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Welcome
The Public Health Collaboration (PHC) is a non-profit organisation that is dedicated to
informing and implementing healthy decisions, and it is with pride that I'm able to
introduce you to this report on healthy eating guidelines and weight loss advice for the
United Kingdom.
This report clearly and concisely provides an insight into the decades of work and
experience that our founding members and advisory board have accumulated from
working with thousands of patients to improve their health. It is with deep gratitude that
I thank all of them from the bottom of my heart for all their hard work and willingness to
go above and beyond to bring this report to life.
A special thanks also goes to our patrons and members whom without their support this
report and the PHC itself would not be possible. If you wish to find out more about the
PHC please visit our website at www.PHCuk.org where you can also consider a donation
to our cause.
This report allows us to initially inform healthy decisions but our mission also includes
implementing healthy decisions. Many of our founding members are advising the
recommendations contained in this report to their patients through what we call real
food clinics. If you are a health professional wanting to also advise our recommendations
then I encourage you to get in touch with us via our website so that we can aid you in
implementing healthy decisions for your patients.
Finally, the aim of this report is not to simply point out our concerns with current
government recommendations for healthy eating and weight loss but also to provide
practical scientific solutions to help us all obtain and maintain healthy lifestyles in order
to dramatically improve public health.
With the best of wishes,
Samuel Feltham
Director of the Public Health Collaboration
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Dr. Aseem Malhotra – Cardiologist
When he is not working as a doctor in the National Health
Service, Aseem Malhotra reigns supreme in his fight to raise
awareness about the health benefits of a sugar-free diet,
maintaining that sugar deserves its reputation as "Public
Health Enemy Number 1". His no-holds-barred approach to
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Dr. Tamsin Lewis – Psychiatrist
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Introduction
The first set of official healthy eating dietary guidelines for the United Kingdom of Great
Britain and Northern Ireland (UK) were published by the Food Standards Agency (FSA) in
1994, called The Balance of Good Health [1]. In 2007 these guidelines were revised and relaunched by Public Health England (PHE) as the eatwell plate [2]. Finally, in March 2016
the latest set of dietary guidelines were published by PHE called The Eatwell Guide [3].
The UK has one of the highest prevalence's of obesity in Europe at 25% and the number
of people living with type 2 diabetes has more than doubled since 1996 [4] [5]. Both cost
the NHS £16 billion a year, and the UK economy at large £47 billion a year [6]. These
worrying statistics suggest that there is something wrong with the lifestyles of the UK
population.
However, according to the latest National Diet and Nutrition Survey published in 2014 by
PHE and the FSA adults in the UK have been generally following healthy eating
guidelines. In fact on average adults in the UK have been eating 383 calories below the
recommended daily amount as well as eating just below the recommended 35% for total
fat consumption [7]. This seemingly paradoxical situation of following healthy eating
guidelines yet having dire health statistics brings into question the very guidelines that
the UK population is being asked to follow.
Weight loss advice in the UK from the National Health Service (NHS) is currently based
on guidelines from the National Institute for Health and Care Excellence (NICE) [8]. These
state that“Diets that have a 600 kcal/day deficit (that is, they contain 600 kcal less than
the person needs to stay the same weight) or that reduce calories by lowering the fat
content (low-fat diets), in combination with expert support and intensive follow-up, are
recommended for sustainable weight loss.” These guidelines were set in 2006 and have
not been fully updated since then, despite increasing evidence from multiple analyses of
randomised controlled trials, the most reliable form of nutrition science, that other
dietary interventions are more effective for both weight loss and overall health.
In this report, the Public Health Collaboration will set out its concerns with current
healthy eating guidelines and weight loss advice for the UK and provide new solutions
based on the most up to date scientific evidence.
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Healthy Eating Guidelines
Healthy eating guidelines for the UK are currently encapsulated by The Eatwell Guide,
which is summarised as follows:
1. Eat at least 5 portions of a variety of fruit and vegetables every day
2. Base meals on potatoes, bread, rice, pasta or other starchy carbohydrates;
choosing wholegrain versions where possible
3. Have some dairy or dairy alternatives (such as soya drinks); choosing lower fat and
lower sugar options
4. Eat some beans, pulses, fish, eggs, meat and other proteins (including 2 portions of
fish every week, one of which should be oily)
5. Choose unsaturated oils and spreads and eat in small amounts
6. Drink 6-8 cups/glasses of fluid a day
7. If consuming foods and drinks high in fat, salt or sugar have these less often and in
small amounts.
Alongside these seven points in The Eatwell Guide booklet readers are advised that fruit
juice or smoothies should be limited to no more than 150ml per day. Yet in another
section readers are told that these drinks count as one portion of fruit, even though they
are known to be a major contributor to obesity and type 2 diabetes [9]. When these
healthy eating guidelines are followed it is likely that every meal will contain foods with a
high glycaemic index as well as having an overall high glycaemic load. Again, both of
which are known to be major contributors to the development of obesity and type 2
diabetes [10]. There is also an increasing amount of evidence that the highly processed oils
and spreads recommended by The Eatwell Guide might not after all be safer alternatives
to natural fats such as butter or ghee, and may have the potential to cause serious harm
to the public's health [11] [12].
In fact the latest National Diet and Nutrition Survey published in 2014 suggests that the
UK population are generally following current healthy eating guidelines [7]. On average,
total energy consumption is 383 calories below the recommended daily amount, total fat
consumption is just below the recommended 35%, fruit and vegetable portions are at 4 a
day instead of the recommended 5 and lastly adults in the UK eat 71g of red meat a day,
which is only 1g over the recommended 70g a day. The two areas of food consumption
that this survey suggests that the UK population is in excess of recommended amounts
are free sugars and saturated fat. However, these slight excesses of approximately 1.5%
each are based on current recommendations that do not entirely reflect the most up to
date scientific evidence.
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Arguably, the advice to follow current healthy eating guidelines has resulted in 25% of
adults being obese, the prevalence of type 2 diabetes doubling in 20 years, 35% living
with pre-diabetes and 20% living with the early-stages of non-alcoholic fatty liver disease
[13] [14]
.
The UK populations current state of ill-health is also having a significant impact on the
