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Resumen

En el presente trabajo se describe la metodología y los
grados de evidencia utilizados en la elaboración del docu-
mento de consenso de la Federación Española de Socieda-
des de Nutrición, Alimentación y Dietética (FESNAD) y la
Sociedad Española para el Estudio de la Obesidad
(SEEDO) sobre el papel de la dieta en la prevención y el
tratamiento de la obesidad y el sobrepeso.

Para obtener la mayor evidencia posible se ha efec-
tuado una revisión sistemática de los datos de la literatura
médica desde el 1 de enero de 1996 al 31 de enero de 2011
(15 años).

En el resumen ejecutivo, junto a las evidencias alcanza-
das, se establecen unas recomendaciones clasificadas
según grados que pueden servir de guía y orientación en
el diseño de pautas alimentarias dirigidas a la prevención
o al tratamiento de la obesidad o el sobrepeso.
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Abstract

The present study is a consensus document of two
Spanish scientific associations, FESNAD (Spanish Fede-
ration of Societies of Nutrition, Food and Dietetics Asso-
ciations) and SEEDO (Spanish Association for the Study
of Obesity), about the role of the diet in the prevention
and treatment of overweight and obesity in adults. In this
part of the document the methodology and the classifica-
tion of levels of evidence are described.

In order to reach the strongest evidence possible, a
systematic review of 543 medical studies dealing with
these issues published in the last 15 years (from January
1st 1996 to January 31st 2011) has been conducted.

In the executive summary, along with the obtained
evidences, a set of degree-classified recommendations are
established. These recommendations could constitute a
useful tool to design food guides addressed to the nutri-
tional counseling for obesity and overweight treatment.
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Abbreviations

BMI: Body mass index.
GI: Glycaemic index.
GL: Glycaemic load.
HDL: High-density lipoprotein.
Kcal: Kilocalories.
LChD: Low-carbohydrate diet.
LDL: Low-density lipoprotein.
LFD: Low-fat diet.
MedDiet: Mediterranean diet.
OECD: Organisation for Economic Co-operation

and Development.
SING: Scottish Intercollegiate Guidelines Network

(Scottish Intercollegiate Network which develops
Clinical Practice Guidelines).

VLCD: Very low calorie diet.
WHO: World Health Organisation.

Introduction-justification

The worldwide obesity prevalence is continually
increasing, as demonstrated by recent studies which
estimate a mean increase in the body mass index (BMI)
of 0.4 kg/m2 per decade since 1980.1 Spain is not an
exception to this trend, quite the contrary. Obesity in
Spain is reaching alarming levels, and comparative
studies with other European countries place us at the
top of the table,2 with prevalence figures of around
25%. A report by the Organisation for Economic Co-
operation and Development (OECD)3 on the situation
concerning obesity in Europe reached the following
conclusion in the case of our country: “… obesity rates
for Spanish adults are higher than the OECD average
and the child rates are among the highest in the OECD.
In Spain, two out of three men are overweight and one
in six people suffer from obesity. One in three children
aged between 13 and 14 years old is overweight. The
OECD projects that the proportion of adults who are
overweight (in Spain) will increase by 10% in the next
10 years”. 

Due to this situation and, irrespective of the institu-
tional measures taken by public health authorities, as
health professionals we must be responsible for imple-
menting measures to prevent obesity and treat people
who already have this problem.

When tackling the prevention and treatment of
obesity it is evident that diverse causal and sinergically
acting factors must be taken into account. Some of
these factors cannot be modified, (genetic-hereditary,
foetal, etc.), but others on which we must focus our
efforts, are potentially modifiable (diet, physical acti-
vity, exercise, maternal breastfeeding, etc.). As a
result, the treatment and prevention of obesity must be
tackled in a comprehensive manner, with different stra-
tegies which cover changes in lifestyle, pharmacolo-
gical treatment, bariatric surgery, etc. without being
limited to a single approach. 

However, even with all possible measures being
considered, diet constitutes the cornerstone of both
prevention and treatment. 

