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PREFACE: THE PURPOSE OF DST RESEARCH SEMINARS  
 
The Department of Science and Technology (DST) Human and Social Dynamics (HSD) Research Seminar 
Series is designed to: (i) showcase research and knowledge production in the Social Sciences and 
Humanities (SSH) which is generated by the National System of Innovation (NSI); (ii) serve as a vehicle 
for disseminating research evidence to wider and diverse audiences; (iii) operate as a platform for the 
sharing of local and international expertise and experience; and (iv) promote research and knowledge 
production in the Humanities that benefits and enhances the NSI. 
  
The HSD Research Seminar Series aims to:  

• Disseminate scientific research findings and transmit a body of new knowledge (through an 
interactive process of critical dialogue and collegial critique) to the SSH research community and 
other interested actors in the NSI;  

• Provide an avenue for rated and other researchers, including researchers from rural-based 
universities to engage in knowledge dialogues across faculties and with other interested actors in 
the NSI;  

• Present and discuss new and ongoing research, identify research gaps, and suggest new research 
agendas in SSH with a view to forging closer links between the research communities in these fields;  

• Reinforce the visibility of SSH research to the higher education and science council sector;  

• Enhance wider public understanding of the SSH, including the value and status of both individual 
and team-based research; and  

• Strategically promote, develop, and coordinate collaborative and interdisciplinary research within 
and between Higher Education Institutions and Science Councils.  
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EXECUTIVE SUMMARY 
 
The research seminar on (un)healthy diets formed part of a series facilitated by the Department of 
Science and Technology aimed at wider dissemination and application of research in the social sciences 
and humanities.  The seminars bring together local and international researchers to discuss the latest 
research, identify research gaps, suggest new research agendas and explore potential policy relevance.  
The seminar was attended by researchers, academics and role players from academic institutions, 
government, private sector and non-government organisations. Delegates from the private sector and 
non-government organisations included representatives from the food industry, nutritionists as well as 
dietitians and international participants. 
  
SANHANES is a comprehensive health and nutrition study that aims to assess selected aspects of the 
health and nutritional status of South Africans with respect to the prevalence of Non-communicable 
Disease  (NCDs). The study integrates findings that are obtained through personal interviews with 
standardised physical examinations and diagnostic procedures and a variety of laboratory tests to 
provide information on a broad range of health topics and associated risk factors. 
 
The SANHANES-1 is the first of a series of surveys and will provide baseline data on a representative 
sample of the population for longer term follow-up providing the essential surveillance and monitoring 
that will, among others, assist in the measuring of the World Health Organisation (WHO) ‘best buys’ and 
other interventions. The SANHANES has also provided information that has elicited or served as a 
catalyst for scientific debate that will enhance well researched and refined public health policy 
proposals. 
 
The seminar began with a presentation by Jim Mann from the University of Otago in New Zealand, who 
mainly presented on unhealthy diets since there is some consensus on healthy diets. He provided some 
evidence or literature on the detrimental effects of a high fat diet. He cautioned that dietary adherence 
score could be responsible for outcomes of an intervention or diet. He emphasized the importance of 
understanding the nature, structure and composition of carbohydrates as there is some evidence of the 
considerable benefits of having a reasonable intake of carbohydrates, provided it is the right kind of 
carbohydrates. Mann concluded that the right type of carbohydrates  should be consumed while the 
intake of saturated fats should be restricted. 
 
Demetre Labadarios from the Human Science Research Council gave an overview of the SANHANES with 
a specific reference to the state of evidence on NCDs in relation to dietary practices. He highlighted 
some challenging findings of the study such as the responsibility for grocery shopping in a household, 
factors that influence grocery shopping,  beliefs regarding weight and body image perceptions.  
According to the SANHANES results, South Africans consume a diet of marginal dietary diversity, are in 
need of better nutrition knowledge and dietary diversification. Since South Africans frequently eat out of 
their homes, they also need to consider their health more frequently when they buy their food and to 
be more aware of the risk factors they may have in relation to NCDs. Labadarios concluded by alluding 
to the need to address poor dietary practices and the importance of prices in determining what people 
consume. 
 
Tim Noakes from the University of Cape Town presented evidence that the promotion of low fat diets, 
which are biologically inappropriate for humans, is the direct cause of the subsequent obesity and 
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diabetes epidemics. Thus the cure for the obesity epidemic is to reduce the consumption of highly 
addictive, carbohydrate-rich foods. This can only be achieved by substituting high fat, high protein 
foods. The low fat diet is especially damaging to the health of at least 50% of the population who are 
insulin-resistant.  In view of the evidence he presentenced, Noakes concluded that there is no evidence 
that a high fat diet causes ill-health, but that optimum development of the brain at all ages requires 
diets that are high in protein, especially fat and low in refined carbohydrates. 
 
Suna Kassier of the University of KwaZulu-Natal gave a presentation on weight reducing diets, their long 
term effectiveness and determinants of weight loss. She stated that obesity is one of the major risk 
factors for NCDs. There is a high prevalence of obesity in South Africa; a phenomenon underpinned by 
findings from the SANHANES-1 study. Obesity is caused by a number of interrelated factors including 
behavioural factors and therefore the management thereof is complex. Weight loss interventions must 
take the multifactorial nature of obesity into consideration. Kassier concluded that losing weight is 
challenging and therefore requires an understanding of underlying emotional and cultural factors that 
could contribute to overeating. 
 