economy through rising costs to the NHS. It is projected that the cost of obesity to the
NHS will double to £12 billion a year by 2030 with type 2 diabetes already costing the
NHS £10 billion a year [6]. This is in addition to the hidden economic costs resulting from
ill-health and the inability to work as a result of these conditions, which currently costs
the UK economy £47 billion a year. At a time when saving money in the NHS is
paramount to its survival, it is critical that we consider all possible solutions to save both
healthcare costs and the nation's health, especially when current approaches appear to
be failing at both aims.
With all of this in mind the Public Health Collaboration has 3 main areas of concern in
regard to The Eatwell Guide:
1. The avoidance of foods because of saturated fat content.
2. The dietary reference value of no more than 35% total fat.
3. The quality and quantity of carbohydrates.
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- Concern 1 The avoidance of foods because of saturated fat content
The NHS Choices website recommends that people should “Go for lower-fat milk and
dairy foods.”[15] This is based on the fact that full fat dairy foods contain higher amounts
of saturated fat and under the Healthy dairy choices for adults section it says "A diet high
in saturated fat can also lead to raised levels of cholesterol in the blood, and this can put
you at increased risk of a heart attack or stroke." The NHS Choices website also states
under the Meat in your diet section that "Some meats are high in fat, especially saturated
fat. Eating a lot of saturated fat can raise cholesterol levels in the blood, and having high
cholesterol raises your risk of heart disease." [16] Both recommendations were last
updated in 2015 with review dates in 2017.
However, well before then many analyses had been published finding that saturated fat
is not an issue of concern. In March 2010 an analysis published in The American Journal
of Clinical Nutrition by the Harvard School of Public Health followed 347,747 people over
5-23 years and concluded that "Intake of saturated fat was not associated with an
increased risk of coronary heart disease, stroke, or cardiovascular disease." [17]
Following that in July 2012 a review published in the European Journal of Nutrition
concluded that“observational evidence does not support the hypothesis that dairy fat
or high-fat dairy foods contribute to obesity or cardiometabolic risk, and suggests that
high-fat dairy consumption within typical dietary patterns is inversely associated with
obesity risk.”[18]
Finally, in March 2014 the University of Cambridge published an analysis in the Annals of
Internal Medicine looking at a total of 643,226 people concluding that "Current evidence
does not clearly support cardiovascular guidelines that encourage high consumption of
polyunsaturated fatty acids and low consumption of total saturated fats." [19]
In fact a month after the advice from NHS Choices on meat was last reviewed in August
2015 an analysis of up to 339,090 people was published in the BMJ concluding that
"Saturated fats are not associated with all cause mortality, cardiovascular disease,
coronary heart disease, ischemic stroke, or type 2 diabetes" [20].
Over a decade previously an analysis published in the BMJ by the Harvard School of
Public Health in July 2003 followed 43,732 men over 14 years and concluded that "These
findings do not support associations between intake of total fat, cholesterol, or specific
types of fat and risk of stroke in men." [21]
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One of the most worrying aspects of the advice to lower fat consumption, and
specifically saturated fat, was an analysis published in OpenHeart in February 2015 which
looked at the evidence available in 1983 when the UK were first told to restrict fat
concluded that "Dietary recommendations were introduced for 220 million US and 56
million UK citizens by 1983, in the absence of supporting evidence from randomised
controlled trials." [22]
In retrospect, there was never any strong evidence to recommend reducing total and
saturated fat consumption and in the 30 years since the deteriorating health of the UK
population suggests such advice may have been a dire mistake, however wellintentioned. Quite possibly if the UK had been advised to go for foods in their natural
form instead of unnaturally man-made low-fat foods for the past 30 years then there
would not be such high rates of obesity, type 2 diabetes and cardiovascular disease, nor
the associated social and financial costs they incur.
In light of this scientific evidence the Public Health Collaboration suggests that the
UK stops recommending the avoidance of foods because of saturated fat content in
order to focus on the consumption of food in its natural form, however much
saturated fat it contains.
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-Concern 2 The dietary reference value of no more than 35% total fat
The dietary reference value for total fat consumption for the UK is no more than 35% of
total calorie intake, which is almost identical to the National Diet and Nutrition Survey at
34.6%. Yet the UK is in the midst of an obesity and type 2 diabetes epidemic. With such a
seemingly paradoxical dilemma a logical and reasonable question to ask is, why are
guidelines for total fat consumption set at no more than 35%? There is no definitive
answer to be found on the NHS Choices website as to why but the first sentence on the
Fat: the facts page says "Too much fat in your diet, especially saturated fats, can raise
your cholesterol, which increases the risk of heart disease." [23] This statement is not
backed up by any scientific references and is strongly contradicted from the evidence
presented in our first concern. Also on this Fat: the facts page under External links it
references to a Food Fact Sheet about fat written by the British Dietetic Association (BDA)
which states that "We all need some fat in our diet but eating too much of any fat makes
us more likely to become overweight." [24] Again there are no scientific references
attached to this statement.
The main concerns that the NHS and the BDA seem to have in regard to eating more
than 35% fat are the possible increased risk of heart disease and becoming overweight.
However, in February 2016 an analysis was published in the British Journal of Nutrition
finding that "Compared with subjects on low-fat diets, subjects on low-carbohydrate
diets experienced significantly greater weight loss, greater triglycerides reduction and
greater increase in HDL-cholesterol after 6 months to 2 years of intervention." Therefore,
according to the most up to date analysis of the scientific literature eating a lowcarbohydrate diet, which contains much greater than 35% total fat intake, is more
effective for weight loss and reducing heart disease risk than eating a diet with less than
35% fat, as The Eatwell Guide recommends [25].
Putting restrictions on total fat is becoming so unconvincing that in the most recent
Dietary Guidelines For Americans the Department of Health and Human Services and the
U.S. Department of Agriculture have completely removed their limit of 30% on total fat
and now no longer place any restrictions on total fat intake [26]. However, as with our first
concern it would appear that there was never any strong evidence to support
recommendations to restrict total fat intake [22].
In light of this scientific evidence the Public Health Collaboration suggests that the
UK remove the recommendation to eat no more than 35% of total calorie intake
from fat. Instead, recommendations should focus on the health benefits of eating
food in its natural form, regardless of how much fat it contains.