With respect to prevention, if we analyse the predis-
posing factors of obesity in Spain, it is worth recalling a
study published in 2011 by the Spanish Food Safety
and Nutrition Agency (AESAN). On one hand, in this
study a deviation in the recommended energy profile
was observed because the percentage intake of proteins
and fat is greater than the recommended levels, and for
carbohydrates it is lower than those levels. The overall
intake of saturated fatty acids to total energy also
exceeds recommendations. On the other hand, only
37.8% of the population states eating fruit every day. In
the case of vegetables, the percentage of the population
which eats them every day is also low (43%). Regar-
ding physical activity, 46% of those surveyed declare
that they do not practice any sport and they do not walk
for at least 30 minutes per day.4,5

Moreover other studies have revealed that, in the last
40 years, eating patterns in Spain have gradually moved
away from a healthy diet,6 that currently 61% of energy
intake comes from “highly processed” food7 and that
71% of Spaniards could be classified as “sedentary”.8

Although there are differences in these calculations in
different studies or consensuses,6,9-11 there is no doubt that
in Spain both the diet and physical activity are going
away from recommendations. 

This is important data if you consider that the main
causes of the current pandemic of obesity are, accor-
ding to the World Health Organisation (WHO), seden-
tary lifestyles and diets with a high fat content.12 As
stated above, both factors are largely a result of
changes taking place in society and in the behavioral
patterns of communities.12,13

Dietary aspects also play an essential role in the
therapeutic approach, without which the treatment is
practically condemned to failure. The usefulness of
other types of interventions such as physical exercise
is, at least, debatable if not included within the context
of dietary treatment. In any event, exercise must be an
important part of weight-loss programmes. The medi-
cines which have demonstrated their effectiveness in
reducing weight in recent years (orlistat, sibutramine
and rimonabant) achieved their results in clinical trials
in which the patients were following a hypocaloric
diet; furthermore, it must be taken into account that
most of these medicines have an anorexigenic effect,
so ultimately their pharmacological action was based
on making it easier to follow a diet. Even surgical treat-
ment of obesity can fail on the long term if the patient
does not alter their eating habits. 

Despite this essential role, it must be recognised that,
even when it is carried out correctly, traditional dietary
treatment does not continually achieve totally satisfac-
tory results. In this respect we must recall the words of
Garrow, who said “most obese people who start dietary
treatment give it up; of those that continue, most do not
lose weight; and of those that lose weight, most will
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regain it”.14 Undoubtedly, the main problem with
dietary treatments is the first of these points: the lack of
continuation suffered by any type of diet.

In light of the above, we will understand that the
subject of the prevention and dietary treatment of
obesity is far from being a closed issue, but rather
medical literature is providing more and more informa-
tion which obliges us to rethink traditional concepts, or
at least not to be dogmatic in this respect and to have an
open mind with other approaches. In this sense, for
several years it has been possible to note the appea-
rance in scientific literature of numerous nutritional
proposals which differ from the traditional dietary
schemes prescribed for obesity. Furthermore, the huge
abundance of popular unorthodox diets, known as
“miracle diets”, many of which are based on dietary
modifications which bear no resemblance to the
clinical guidelines,15 have forced experts, scientific
associations and health agencies to review every aspect
of the composition of the obese patient’s diet in order to
adopt a position16 and offer responses to the potential
advantages of dietary patterns which differ from those
which are usually prescribed. Furthermore, diverse
information has been emerging about the relationship
between certain habits and excess weight and obesity,
such as the frequency of meals and snacks between
meals, episodes of compulsive consumption of food
and drink outside the home, exclusive maternal breast-
feeding, etc. There is also research into nutritional
factors such as fats, the type of carbohydrates, the
glycaemic index (GI) of food and dietary fibre. 

Moreover, in addition to the preparation of persona-
lised diets, there is a growing tendency to treat obese
patients with formula diets as a replacement for some
meals. This dietary approach, which combines formula
diets with regular meals, may represent an interesting
tool for treating obesity which helps to improve the poor
results of traditional dietary treatment and opens up a new
approach which is yet to be properly developed.

