, and feels like his
life was saved by removing the sugar and refined carbohydrates that had been continually raising his blood sugar
and insulin levels. This man has a much lower tolerance for carbohydrates than someone who is not as inherently
insulin resistant, and so his food intake for optimal health will look very different than a healthy, insulin sensitive
and active person. This shows that we cannot offer one-size-fits-all nutritional advice.

So many Canadian physicians have looked at the modern evidence and are changing the course of people’s lives
away from disability and early death by using individualized therapeutic nutrition, often in the form of low
carbohydrate, high natural fat diets. As so clearly illustrated in the above example, this highly effective, sensible
and groundbreaking nutritional approach can reverse disease and has the unparalleled potential to salvage our
healthcare system. It is time that Canada’s dietary guidelines catch up with today's medicine and endorse the use
of low-carbohydrate diets as an important treatment option for chronic nutritional diseases.

The problem with issuing dietary guidelines meant for the average healthy Canadian, is that half our population is
already insulin resistant, and 30% are obese or overweight (39), an epidemic which began when the original low
fat, high carbohydrate dietary guidelines were issued. People who are already sick with metabolic dysfunction
require a different set of dietary guidelines as compared to the healthy Canadian. The proposed changes to the
dietary guidelines also do not take into account the issue of cultural diversity. Your proposed guiding principles
state that “Traditional foods and the harvesting of traditional foods are intrinsically linked to identity and culture,
and contribute to overall health.” We could not agree more, but your advice to reduce saturated fat goes against
traditional diets. The traditional diet of some populations in Canada is comprised mainly of animal fat and meat,
which is certainly not low in saturated fat. We know that populations who maintain their traditional diet have
low-to-non-existent rates of heart disease and Type 2 diabetes.

Science on other dietary issues (red meat, salt)

By including cautions against red meat, you are relying on epidemiological, or associational, studies. These do not
stand up to more rigorous clinical trial data which does not demonstrate any negative health consequences
from eating meat. Here, for example, is a recent review which shows no negative influence on cardiovascular risk
factors with red meat intake of more than 0.5 servings per day (40). The advice to eat less red meat may already
be having some unintended consequences. A recent report by Public Health England shows that 25% of
working age women do not have enough iron in their diet, and that almost half of teenage girls are at risk of
iron-deficiency anemia. “Encouraging all population groups to eat less red and processed meat, as the current
Eatwell Guide does, is not helpful and places women at risk of iron deficiency and related anaemia” (41).

As well, it appears that your report retains a recommendation for lower salt intake, but this another area where
recent evidence shows that the guidelines have been incorrect. There are more than four large, high-quality
studies published in top medical journals showing that less is not better and in fact can be harmful (42, 43, 44).
These studies confirm that a moderate amount of salt is optimal.



Summary

Overall, it sounds like the dietary guidelines committee will be making some important changes to our Canadian
guidelines, specifically in relation to sugar and processed food, which is excellent. However, we are concerned that
your committee is relying on older evidence reviews that do not capture the most updated information available
regarding salt, saturated fat and the impact of insulin resistance, all of which have undergone drastic paradigm
shifts in the last several years. If previous guidelines were deemed not to be evidence based (45), then why would
we go back to that poor evidence base and simply rehash old concepts which support outdated ideas? We now
have four decades of conclusive population-based evidence that the low fat movement has failed, resulting in an
alarming increase in the burden of nutritional diseases which threatens to bankrupt our medical system. We

need to re-evaluate the evidence by which these recommendations have been made to make sure this type of
catastrophic mistake is not repeated.

We strongly recommend using language about saturated fat which is similar to the Heart and Stroke Foundation
position statement. We know that food with natural fats nearly always includes a mixture of saturated as well as
mono- and polyunsaturated fats; for example, olive oil contains 14% saturated fat, and sirloin steak contains
equivalent amounts of saturated and monounsaturated fats. Thus it is important to focus on nutritious whole
food rather than individual macronutrients.

Lastly, we wonder if you and/or some of your guidelines committee might entertain a meeting to discuss the
guidelines and our concerns, at a location of your choice. We would bring many interested physicians who are
reversing chronic disease with food, from all over Canada; Nina Teicholz, the author of ‘The Big Fat Surprise’ and
The BM|] article cited above, is also willing to come speak. We could do this anytime you might have an opening
in your schedule, but some of us are already speaking on Therapeutic Nutrition and a real/whole food way of
eating to reverse chronic disease at the Physician Assistant conference in Ottawa in October, so that would
certainly be a convenient time.

We thank you for your consideration, and we look forward to further engagement regarding our letter.
Thank you kindly for your time,

Dr. Barbra Allen Bradshaw Anatomical Pathologist Vernon, BC
Dr. Carol Loffelmann Anesthesiologist Toronto, ON
Contributions by: Nina Teicholz
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