12

-Concern 3 The quality and quantity of carbohydrates
Well managed blood glucose is of paramount importance in maintaining good health,
especially in a population such as the UK where type 2 diabetes and pre-diabetes are
rapidly increasing year upon year. People who are obese are often also insulin resistant,
which means that their body is unable to respond to insulin, a hormone that transports
glucose from the bloodstream into the tissues. This results in blood glucose levels rising,
leading to the pancreas secreting more insulin. However, high insulin levels promote the
accumulation of fat stores, particularly in the internal organs, and this contributes to the
development of type 2 diabetes. Insulin resistance and impaired insulin production mean
that blood glucose levels can no longer be controlled. Insulin resistance is also associated
with much greater risk of developing non-alcoholic fatty liver disease, polycystic ovary
syndrome, heart disease, cancer and Alzheimer's disease [27] [28] [29] [30] [31] [32].
Given the above, it becomes clear that in an overweight population such as the UK,
eating foods that promote insulin secretion are likely to increase the risk of worsening
insulin resistance and hasten the onset of type 2 diabetes. Yet, recommending lots of
carbohydrates with every meal does just that. Such carbohydrates can either be naturally
found in a food as sugar or starch, such as fruit, rice and potatoes, or could be artificially
added, such as in refined cereals, chocolate bars and sweetened yoghurts. On the other
hand, a diet that does not rapidly increase blood glucose and does not provide too much
carbohydrate to the body will help reduce the risk of worsening insulin resistance and
could actually improve it. This can be achieved with a low glycaemic index diet, which has
been shown to reduce the risk of type 2 diabetes [33].
The glycaemic index (GI) is a scale out of 100 based on how much the carbohydrate in a
food increases your blood glucose compared to pure glucose. Above 70 is high, 55-69 is
medium and below 55 is low. Foods that are mostly carbohydrate can affect blood
glucose vastly differently. Corn flakes have a GI of 93, a baked potato has a GI of 82 and
an apple has a GI of 39 [34]. Recommending foods with a high GI, as The Eatwell Guide
currently does by advising the public to "Base meals on potatoes, bread, rice, pasta or
other starchy carbohydrates", is illogical and opposite to what should be recommended
in order to halt the ever increasing rates of obesity and type 2 diabetes.
Although the glycaemic index is a useful tool it does have limitations. For instance peas
have a GI of 51, and although this is technically a low GI it seems rather high for a healthy
food. This is because one has to keep in mind the low density of carbohydrate in peas.
This can all be accounted for by using carbohydrate-density.
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Carbohydrate-density (CD) is simply the amount of carbohydrate per 100g, which is
printed on every nutrition label or on supermarket websites making it easy to implement.
If a food has 25g of carbohydrate per 100g it has a CD of 25%, if a food has 5g of
carbohydrate per 100g it has a CD of 5%. When looking at foods in their natural form it is
uncommon to find foods that exceed a CD of approximately 25% [35], which complements
the average carbohydrate consumption of traditional hunter-gatherer diets of 22% [36].
Carbohydrate-density also correlates well with glycaemic load (GL), which corrects GI for
the amount of carbohydrate ingested. With all of this in mind an enlightening
comparison to make is between the GL and CD of an Eatwell Guide breakfast and that of
a PHC recommended breakfast:
Eatwell Guide Breakfast

Glycaemic Load

Carbohydrate-Density

Orange Juice (160ml)

7

10

Shredded whole-wheat
cereal biscuits (44g)

22.5

69

Semi-skimmed Milk (150ml)

2.4

4.8

Wholemeal toast (35g)

9.4

39

Low fat spread (5g)

0

2.8

Marmalade (5g)

1.4

67

Tea (160ml) with semiskimmed milk (30ml)

0.5

4.8

TOTAL

43.2

N/A

PHC Breakfast

Glycaemic Load

Carbohydrate-Density

2 Eggs

0

0

2 Slices of Bacon

0

0

Tomatoes (100g)

0.54

3.6

Coffee (160ml) with whole
milk (30ml)

0.4

4.7

TOTAL

0.94

N/A

Evidently a breakfast recommended by The Eatwell Guide in comparison to a PHC
recommended breakfast has foods with much higher carbohydrate-densities alongside a
total glycaemic load 46 times higher. This marked difference will raise blood glucose
significantly more as well as for longer, which in turn increases the risk of developing
type 2 diabetes and obesity [37] [10].
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Managing blood glucose and insulin levels well isn't the only benefit of eating foods with
a lower carbohydrate-density have though. It has been shown to significantly reduce
hunger in comparison to those following a similar low-fat diet to The Eatwell Guide [38] [39],
which in part is because of lowered insulin levels [37] [40].
Recommending to eat high GL and high CD foods at every meal, as The Eatwell Guide
does, risks aggravating chronically raised blood insulin levels and so it is not surprising
that following current healthy eating guidelines has been associated with increased rates
of type 2 diabetes and obesity. Therefore it would be prudent to not recommend eating
the foods that could be the root cause of the conditions from which so many of the UK
population suffer. Especially when carbohydrate restriction has been shown to be a
particularly effective intervention for managing and even reversing type 2 diabetes [41]. In
fact NICE already recommends individualising carbohydrate intake for people living with
type 2 diabetes but we simply suggest expanding this to the entire population of the UK
in order to improve public health [42].
In light of this scientific evidence the Public Health Collaboration suggests that the
UK should avoid foods that have a high carbohydrate-density in order to focus on
the consumption of foods and drinks that have carbohydrate-density of less than
25%, as they are usually found in their natural form.
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- Public Health Collaboration's Healthy Eating Guidelines -

Traditional human diets of real food consist of varying amounts of the three
macronutrients; carbohydrates, fats and proteins, with little to no obesity, type 2 diabetes
or heart disease [43]. The two common factors in all these populations are that they eat
real food and are active everyday. The Real Food Lifestyle enables individual flexibility in
eating all real foods, whereas previous advice has been to advise one approach for all.
The Real Food Lifestyle is also particularly apt as the UK is a multi-ethnic society, with
different ethnicities having specific dietary needs as well as different cultural dietary
habits.
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With this in mind we recommend switching the focus of healthy eating guidelines from
maximum amounts, which can be perceived as targets to reach, to minimum intakes of
essential nutrients with no upper limits. This approach insures everyone consumes the
minimum intakes of essential nutrients and then allows for individual flexibility to
maintain personal good health through real food. In fact the first ever dietary
recommendation for the UK in 1950 from the British Medical Association was similar to
this which advised that dietary fat intake should provide a minimum of 25% of daily
calories with no upper limit [44].
In human nutrition fats and proteins are the two essential macronutrients for sustaining
health, as they provide essential fatty acids and amino acids that the human body cannot
create on its own. These nutrients are critical in health because they are needed to
absorb certain vitamins and to allow the body to function correctly. Carbohydrates, the
other macronutrient, is not an essential nutrient for sustaining human health but is part
of a healthy diet as long as a person's minimum intake for fats and proteins are at least
met [45].
Minimum intakes for proteins should be set slightly higher than the current 0.75g [46], to
1g for 1kg of total bodyweight per day. This figure is based on increased protein intake
being able to reduce appetite, as well as its ease of use to implement [47]. An example of
this in practice is for an adult who is 10 stone is 63.5kg, and should therefore eat at least
63.5g of protein per day. This 63.5g of protein can be at least met by the total equivalent
of 50g of raw almonds, 100g of mackerel and 100g of chicken with skin eaten per day.
The amount of protein in foods are available on the majority of food labels or on
supermarket websites in grams, allowing such a recommendation to be easily
implemented. It should also be noted that it is important for individuals to eat sources of
complete proteins, which mostly come from animal foods.
Minimum intakes for fats should be set at greater than 40g for men and greater than 30g
for women with no upper limit. These figures are based on recommendations from the
Food And Agricultural Organization Of The United Nations (FAO) on minimum total fat
intakes for adults of no less than 15% of total calorie intake [48]. The same total equivalent
of 50g of raw almonds, 100g of mackerel and 100g of chicken with skin eaten per day at
least meets the minimum intake for fats as well. Again the amount of fat in foods are
available on the majority of food labels or on supermarket websites in grams, allowing
such a recommendation to be easily implemented. It should also be noted that it's
important to keep a near equal balance of omega 3 to omega 6 fatty acids. As most
people are deficient in omega 3 it is important to eat dense sources that are also low in
mercury such as mackerel, salmon and sardines at least two times a week [49]. Pregnant
and breastfeeding women should not exceed two portions of low mercury fish per week.
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Below is a table of everyday foods that will at least each meet a third of the minimum
daily intakes for fats and proteins, meaning that it is a suggested minimal portion at one
of a possible three meals in a day:
Food
Fats
(>30g for
women,
>40g for
men)