However, this abundance of data can contribute to
cause greater confusion rather than clarifying the
scientific reality of this issue. Therefore, the FESNAD
and the SEEDO understand that, regarding the treat-
ment and prevention of obesity through the diet, it is
necessary to review the scientific evidence which is
currently available in order to establish a series of
conclusions on the possible clinical usefulness and
practical application of the different dietary possibili-
ties so that they can be classified according to their
degrees of evidence.

Therefore, the purpose of this consensus is to examine
the scientific data published to date on the effectiveness,
advantages and disadvantages of the different nutritional
approaches which have been trialed for the prevention
and treatment of obesity. With the outcome of this review
we aim to provide a useful tool for any professional who
has to recommend a diet for the treatment of an obese
patient, or who has to design nutritional strategies for the
prevention of obesity. 

Finally, it must be noted that the opinions expressed
in this document have been agreed upon between the
representatives of the different associations listed in
the authorship and, as such, they represent the position
of all of them.

Scope, objectives and methodology

Scope and objectives

The aim of this document is to provide scientific
evidence which makes it possible to homogenise
dietary practices associated with the prevention and
dietary-nutritional treatment of obesity. 

Its applicability is restricted to adults (excluding
pregnancy and breastfeeding) who are not suffering
from malnutrition or diseases whose incidence is not
high in Spain, or who live in countries with a low deve-
lopment index as defined by the United Nations.17

Additionally, the conclusions of this consensus are not
necessarily applicable to patients with obesity and type
2 diabetes because, as detailed in the methodology,
those studies which solely focus on obese patients with
type 2 diabetes were excluded.

Dietary-nutritional aspects associated with surgery,
pharmacology, physical exercise and psychology have
not been reviewed.

The purpose of this document is to strengthen the daily
work of the health professionals involved in the food, diet
and nutrition of humans in relation to the prevention and
treatment of overweight and obesity in adults.

Methodology

At he beginning of this study the team of writers
(experts on the matter and members of the scientific
associations involved in this consensus) established the
strategy and methodological aspects to develop in
order to complete this consensus, considering the follo-
wing points of interest:

– the approach, the scope and the objectives of the
document,

– identification of the recommendations which
could presumably have the greatest impact on the
care and health outcomes of the population in
relation to the prevention and treatment of
obesity,

– establishing general aspects to address, 
– writing of specific questions to which the docu-

ment is intended to respond, 
– selection of a common methodology for the

drawing up of this document,
– design of a general index of the document,
– proposal of experts in the prevention and treat-

ment of obesity for the external, independent and
multidisciplinary review of the document,

Evidence-based nutritional
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– debate, acceptance and, where applicable, ratifi-
cation of the scientific associations involved in
the consensus.

Subsequently there was a period of time to share any
documents which covered the general relevant areas of
the index of interest to any of the experts on the team of
writers.

In line with the proposal by the National Health
System,18 the criteria for which sources of information
to use were based on the Medline database which is
used to compile systematic reviews or individual
studies. Eventually, other databases were consulted
(Cochrane Library, Elsevier, Embase, Excelenciacli-
nica.net, Clinical practice guidelines in the National
Health System, Scielo, Scirus and ScienceDirect).

For each section the scientific bibliography published
between 1st January 1996 and 31st January 2011 (15
years) was reviewed, when possible giving preference
to studies carried out with Spanish or European people,
and excluding studies carried out with: malnourished
subjects; those with type 2 diabetes; studies associated
with diseases with little incidence or prevalence in
Spain; or carried out in countries with a low develop-
ment index as defined by the United Nations.17

Furthermore, the following inclusion criteria were
followed: studies carried out with humans; with a
minimum of 10 subjects per group; preference for large
sample sizes, if available; dropout rate: less than 20% if
the study lasts for less than 1 year, and less than 40% if
the study lasts for one year or above; focused on the
adult age (excluding studies carried out with pregnant
or breastfeeding women); and in the section entitled
“Prevalence of obesity” priority was given to studies
carried out with a healthy population or subjects.

To convert the questions under evaluation in each
section into specific search strategies, documental
language was used, using, when available, the terms
contained in the thesaurus of the National Library of
Medicine of the United States (Mesh) and the descrip-
tors and search links (logical operators) were defined.

The search strategies are not included in this document,
but they are available on request.