Fried
Liver

Salmon
Steak

Roasted
Lamb

Fried
Eggs

Cheddar
Cheese

Walnuts

99% Dark
Choc.

64g (W)
(1 Large)

29g (W)

15g (W)

71g (W)

38g (M)

19g (M)

95g (M)

83g

144g

42g

77g (W)

64g (W)

37g (W)

103g (M)

85g (M)

50g (M)

Proteins
(1g/1kg of
70g
86g
body
weight*)
* Based on a 10 st/ 63.5kg adult.

85g (M)
(1.5 Large)
144g
(2 Large)

73g

The Real Food Lifestyle also recommends that carbohydrates should be from real foods
that have a carbohydrate-density (CD) of less than 25%, as this is how foods are usually
found in their natural form. CD is the amount of carbohydrate per 100g, which is printed
on every nutrition label or on supermarket websites making it easy to implement. Below
is a table of 10 common carbohydrates with their carbohydrate-densities:
Food

Spinach

Courgette

Pepper

Broccoli

Cauliflower

Carbohydratedensity (%)

1.5

2

2.5

3

3.5

Food

Tomato

Strawberry

Orange

Apple

New Potato

Carbohydratedensity (%)

3.5

6

8.5

12
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The essential micronutrients in human nutrition are the vitamins A, B6, B12, C, D, E K,
thiamin, riboflavin, niacin, folic acid, biotin and pantothenic acid and the minerals
calcium, phosphorus, magnesium, sodium, potassium, chloride, iron, zinc, copper,
selenium, iodine, fluoride, chromium and molybdenum [50]. Many people perceive that
micronutrients are mostly found in fruits and vegetables, and a lot do, but they are also
present in a variety of real foods. For instance carrots are commonly known to be a good
source of vitamin A, with 100g containing 13,790 IU, but 100g of chicken liver contains
more at 14,378 IU of vitamin A. Milk is also recognised to be a good source of calcium
with 100g containing 113mg, but 100g of sardines contains 3 times more at 382mg. It is
important to note that vitamins A, D, E and K are fat soluble and must be eaten with
some fat in order for the body to absorb these vitamins.
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Below is a table of everyday foods that will at least each meet a third of the minimum
daily intakes for essential vitamins, meaning that it is a suggested minimal portion at one
of a possible three meals in a day [50]:

Vitamin

Minimum
Intake For
An Adult

Example
Food 1

Example
Food 2

Example
Food 3

Vitamin A

800μg

34g Boiled
Spinach

2g Fried
Lambs Liver

36g Boiled
Curly Kale

Vitamin B6

1.4mg

75g Fried
Lambs Liver

80g Roast
Turkey

100g Pork
Belly

Vitamin B12

2.5μg

1g Fried
Lambs Liver

21g Cheddar
Cheese

50g Fried Eggs
(1 Medium)

Vitamin C

80mg

11g Bell Peppers

23g Steamed
Broccoli

42g Raspberries

Vitamin D

5μg

11g Grilled
Herring

20g Baked
Salmon

42g Tuna Fish
canned in water

Vitamin E

12mg

11g Sunflower
Seeds

16g Almonds

30g Pine Nuts

Vitamin K1

75μg

7g Raw Spinach

43ml Olive Oil

48g Asparagus

Thiamin (B1)

1.1mg

40g Brazil Nuts

45g Belly Pork

62g Smoked
Salmon

Riboflavin (B2)

1.4mg

5g Beef Sirloin
Steak Grilled

7g Fried
Lambs Liver

122g Full Fat
Greek Yoghurt

Niacin (B3)

16mg

18g Baked Tuna

22g Fried
Lambs Liver

70g Portobello
Mushrooms

Folic Acid (B9)

200μg

22g Edamame
Beans

40g Asparagus

42g Raw
Baby Spinach

Biotin (B7)

50μg

8g Chicken Liver

23g Sunflower
Seeds

26g Almonds

Pantothenic
Acid (B5)

6mg

34g Chicken
Liver

74g Sunflower
Seeds

134g Ham &
Cheese Omlette
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Below is a table of everyday foods that will at least each meet a third of the minimum
daily intakes for essential minerals, meaning that it is a suggested minimal portion at one
of a possible three meals in a day [50]:

Mineral

Minimum
Intake For
An Adult

Example
Food 1

Example
Food 2

Example
Food 3

Calcium

800mg

32g Cheddar
Cheese

44g Canned
Sardines

55g Fried
Pig Kidney

Phosphorus

700mg

37g Fried Lambs
Liver

43g Okra
Stir-Fry

68g Grilled
Kippers

Magnesium

375mg

22g Brazil Nuts

24g Pumpkin
Seeds

82g Okra
Stir-Fry

Sodium

2,400mg

50g Smoked
Salmon

57g Grilled
Kippers

74g Cheddar
Cheese

Potassium

2,000mg

171g Raw
Baby Spinach

260g Avocado

67g Pistachio
Nuts

Chloride

800mg

54g Smoked
Salmon

62g Grilled
Kippers

80g Cheddar
Cheese

Iron

14mg

17g Dried
Seaweed

55g Fried
Pig Kidney

64g Fried
Lambs Liver

Zinc

10mg

34g Sesame
Seeds

40g Fried
Lambs Liver

53g Fried
Pig Kidney

Copper

1mg

3g Fried
Lambs Liver

6g Raw
Oysters

6g Dried
Seaweed

Manganese

2mg

17g Raw Pecans

11g Raw
Hazelnuts

3g Ground
Ginger

Selenium

55μg

13g Cooked
Crab

22g Fresh Tuna

31g Grilled
Sardines

Iodine

150μg

4g Raw Nori
Seaweed

30g Baked Cod

50g Steamed
Pollock

Fluoride

3.5mg

Chromium

40μg

100g Pumpkin
Seeds

15g Garlic

100g Broccoli

Molybdenum

50μg

66g Peas

66g Lentils

100g Raw
Almonds

1.2L Tap Water
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The two main groups on The Real Food Lifestyle diagram reflect how foods come in their
natural form. Foods such as eggs, cheese, fish, meat and nuts are mostly fats and
proteins, which enable individuals to at least meet their minimum essential fats and
proteins intake. Foods such as potatoes, rice, beans, fruits and vegetables are mostly
carbohydrates. On The Real Food Lifestyle diagram they are organised by highest
carbohydrate-density on the left and lowest carbohydrate-density on the right, making it
easy to identify the preferable types of carbohydrates.
The two groups off the plate are drinks that should be consumed and oils that should be
used for cooking. Drinks should be as natural as possible such as water, whole milk,
unsweetened teas and coffee. Oils for cooking should be rich in monounsaturated or
saturated fats such as butter, coconut oil and olive oil to minimise the formation of toxic
compounds from heating [12].
Once these minimum intakes for fats, proteins and micronutrients are at least met,
individuals then have the flexibility and freedom to eat whichever real food enables them
to maintain personal good health. Some may find that a real food low-fat diet enables
them to maintain personal good health, but equally others may find that a real food
high-fat diet enables them to maintain personal good health. As long as the principles of
The Real Food Lifestyle are followed and individuals maintain personal good health there
should be no prejudice to whichever real foods enable someone to maintain personal
good health. Personal good health is defined as:
1. Waist circumference less than 90cm (35.5 inches) for men and less than 80cm (31.5
inches) for women.
2. Fasting blood glucose less than 5.6 mmol/L.
3. Blood pressure less than 140 mmHg for systolic and less than 90 mmHg for
diastolic.
4. Fasting triglycerides less than 1.7 mmol/L.
5. Fasting HDL-cholesterol greater than 1.03 mmol/L for men and greater than 1.29
mmol/L for women.
If three or more out of the five are out of range then this would mean that a person has
metabolic syndrome and is no longer maintaining personal good health. Metabolic
syndrome is defined by the International Diabetes Federation (IDF) with updated blood
pressure recommendations from NICE [51] [52]. If someone finds themselves no longer in
personal good health they should review and adjust their lifestyle in order to re-obtain
personal good health and should consider following The Real Food Lifestyle For Weight
Loss, which is described later in this report.
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Although as humans we need a minimum amount of energy to maintain personal good
health The Real Food Lifestyle does not recommend counting calories. Instead we
recommend that individuals follow these three focuses for healthy living:
1. Eat real food, until you're satisfied. These are foods that are naturally nutrient
dense and are minimally altered from their natural state, which will nourish you
and satisfy hunger.
2. Avoid fake foods, as much as you can. These are foods that have been highlyprocessed from their natural state with free sugars, highly-processed oils and
fortified nutrients, which do not nourish you and will not satisfy hunger.
3. Be active everyday, with an activity you enjoy. Whether it be a brisk walk up the
stairs or a vigorous workout in an exercise class, it'll help improve cardiovascular
health, mood and sleep.
Here are some common examples of real foods:
1. Fats & Proteins. Eggs, sardines, mackerel, salmon, beef, chicken (with skin), lamb,
pork, liver, kidney, heart, avocados, olives, full-fat cheese, full-fat yoghurt, cream,
almonds, macadamia nuts, brazil nuts, walnuts.
2. Carbohydrates. Broccoli, spinach, green beans, bell peppers, tomatoes,
mushrooms, cauliflower, courgettes, onions, carrots, butternut squash, blueberries,
strawberries, apples, oranges, lemons, parsnips, beans, legumes, potatoes,
fermented breads.
3. Drinks. Water, tea, herbal tea, fruit tea, coffee, full-fat milk, full-fat cream.
4. Oils. Beef tallow, butter, coconut oil, ghee, goose fat, lard and cold-pressed olive
oil.
Here are some common examples of fake foods:
1. Fats & Proteins. Low-fat cheeses, low-fat yoghurt, low-fat spreads, beans in sauce,
flavoured nuts, canned whipped cream.
2. Carbohydrates. Sugary cereals, refined breads, refined pastas, crisps, biscuits,
cakes, dried fruit.
3. Drinks. Sugary soft drinks, fruit juices, low-fat milk, sugary milkshakes, prepackaged smoothies.
4. Oils. Sunflower oil, corn oil, vegetable oil, sesame oil and rapeseed oil.
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A week of living The Real Food Lifestyle could be as follows:
Breakfast

Lunch

Dinner

Snack

Activity

Monday

Full fat Greek
yoghurt with
nuts and
berries

Salmon with
green beans
and boiled
new potatoes

Chicken
curry with
cauliflower

Almond butter
with celery

20 minutes
resistance
exercise

Tuesday

Fried kippers
with tomatoes

Lentil soup

Moussaka with
grilled
courgettes

Macamadia
nuts

20 minutes
walk at
lunchtime

Olives

4 minutes
interval
training

Peach

20 minutes
resistance
exercise

Brazil nuts

20 minutes
walk at
lunchtime

Apricot

4 minutes
interval
training

Pecan nuts

1 hour walk in
park or
countryside

Wednesday

Cream cheese
stuffed
Full fat Greek
Frittata with
chicken
yoghurt with
salad and olive wrapped in
nuts and
oil
bacon with
berries
buttered
broccoli
Ground
almond and
Avocado and
flaxseed scone prawn salad
with butter
with balsamic
and
vinegar
blueberries