The system selected to classify evidence or formu-
late recommendations was the one proposed in 2008 by
the European Association for the Study of Obesity19

which consists of a simplified version of the system
proposed by the Scottish Intercollegiate Guidelines
Network (SING).20

The scale proposes two attributes to assess the
quality of the scientific evidence available (levels of
evidence): the design of the study and the risk of bias.
For classifying the design of the study the numbers 1 to
4 are used. To assess the risk of bias, signs were used to
show the extent to which these key criteria associated
with this potential risk are met (++, + and -) (table I).
On the basis of this evaluation of the quality of the
scientific evidence of the studies, grades are used to
classify the strength of the recommendations (table II).

For the assessment and synthesis of the scientific
evidence the internal validity of the studies, the
presence or absence of statistical significance, the
accuracy of the results (confidence intervals, impor-
tance and magnitude of outcomes, etc.), and their
applicability were taken into account. In order to
formulate recommendations, firstly the overall quality
of the scientific evidence was assessed and then the
strength of the recommendations was graded, as
detailed above. The quantity, quality and consistency
of the scientific evidence, the generalisation of the
results, their applicability and their clinical impact
were also taken into account.

Once the team preparing this document had an
advanced draft for it, an independent external review
stage was carried out by external reviewers and by
representatives of the different scientific or profes-
sional associations belonging to the FESNAD, making
it possible to increase the external validity of the docu-
ment, to clarify and enrich the guidelines, to ensure the
accuracy of its recommendations and to ensure that the
final product has been adapted to the environment for
which it is intended. 
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Table I
Levels of evidence19

Levels of evidence

1++ High quality meta-analysis, systematic reviews of RCT’s or RCT’s with a very low risk of bias. 

1 1+ Meta-analysis well executed, systematic reviews of RCT’s or RCT’s with a low risk of bias. 

1- Meta-analysis, systematic reviews of RCT’s or RCT’s with a high risk of bias. 

2++ High quality systematic reviews of case-control or cohort studies. 

2
2+ High quality case-control or cohort studies with a very low risk of confusion or bias and a high probability that

the relationship is causal.

2- Well executed case-control or cohort studies with a low risk of confusion or bias and a moderate probability
that the relationship is causal.

3 Non-analytical studies (e.g. clinical cases, case series).

4 Opinion of expert(s).
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EXECUTIVE SUMMARY OF EVIDENCE 
AND RECOMMENDATIONS

Diet in the prevention of obesity

1. Energy balance and body weight

1.1. Energy density

EVIDENCE

1. Dietary patterns of high energy density may lead to
body weight increase in adults (Evidence Level 1+).

RECOMMENDATIONS

1. Body weight increase may be prevented through
the use of diets containing lower energy density food
(Recommendation Degree A).

1.2. Energy balance and obesogenic environment

EVIDENCE

2. The absence of supermarkets with fruit and vegeta-
bles availability, or their sitting at great distances –in parti-
cular from human settlements with low socio-economic
levels– are conditioning factors for a higher population
mean Body Mass Index (BMI) (Evidence Level 1+).

RECOMMENDATIONS

2. Strategies should be implemented which render
possible food availability and access to healthy food,
particularly fruit and vegetables, so as to generate favou-
rable environments for maintaining a healthy population
mean BMI (Recommendation Degree A).

1.3. Energy balance: eating out of home

EVIDENCE

3. The habitual intake of “fast food” (over once a
week) might contribute to increased energy intake and
to weight increase and obesity (Evidence Level 1+).

RECOMMENDATIONS

3. Restricting the habitual (more than once a week)
intake of “fast food” might prevent weight increase due
to this factor (Recommendation Degree A).

1.4. Energy balance: portion size

EVIDENCE

4. Offering larger portions conditions an increase of
the individual’s caloric intake (Evidence Level 2++).

RECOMMENDATIONS

4. The use of smaller portions limits the energy
intake (Recommendation Degree B).

1.5. Energy balance: breakfast

EVIDENCE

5. Research results on the relationship between
the omission of breakfast and the risk of overweight
and obesity in adults are both controversial and
inconsistent.

1.6. Energy balance: snacks

EVIDENCE

6. Research results on the relationship between
snack intake and the risk of weight gain are both
controversial and inconsistent.

1.7. Energy balance: food intake frequency

EVIDENCE

7. Research results on the relationship between food
intake frequency (number of meals per day) and body
weight variation are inconsistent.

Evidence-based nutritional
recommendations
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Table II
Levels of recommendation19

Levels of recommendation

A
At a minimum a meta-analysis, systematic review or RCT with a classification of 1++ and directly applicable to the target
population, or a systematic review or RCT with a body of evidence consisting mainly of studies graded at 1+, directly
applicable to the target population, and demonstrating overall consistency in its outcomes.

B
A body of evidence which includes studies graded at 2++, directly applicable to the target population and which demons-
trates overall consistency in its outcomes, or evidence extrapolated from studies graded at 1++ or 1+.

C
A body of evidence which includes studies graded at 2+, directly applicable to the target population and which demonstra-
tes overall consistency in its outcomes, or evidence extrapolated from studies graded at 2++.

D Evidence of level 3 or 4, or evidence extrapolated from studies graded at 2+.

Studies classified as 1- and 2- must not be used in the process of preparing recommendations because of their high bias potential.
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2. Dietary patterns and body weight

2.1. “Mediterranean” diet

EVIDENCE

8. Even though inconsistent results do exist, the
studies so far performed suggest a possible role of the
“Mediterranean” diet in the prevention of overweight
and obesity (Evidence Level 2–).

9. The existing evidence suggests that greater adhe-
rence to the “Mediterranean” diet might prevent abdo-
minal perimeter increase (Evidence Level 2+).

RECOMMENDATIONS

5. A greater adherence to the “Mediterranean” diet
might prevent overweight and obesity and also the
increase of the abdominal perimeter (Recommendation
Degree C).

2.2. Vegetarian diets

EVIDENCE

10. Vegetarian diets are associated, in healthy
adults, to a lower Body Mass Index (Evidence Level
2+).

RECOMMENDATIONS

6. Vegetarian diets intake might lead to a smaller
weight gain over time in healthy adults (Recommenda-
tion Degree C).

3. Nutrients and body weight

3.1. Carbohydrates

EVIDENCE

11. Diets with higher content of complex carbohy-
drates (approximately ≥ 50% of the total energy intake)
are associated to a lower Body Mass Index in healthy
adults (Evidence Level 2+).

12. The existing evidence regarding the relationship
between the physical characteristics of carbohydrates
(liquid or solid), the energy intake and the body weight
are controversial.

13. There is not sufficient evidence to assert that the
glycaemic index and glycaemic load of the diet are
associated to increased body weight in healthy adults.

RECOMMENDATIONS

7. Diets for healthy adults aiming to prevent weight
gain should contain a considerable proportion (appro-
ximately ≥ 50% of the total energy intake) of complex
carbohydrates (Recommendation Degree C).

3.2. Lipids 

EVIDENCE

14. Fat intake, after adjusting for the total energy
intake, is not associated to weight gain in healthy adults
(Evidence Level 2+).

15. Investigations addressing the relationship
between saturated fatty acids intake in healthy adults
and risk of obesity have yielded contradictory results.

16. Monounsaturated fatty acids intake has shown
no association to weight gain in healthy adults
(Evidence Level 2+).

17. Polyunsaturated fatty acids intake has shown no
association to weight gain in healthy adults (Evidence
Level 2+).

18. The evidence regarding the intake of ω-3 fatty
acids and its effects on body weight variability or
prevention of weight excess in adults is insufficient for
establishing any definite recommendation.

19. The limited epidemiological studies available
show a consistent relationship between the role of trans
fatty acids in weight gain and in the increase of abdo-
minal fat (Evidence Level 2–).

RECOMMENDATIONS

8. In order to prevent weight gain in healthy adults,
control of the total energy intake is more important
than control of total fat (Recommendation Degree C).

3.3. Protein

EVIDENCE

20. The evidence regarding the total protein intake
and its effects on body weight variability or prevention
of weight excess in adults is insufficient for establis-
hing any definite recommendation.