Sirloin steak
with
cauliflower,
spinach and
garlic mash

Friday

Strawberries
and
unsweetened
coconut flakes

Homemade
cream
vegetable
soup

Seafood and
okra stir-fry
cooked in
coconut oil

Saturday

Scrambled
eggs and
bacon with
fried
mushrooms

Tinned tuna
and kidney
bean salad
with olive oil

Homemade
beef
bolognese
with
courgette
spaghetti

Sunday

Full fat Greek
yoghurt with
nuts and
berries

Roast chicken,
potatoes and
vegetables

Homemade
cream of
mushroom
soup

Thursday

In conclusion The Real Food Lifestyle is an approach that allows for individual
flexibility, and accepts that a variety of real food diets can be used to maintain
personal good health. In order to improve public health in the UK the Public Health
Collaboration recommends that as a nation we follow The Real Food Lifestyle by
eating real food, avoiding fake food and are active everyday.
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Weight Loss Advice
Weight loss advice in the UK from the NHS is currently based on NICE guidelines which
state“Diets that have a 600 kcal/day deficit (that is, they contain 600 kcal less than the
person needs to stay the same weight) or that reduce calories by lowering the fat
content (low-fat diets), in combination with expert support and intensive follow-up, are
recommended for sustainable weight loss.” [8]. These guidelines were set in 2006 and
have not been fully updated in 10 years despite increasing evidence from analyses of
randomised controlled trials, the most reliable form of nutrition science, that other
dietary interventions are more effective for both weight loss and overall health.
Since 2006 there have been four meta-analyses published specifically looking at
randomised controlled trials between ad libitum low-carbohydrate diets and the
currently recommended calorie counting low-fat diets in regard to weight loss.
The first was published during August 2008 by the Centre for Obesity Research and
Epidemiology in Obesity Reviews that concluded "Evidence from this systematic review
demonstrates that low-carbohydrate/high-protein diets are more effective at 6 months
and are as effective, if not more, as low-fat diets in reducing weight and cardiovascular
disease risk up to 1 year. More evidence and longer-term studies are needed to assess
the long-term cardiovascular benefits from the weight loss achieved using these diets." [53]
Four years later in the same journal there was a review that followed up on the
concluding concerns made by the previous analysis about the cardiovascular benefits of
low-carbohydrate diets that summarised its findings as "The low-carbohydrate diet was
shown to have favourable effects on body weight and major cardiovascular risk factors;
however the effects on long-term health are unknown." [54]
The second specific analysis was published in October 2013 in the British Journal of
Nutrition concluding that "the present meta-analysis demonstrates that individuals
assigned to a very-low-carbohydrate ketogenic diet achieve significantly greater longterm reductions in body weight, diastolic blood pressure and triglycerides, as well as
greater LDL and HDL increases when compared with individuals assigned to a low-fat
diet; hence, the very-low-carbohydrate ketogenic diet may be an alternative tool against
obesity. Investigations beyond that of blood cardiovascular risk factors merit further
study." [55]
The third specific analysis was published in October 2015 in PLOS ONE that
concluded“Low-carbohydrate diets appear to achieve greater weight loss and reduction
in predicted risk of atherosclerotic cardiovascular disease risk events compared with lowfat diets.”[56]
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Finally, in February 2016 the fourth specific analysis was published in the British Journal
of Nutrition finding that "Compared with subjects on low-fat diets, subjects on lowcarbohydrate diets experienced significantly greater weight loss, greater triglycerides
reduction and greater increase in HDL-cholesterol after 6 months to 2 years of
intervention." [25]
The common message from these analyses is that low-carbohydrate diets are
significantly better for weight loss and a number of cardiovascular risk factors. However,
it is usually recommended that more research should be undertaken to investigate
whether they are safe in long term health. The Public Health Collaboration suggests that
enough time has now passed to conclude that ad libitum low-carbohydrate diets are
indeed healthy and safe in the long term.
Our main concern with current weight loss advice from NICE and the NHS is that only
one option is recommended despite the scientific evidence showing that ad libitum lowcarbohydrate-high-fat (LCHF) diets are more effective for weight loss and result in better
improved overall cardiovascular disease risk. This was highlighted in an analysis
published in The Lancet by the Department of Nutrition at the Harvard School of Public
Health in December 2015 which reviewed 53 studies involving 68,128 people and
concluded that “When compared with dietary interventions of similar intensity,
evidence from randomised controlled trials does not support low-fat diets over other
dietary interventions for long-term weight loss.” and also found that "In weight loss
trials, higher-fat weight loss interventions led to significantly greater weight loss than
low-fat interventions". [57]
With this concern in mind the Public Health Collaboration searched the scientific
literature for all published randomised controlled trials (RCTs) comparing LCHF diets to
low-fat diets. We managed to find 53 published RCTs which compared LCHF diets
consisting of less than 130g per day of total carbohydrate and greater than 35% total fat,
to calorie counting low-fat diets consisting of less than 35% total fat that lasted a
minimum of a month and up to two years. Out of the 53 trials we found, five showed that
following the currently recommended low-fat diet resulted in greater weight loss,
although none showed a statistically significant benefit, two of the trials showed the
same weight loss, and finally 46 of the 53 trials showed that following the LCHF diets
resulted in greater weight loss, with 26 of those being statistically significant [58]. The
LCHF diets also showed three times more beneficial health outcomes compared to the
low-fat diets. The average advised total fat intake for the LCHF diets was approximately
65%, and the average advised carbohydrate consumption was 10%. Therefore according
to the most reliable form of nutrition science we have available, advising an ad libitum
LCHF diet is more effective at lowering weight and improving other health outcomes
than the current NICE guidelines of following a calorie counting low-fat diet.
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NICE might have concerns that the current knowledge and experience of healthcare
professionals may not be adequate to implement the LCHF diet throughout the NHS.
However, some are already advising this lifestyle to patients living with type 2 diabetes
based on current NICE guidelines to individualise carbohydrate intake [42]. One of our
founding members from Norwood Surgery in Southport, Dr. David Unwin has published
data on the significant benefits of recommending the LCHF diet. For his team's work they
were recently awarded Innovator of the Year at the NHS Leadership Recognition Awards
2016. Dr. Unwin has managed to dramatically improve his patients' health as well as
spending £45,000 per year less on drugs for type 2 diabetes compared to the average in
his local Clinical Commissioning Group area [59] [60] [61]. Replicating these results in all 9,400
surgeries across the UK would lead to savings over £400 million each year on drugs for
diabetes alone. This approach would undoubtedly also have beneficial economic effects
and health outcomes in respect to other conditions related to insulin resistance, such as
non-alcoholic fatty liver disease, polycystic ovary syndrome, heart disease, some cancers
and Alzheimer's disease [27] [28] [29] [30] [31] [32].
In light of this scientific evidence the Public Health Collaboration recommends that
the guidelines for weight loss in the UK should include an ad libitum lowcarbohydrate-high-fat diet of real foods as an acceptable, effective and safe
approach.
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- Public Health Collaboration's Weight Loss Advice -