21. The evidence regarding the intake of animal
protein and its effects on body weight variability or
prevention of weight excess in adults is insufficient for
establishing any definite recommendation.

22. The evidence regarding the intake of vegetable
protein and its effects on body weight variability or
prevention of weight excess in adults is insufficient for
establishing any definite recommendation.

23. No evidence has been found regarding the
intake of vegetable (soybean) protein and its effects on
body weight variation that might allow definite recom-
mendations concerning weight gain prevention in
adults.

3.4. Vitamins and minerals

EVIDENCE

24. The existing evidence shows that calcium
supplementation is not associated to a lower weight
gain (Evidence Level 1+).
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25. The existing evidence shows that combined
supplementation of calcium with vitamin D does not
achieve clinically relevant improvements in body
weight control in postmenopausal women (Evidence
Level 1+).

26. The available evidence regarding the role of
vitamin D alone for preventing weight gain in healthy
adults is controversial and does not allow any conclu-
sions to be drawn.

3.5. Dietary fibre

EVIDENCE

27. A high dietary fibre intake in the context of a
diet rich in food of vegetable origin is associated to a
better control of body weight in healthy adults
(Evidence Level 2++).

RECOMMENDATIONS

9. Increasing the intake of dietary fibre from vege-
table origin food might prevent weight gain in healthy
adults (Recommendation Degree B).

3.6. Water

EVIDENCE

28. The available evidence regarding water intake
and its effects on body weight variation and/or preven-
tion of weight excess in healthy adults is insufficient
for establishing any definite recommendation.

3.7. Ethanol

EVIDENCE

29. The available studies yield contradictory and
inconsistent observations, although some evidence
does suggest some level of association between high
ethanol intake and weight gain (Evidence Level 2–).

RECOMMENDATIONS

10. A restriction of high ethanol intake might
prevent weight gain associated to this factor (Recom-
mendation Degree D).

4. Food and body weight

4.1. Fruit and vegetables

EVIDENCE

30. A high intake of fruit and vegetables is asso-
ciated with a lower long-term body weight increase in
adults (Evidence Level 2+).

RECOMMENDATIONS

11. The dietary prevention of body weight gain
may be modulated through the use of diets with a
high fruit and vegetable content (Recommendation
Degree C).

4.2. Whole grains (cereals)

Evidence

31. A high intake of whole grains is associated with
a lower Body Mass Index (Evidence Level 2+).

RECOMMENDATIONS

12. It is recommended that, in order for body
weight gain prevention, the diet contain a conside-
rable proportion of whole grains (Recommendation
Degree C).

4.3. Sugars

EVIDENCE

32. The evidence regarding free or total sugars
intake (with the exception of sugared beverages) in
relation to body weight gain is controversial.

4.4. Sugared beverages (“soft drinks”)

EVIDENCE

33. Frequent intake of sugared beverages is asso-
ciated with a higher Body Mass Index (Evidence Level
2+).

Recommendations

13. Restricting the frequency of sugared beverages
intake may lead to a lower body weight gain over time
(Recommendation Degree A).

4.5. Olive oil

EVIDENCE

34. The intake of olive oil does not seem to be asso-
ciated with a significant body weight gain risk in
healthy adults (Evidence Level 2–).

4.6. Nuts

EVIDENCE

35. The addition of nuts to the usual diet is not asso-
ciated with body weight gain (Evidence Level 2+).

Evidence-based nutritional
recommendations
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RECOMMENDATIONS

14. A moderate intake of nuts is advantageous in the
prevention of chronic diseases, but does not influence the
body weight gain risk (Recommendation Degree C).

4.7. Others: meat

EVIDENCE

36. A high intake of meat and processed meat
products might increase weight gain and the abdominal
circumference (Evidence Level 2+).

RECOMMENDATIONS

15. A restriction of the intake of meat and processed
meat products might prevent the body weight gain due
to this factor (Recommendation Degree C).

Diet in the obesity treatment

1. Balanced hypocaloric diet: dietary patterns

EVIDENCE

37. A caloric content reduction of 500 to 1000
kcal daily might induce a weight loss ranging
between 0.5 and 1.0 kg/week, equivalent to an 8%
weight loss over an average period of 6 months
(Evidence Level 1+).

38. A number of measures exist, such as reducing
the size of the consumed portion or reducing the energy
density of the diet, which may facilitate adherence to
the hypocaloric diet and the weight loss in the obese
patient (Evidence Level 3).

RECOMMENDATIONS

16. An energy deficit of between 500 and 1000
kcal/day from the energy needs of the obese adult
patient is enough for inducing an 8% weight loss over
the first 6 months of treatment (Recommendation
Degree A).

17. Restriction of the size of the consumed portions
and/or of the energy density of the diet are effective
strategic measures for reducing weight in obese
patients through dietary management (Recommenda-
tion Degree D).

2. Diet composition

2.1. Fat modified versus carbohydrate modified diets

EVIDENCE

39. As compared to a low fat one, a low carbohy-
drate diet achieves in the short term (6 months) a higher
weight loss (Evidence Level 1++).

40. In the long term (1 year or more), a low carbohy-
drate diet achieves a weight loss similar to that
achieved with a low fat one (Evidence Level 1+).

41. In the long term (1 year or more), a low carbohy-
drate diet achieves a greater HDL cholesterol increase
and a higher triglyceride reduction than a low saturated
fat one (Evidence Level 1+).

42. In the long term (1 year or more), a low satu-
rated fat diet achieves a higher LDL cholesterol reduc-
tion than a low carbohydrate one (Evidence Level 2+).

43. Low carbohydrate diets cause more adverse
effects than low fat ones (Evidence Level 2++).

44. The very long term mortality with low carbohy-
drate diets may be increased if the fats are of animal
origin (Evidence Level 3).

RECOMMENDATIONS

18. Reducing the proportion of carbohydrates and
increasing that of fats is not useful for potentiating the
effect of a diet on weight loss (Recommendation
Degree A).

19. For controlling the LDL cholesterol levels in
an obese patient a low fat diet is effective, while the
HDL cholesterol and triglyceride levels are better
controlled with a low carbohydrate one (Recommen-
dation Degree B).

20. Low carbohydrate diets should not contain a
high proportion of animal origin fats (Recommenda-
tion Degree D).

2.2. Carbohydrate type modified diets

2.2.1. FIBRE ENRICHED DIETS

EVIDENCE

45. There is no sufficient data that may allow any
evidence to be established regarding the role of a fibre
or whole grain enriched diet on weight loss.

46. Glucomannan supplements added to the diet
may have a discrete effect, via a satiatory mechanism,
in favouring weight loss (Evidence Level 1+).

47. Non-glucomannan fibre supplements added to
the diet may exert a minimal contribution towards
weight loss (Evidence Level 2+).

48. The dietary management of obesity with a
glucomannan, Plantago ovata and β-glucane enriched
or supplemented diet reduces the LDL cholesterol
levels in the obese patient (Evidence Level 2+).

RECOMMENDATIONS

21. In the dietary management of obesity, dietary
fibre (fundamentally glucomannan) supplements may
increase the efficacy of the diet towards achieving
weight loss (Recommendation Degree C).

22. Obese patients with hypercholesterolemia alte-
rations may benefit from the prescription of dietary
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fibre (fundamentally glucomannan) enriched or
supplemented diets (Recommendation Degree B).

2.2.2. LOW GLYCAEMIC INDEX DIETS

EVIDENCE

49. Modifications of the glycaemic index or of the
glycaemic load of the diet have no lasting effect on
weight loss in the dietary management of obesity
(Evidence Level 1+).

50. There is no sufficient data for establishing any
evidence regarding the role of low glycaemic index or
low glycaemic load diets in the maintenance of the
weight loss after a hypocaloric diet.

RECOMMENDATIONS

23. A reduction of the glycaemic index or of the
glycaemic load cannot be recommended as a specific
strategy in the dietary management of obesity (Recom-
mendation Degree A).

2.3. Hyperproteic diets

EVIDENCE

51. As compared to a conventional carbohydrate
rich diet, a hyperproteic one may induce in the short
term (6 months or less) a higher weight loss (Evidence
Level 2+).