In accordance with the scientific evidence The Real Food Lifestyle For Weight Loss
primarily advises to follow a low-carbohydrate diet of real foods. This means that total
carbohydrate intake should be reduced to less than 130g per day, including the newly
recommended 30g of fibre [41] [62]. The carbohydrates eaten should mostly come from
non-starchy vegetables such as cauliflower, broccoli and courgettes as well as high-fibre
fruits such as raspberries, blackberries and avocado. The amount of carbohydrates and
fibre in foods are available on the majority of food labels or on supermarket websites in
grams, allowing such a recommendation to be easily implemented.
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As a general rule as long as individuals focus on non-starchy vegetables and high-fibre
fruits then there should not be any need to count or weigh the amount of carbohydrates
eaten. An individual who is trying to lose weight should be somewhat wary of nuts, as
although they are very healthy they are easily overeaten and can contain high amounts
of carbohydrates. For instance cashew nuts contain 26.5g per 100g of carbohydrates.
Thus it is recommended that nut intake should not exceed 100g a day, which is
approximately a closed handful. However, they are a good source of fibre. Almonds
contain 7.4g of fibre per 100g, almost a third of the recommended daily intake of 30g,
and so should be eaten when following The Real Food Lifestyle For Weight Loss.
For individuals transitioning from the currently advised calorie counting low-fat diet to
The Real Food Lifestyle For Weight Loss this approach may sound daunting. We suggest
before making this lifestyle change to first think about why they want to lose weight and
become healthier, as with a strong enough 'why' you can overcome any 'how'. That is to
say with a powerful enough reason as to why an individual wants to lose weight they will
inevitably overcome adversity to succeed. This reason could be because they simply want
to slim down for a holiday or because they want to be able to run around with their
children without getting out of breath. Once an individual has decided on why they want
to make a lifestyle change, they should write this reason down on a piece of paper or
blank business card. The reason should be clear, concise and personal. They should then
place this on top of the credit card that they use the most, so that every time they make
a purchase they are reminded of why they want to lose weight and become healthier. We
call this a personal purpose credit card, and it should be used to help focus an
individual's efforts and motivate them to achieve their ideal weight.
It is worth noting that whilst transitioning to The Real Food Lifestyle For Weight Loss a
small percentage of individuals might feel slightly lethargic for the first week or two. This
is due to the body acclimatising to having less available glucose from carbohydrates to
burn for quick energy and having to use fat for energy instead. Once the body becomes
used to this change the lethargy does subside, and energy levels return to normal.
During this time it is important to make sure that 5g of salt per day is consumed, which is
approximately a levelled teaspoon of salt. This is because the real foods recommended
do not contain much sodium, which is essential for water balance. An easy way to
achieve this is to sprinkle 1/3 of a teaspoon of salt at each meal.
The secondary focus of The Real Food Lifestyle For Weight Loss is to be active everyday.
If an individual is feeling slightly lethargic during the first two weeks of transitioning to
this lifestyle then it is recommended not to be overly active and to purely focus on the
diet until the lethargy stops. If, like the majority, an individual doesn't feel lethargic then
they are encouraged to be active from the start. Being active everyday doesn't mean
doing vigorous exercise every single day, rather it means that people should move their
body in any which way they enjoy.
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This could be as simple as taking the stairs instead of a lift or taking a 20 minute walk at
lunch time. Once a base level of fitness has been reached more vigorous activities can be
undertaken such as cycling, running, swimming, exercise classes or team sports. Enjoying
an activity is the key to long term adherence of activity, so experimenting with different
activities is encouraged until one is found that is particularly enjoyable. A week of living
The Real Food Lifestyle For Weight Loss could be as follows:
Breakfast

Lunch

Dinner

Activity

Monday

Full fat Greek
yoghurt with nuts
and berries

Salmon with green
beans

Chicken
curry with
cauliflower

20 minutes
resistance exercise

Tuesday

Fried kippers
with tomatoes

Homemade
liver, bacon and
onion soup

No-potato
moussaka with
grilled courgettes

20 minutes walk at
lunchtime

Omelette with
salad and olive oil

Cream cheese
stuffed chicken
wrapped in bacon
with buttered
broccoli

4 minutes interval
training

Wednesday

Thursday

Full fat Greek
yoghurt with nuts
and berries

Ground almond and Avocado and prawn
Sirloin steak with
flaxseed scone with
salad
cauliflower, spinach
butter and
with balsamic
and
blueberries
vinegar
garlic mash

20 minutes
resistance exercise

Friday

Strawberries and
unsweetened
coconut flakes

Homemade
cream vegetable
soup

Seafood and okra
stir-fry cooked in
coconut oil

20 minutes walk at
lunchtime

Saturday

Scrambled eggs and
bacon with fried
mushrooms

Tinned fish
with salad and
olive oil

Homemade beef
bolognese with
courgette spaghetti

4 minutes interval
training

Sunday

Full fat Greek
yoghurt with nuts
and berries

Roast chicken with
no starchy
vegetables

Homemade cream
of mushroom soup

1 hour walk in park
or countryside

The above table is an example and should be individualised to someone's personal
lifestyle. For instance three meals a day with snacks isn't always necessary, as we
recommend to eat until hunger is satisfied and to only eat when hungry. One person may
have 2 meals and a snack a day, whereas another person might have 1 large meal and a
few snacks a day. This is why there aren't any portion sizes in the table above as
satisfaction and hunger are different for everyone.
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If an individual has followed this lifestyle for at least a month and hasn't lost any weight
there are two common areas to explore:
Sleep and stress
Sleep and stress are intrinsically linked as one can significantly impact the other. If
someone is stressed it can prevent them from sleeping well, and not sleeping well makes
them even more stressed. This detrimental cycle can also have an impact on a person's
weight by affecting the 24 hour hormone cycle, known as the circadian rhythm [63]. The
easiest way to reduce stress and improve sleep is by being active. Whether it be a long
walk with the dog, a leisurely cycle in the park or a football match with friends being
active is an important part of having a well functioning body in order to lose weight. If
being more active isn't an option, another effective method to reduce stress levels is
mindfulness meditation [64], which is a common practice in a lot of yoga classes available
across the country.
Quantity
The initial recommendation of The Real Food Lifestyle For Weight Loss is to follow a real
food low-carbohydrate diet, which means that total carbohydrate intake should be
reduced to less than 130g per day. If there hasn't been any weight loss after a month of
following this initial recommendation then it is recommended that they reduce their total
carbohydrate intake further to less than 50g per day, to a very-low-carbohydrate diet [41].
If after another month there hasn't been any weight loss then it is recommended to visit
a General Practitioner to explore other options.
In conclusion The Real Food Lifestyle For Weight Loss is the approach that has been
shown to be the most effective for weight loss and reducing cardiovascular disease
risk in the most reliable nutrition science available. That is not to say that other
weight loss interventions do not work but that this is the first one to try. In order to
decrease obesity and overweight rates more effectively than the current
approaches the Public Health Collaboration suggests that the UK recommends The
Real Food Lifestyle For Weight Loss as the primary approach for weight loss.
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Closing Remarks
In the late 1960's Archie Cochrane, a doctor recognised for his critical contribution in
making randomised controlled trials the gold standard, helped plan a trial to compare
the effectiveness of heart disease patients recovering at the hospital or at home. When
the first report of results came in after a few months one of the researchers showed the
partial results to a coronary care unit enthusiast, who was adamant that people should
recover in the hospital, and not at home. The results were clear that there was a higher
death rate for people recovering at home. The enthusiast declared that the trial was
unethical and should be stopped immediately. The researcher then revealed that he had
in fact reversed the results. There was actually a slightly higher death rate for those
recovering at the hospital. Despite the fact that the enthusiast had called the trial
unethical when the results went his way, the researcher could not persuade him to say
that recovery in the hospital was unethical.
This story from Effectiveness and Efficiency: Random Reflections on Health Services by
Dr. Cochrane is a lesson to us all about how easily we can stick to a pre-conceived idea
despite contrary evidence showing us that we are incorrect. In the last paragraph of the
book Dr. Cochrane wrote "I hope clinicians in the future will abandon the pursuit of the
'margin of the impossible' and settle for 'reasonable probability'. There is a whole
rational health service to gain." We hope that this report has explained what is the
reasonable probability rather than the margin of the impossible, and that the evidence
presented is not ignored because it does not fit with current guidelines.
At this very moment in time we are at a crossroad for improving public health in the
United Kingdom. We can either carry on recommending current healthy eating
guidelines and weight loss advice, which have not made any progress for the past 20
years, or we can accept that what was previously thought to be true is no longer so. In
order to make progress we must accept that mistakes have been made and move
forward with the lessons learned.
As Archie Cochrane said in the 1960's“There is a whole rational health service to gain."
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Patrons
Emma Williams MBE
Emma is the founder and CEO of Matthew's Friends, a charity
that supports medical dietary therapy for epilepsy, brain
tumours and other neurological disorders. In 2004 her 9
month old son, Matthew, started having seizures and no
medication he tried stopped them. After enduring prolonged
seizures that nearly killed him, he developed devastating brain
damage. At 7 years old Matthew got the chance to a trial a
medical dietary therapy carried out at Great Ormond Street
Hospital. Within 2 weeks of starting the dietary therapy his
seizures reduced by 90% and within 8 months he was weaned
off all of his medication.
Anthony, Geoff & Ian Whitington
Anthony, Geoff and Ian are the family of film-makers behind
the documentary Fixing Dad. The story of Geoff, whose
lifestyle choices caught up with him until his two sons resolved
to save him. In over a year of honest and intimate filming you
watch Anthony and Ian struggle to transform their dad from
an obese, barely mobile night time security guard to a fighting
fit endurance cyclist and health activist. Gradually Geoff has
become determined to inspire and improve the health of
others alongside his own by giving talks around the world
about the challenges of reversing type 2 diabetes from the
patients perspective.
Lisa Quinn
Lisa is a Level 4 Personal Trainer and has run her own personal
training business for the past ten years. On top of being a
qualified personal trainer, Lisa is qualified in Obesity and
Diabetes Management. Lisa also runs health and weight
management courses with wellness seminars. She has helped
clients achieve great weight loss success, as well as
significantly improving health markers and seen some of her
clients come off of medication under the guidance of their
Doctor.
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Ian MacGregor
Ian is an entrepreneur, his company Marco Cable
Management employs more than seventy people and is the
UK’s largest manufacturer of steel wire cable tray. In 2009 Ian
was diagnosed with type 2 diabetes. Part of the process
included a meeting with a dietician who provided a copy of
the eatwell plate to follow. In a chance conversation in 2010
with a friend, everything changed. As a result Ian dramatically
reduced his carbohydrate consumption and increased his fat
consumption. From that day he started testing his blood
glucose levels, adapting his diet to keep his blood glucose
under control. Today Ian has no evidence of type 2 diabetes.
Hannah Sutter
A qualified solicitor and passionate advocate for the use of
natural low carbohydrate diets for the management of general
health and the use of nutritional ketogenic diets for the
management of diabetes, epilepsy and many other serious
health conditions. In 2004 Hannah founded Natural Ketosis, a
natural low carb and nutritional ketogenic solution for obesity
and weight loss, providing delivered meals and one to one
support for a long lasting, weight loss solution. In 2011 she
authored "Big Fat Lies – Is your government making you fat?"
A critique of the Eat Well Plate and exposé of the conflicts of
interest in SACN (Scientific Advisory Committee on Nutrition).
Justin Walters
Justin is an entrepreneur active in digital health. He is founder
of Ways of Eating, a business using coaching and an app to
help people succeed with healthy eating. The Ways of Eating
programs are based on real foods, low carb eating, and
intermittent fasting. Justin is also Chairman of My Clinical
Outcomes, a business enabling the collection and analysis of
patient reported outcomes data. Earlier in his career Justin was
founder and CEO of Investis, and he led the digital team at the
Guardian. Justin has an MBA from Insead, an MA in PPE from
Oxford, and was elected as a Fellow of All Souls College in
Oxford.
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Linda O’Byrne
Linda is the Atkins International Nutritionist and has worked in
the nutrition industry for over 15 years. After receiving her
Bachelors of Science in Nutrition she continued her education
by becoming ISSA certified in Performance Nutrition, Fitness
Coaching & Fitness Nutrition. Linda is also an avid runner and
enjoys regular endurance events. She also enjoys writing,
having contributed to numerous fitness magazines including
Men’s Fitness, Men’s Health, Bella, Shape, Maximum
Fitness and many others.
Dr. Kanap Patel
Dr. Patel works as a General Dental Practitioner at his mixed
NHS and private practice in Guildford, Surrey. He has been a
partner there since 2006. He qualified from Guy's, King's and
St.Thomas' Dental Institute, London. He has undertaken
numerous further educational and training courses with
special focus on Prevention and Minimally Invasive Aesthetic
Dentistry. He has also obtained a qualification in Executive
Business Management related to Dental Practice. He now has
a strong passion for achieving and maintaining good general
health as well as dental health, through nutrition and
minimally invasive protocols and processes. He believes in our
health being our true wealth and that as a society we need to
start investing in that now.
Helen Buchanan
After retiring from being a Company Director, Helen became
enthralled by the real food movement and has become an all
out real food enthusiast as well as a loving Grandmother.
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Jane & Malcolm Roweth
Jane owns Aspire Fitness Solutions, which brings health and
fitness solutions to her local community in rural Mid-Sussex.
Previously Jane was a P.E teacher and has a degree in Sports
Science from Loughborough University. Malcolm is a runner,
who used to think that running 50 miles a week would keep
him healthy and so he ate what he liked. After watching Cereal
Killers it completely changed his outlook on life. Malcolm writes
the popular blog LCHF 4 Runners where he posts about public
health matters and his experience of being a 50-something
running marathons faster then ever before fuelled on fat.
Janice Meakin
Janice is a diabetes educator with a long professional interest
in exploring the benefits of physical activity, stress
management and nutrition in the prevention and
management of long term conditions.

Keith Rathbone
As a Design Engineer for over 25 years in Science Research,
Keith's role was to investigate what worked and what failed to
work, in order to improve future designs. 3 years ago when his
GP suggested he probably had type 2 diabetes, Keith
employed his engineering logic to find a solution to high
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