52. A hyperproteic diet does not induce in the long
term (over 12 months) a greater weight loss than a
conventional carbohydrate rich one (Evidence Level 1+).

53. There is at present no sufficient data for establis-
hing the efficacy of hyperproteic diets in the mainte-
nance of the weight loss achieved after an initial weight
loss phase with other type of diets.

54. A hyperproteic diet favours the preservation of
the lean body mass better than a carbohydrate rich one
(Evidence Level 2+).

55. Hyperproteic diets can, in the very long term,
increase the risk of cardiovascular and overall morta-
lity, mainly when the protein source is of animal origin
(Evidence Level 2+).

RECOMMENDATIONS

24. In the dietary management of obesity is not
recommended to introduce changes in the protein
proportion of the diet (Recommendation Degree A).

25. For ensuring the maintenance or increase of the
lean body mass during administration of a hypocaloric
diet, it is effective to increase the protein content of the
diet to levels above 1.05 g/kg (Recommendation
Degree B).

26. Whenever a hyperproteic diet is prescribed, the
animal origin protein fraction should be restricted in

order to prevent an increased risk of mortality in the
very long term (Recommendation Degree C).

3. Meal replacement diets

EVIDENCE

56. The use of commercial preparations as substi-
tutes or replacements for one or more meals may facili-
tate correct adherence to the hypocaloric diet, favou-
ring both weight loss and weight loss maintenance
(Evidence Level 1–).

57. This beneficial effect is higher when this stra-
tegy is used in the context of structured therapies inclu-
ding physical exercise, dietary education and conduct
modification of eating habits (Evidence Level 3).

58. No clinically relevant adverse effects have been
reported or described in association to the use of meal
replacements in the context of hypocaloric diets
(Evidence Level 3).

RECOMMENDATIONS

27. The replacement or substitution of some meals
with meal replacement preparations, in the context of
hypocaloric diets, may be useful for achieving weight
loss and for maintaining weight loss in obese or over-
weight adults (Recommendation Degree D).

4. Very low calorie diets

EVIDENCE

59. In the very short term (less than 3 months), very
low calorie diets (400 to 800 kcal/day) achieve a higher
weight loss than conventional low calorie (> 800
kcal/day) diets (Evidence Level 1+).

60. In the long term (over 1 year), these diets do not
achieve a higher bodyweight loss than conventional
low calorie diets (> 800 kcal/day) (Evidence Level 1+).

61. In the preoperative preparation for bariatric
surgery in patients with hepatic steatosis and increased
surgical risk, the use of a very low calorie diet before
surgery diminishes the surgical risk (Evidence Level 1+).

62. There is at present not sufficient data that might
allow establishing whether very low calorie- diets
using commercial preparations, when used in the
postoperative period of bariatric surgery, might contri-
bute to the patient’s achieving an appropriate protein
intake.

63. Very low calorie diets entail a greater risk of
adverse effects than conventional low calorie ones
(Evidence Level 1–).

64. At the present time, the evidence available is
insufficient for allowing a statement that very low
calorie diets might be associated to a higher lean body
mass loss in relation to the fatty body mass, as
compared to less restrictive hypocaloric diets.
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RECOMMENDATIONS

28. The very low calorie diets might be used in the
dietary management of patients with obesity, yet
always with a concrete clinical indication and under
close and strict medical follow-up (Recommendation
Degree D).

29. The very low calorie diets should not be used in
patients not fulfilling the established medical indica-
tions and requirements (Recommendation Degree A).

30. The use of very low calorie diets might be
necessary in the preoperative preparation for baria-
tric surgery in patients with hepatic steatosis and
increased surgical risk, always under close medical
control and with due consideration of the possible
adverse effects that might be observed (Recommen-
dation Degree B).

31. The use of very low calorie diets with commer-
cial preparations might be necessary in the immediate
postoperative period after bariatric surgery, so as to
contribute to the patients’ achieving an adequate
protein intake (Recommendation Degree D).

5. “Mediterranean” diet

EVIDENCE

65. There is at present no sufficient scientific
evidence available that might prove that the “Medite-
rranean” diet, under isocaloric conditions, might
achieve a higher body weight loss than other diet types
in the dietary management of obesity.
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