Zeno Apostolides of the University of Pretoria gave a presentation on dietary diversity and health with 
reference to the WHO recommended ‘best buys’ evaluation. Apostolides recommended the use of the 
Dietary Diversity Score (DDS) as it is a widely used measure that correlates well with a healthy diet.  The 
DDS was designed as an easy to measure, surrogate marker, for food security and adequate 
micronutrient intake. Low DDS has been associated with high incidence of low weight, stunted growth in 
children, cardiovascular risk, dyslipidemia and metabolic syndrome. To decrease the national burden of 
these diseases, it is important to increase dietary diversity.  A DDS of more than four (4) is considered 
adequate. Although the South African national average DDS is 4.2, only Gauteng and Western Cape have 
a mean score higher than 4 which is considered as adequate.  Zeno concluded by recommending as a 
“best buy” for public health diet policy, the reduction of the percentage of the population that has a 
DDS of less than 4 from 39.7% to 30% by 2025. 
 
The workshop concluded with a panel discussion consisting of the four speakers, Zeno Apostolides, Suna 
Kassier, Tim Noakes and Demetre Labadarios who were joined by David Marais from the University of 
Cape Town. Although there were still some fundamental differences and disagreements on some areas 
such as the amounts of intake of either fat or carbohydrate and their impact on health and body weight. 
The panelists agreed, among others, that the prevalence of NCDs in the country is a cause for concern. 
There was also apprehension about the possible long-term economic burden of NCDs. A variety of 
recommendations were made to address the problem but it was commonly agreed that  public 
awareness programmes should be scaled up as an intervention using relevant messages that take into 
consideration the diversity of cultures in the country. Since food is expensive in South Africa the 
recommended interventions or diet should be affordable or take socio-economic status into 
consideration.   
 
In view of the divergence of opinions on the subject matter, the seminar provided an essential platform 
for debate enabling experts and practitioners such as nutritionists and dieticians to assess evidence and 
to make informed and sound public health policy proposals. 
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INTRODUCTION 
 
This seminar sought to bring into focus the challenge of NCDs in South Africa and its likely trajectory and 
consequences. The specific focus of the seminar was on one of the key risk factors for NCDs which is 
(un)healthy diets, within the context of the most recently available findings of the South African 
National Health and Nutrition Examination Survey (SANHANES 1).  It also explored the current 
implementation status of the WHO ‘best buys’ in relation to (un)healthy diets in South Africa.   
 
By providing a platform for debate since there is divergent of evidence and therefore opinions on the 
appropriate diets and how best to reduce risks associated with NCDs, the seminar also attempted to 
refine or extricate from the current vast evidence and information useful and practical dietary evidence 
that is essential to sound public health policy and programmes. 
 

BACKGROUND  
 
SANHANES is a comprehensive health and nutrition study that aims to assess selected aspects of the 
health and nutritional status of South Africans with respect to the prevalence of NCDs specifically 
cardiovascular disease (CVD), diabetes and hypertension and their risk factors namely; diet, physical 
activity and tobacco use. The SANHANES was established as a continuous population health survey in 
order to address the changing health needs in the country and provide a broader and more 
comprehensive platform to study the health status of the nation on a regular basis (Shisana et al., 2013). 
Surveillance is critical to generating the information needed for NCD-related policy and programme 
development, to support monitoring and evaluation of their implementation progress, and for 
appropriate legislation for NCD prevention and control (WHO, 2011a). 
 
The first round of the survey, SANHANES-1 was a cross-sectional survey providing baseline data for 
future longitudinal analysis. The SANHANES-1 project also combined longitudinal as well as cross-
sectional design elements. A prospective cohort approach addressed the relationships between medical, 
nutritional and behavioural/societal risk factors assessed in the first survey phase (SANHANES-1) and 
subsequent morbidity, mortality and changes in risk factors at the national level (Shisana et al., 2013). 
 
The results of the first SANHANES have shown that the country has a huge national burden of diseases 
that is fuelled by an array of risk factors and high morbidity and mortality figures. The study also yielded 
critical information on emerging epidemics of non-communicable diseases.  High levels of obesity and 
overweight were also some of its disturbing findings. Overweight and obesity lead to adverse metabolic 
effects on blood pressure, cholesterol, triglycerides and insulin resistance,  risks of coronary heart 
disease (CHD), ischaemic stroke and type 2 diabetes mellitus increase steadily with increasing body mass 
index (WHO, 2002).  Unhealthy diets increase the risk of NCDs including CVD, some cancers and diabetes 
(WHO, 2011a).  The proven causal relationship between unhealthy diet and overweight and obesity and 
their link to the high prevalence of NCDs make interventions that are targeting unhealthy diets to 
become an absolute necessity.  Although there is evidence to suggest that multiple intervention 
strategies have the potential to achieve larger health gains than individual interventions, and often with 
greater cost effectiveness, some interventions stand out as ‘best buys’ in the prevention of NCDs (WHO, 
2011a)

1 | Page 
 



The large and escalating burden of disease caused by NCDs is not just a South African phenomenon and 
is no longer a public health issue only, but an economic one as well.  Therefore all countries have to 
make difficult choices on how best to allocate resources for health and health care. For middle and low 
income countries this challenge is even greater given their limited resources. Even in the wealthiest 
countries, however, choices have to be made about which of these interventions are prioritized for 
implementation because resources for health are finite and in most countries very limited (WEF, 2011). 
Therefore in the tackling of NCDs policy makers would want  to know whether there is evidence to show 
that particular interventions will represent a cost-effective use of resources in the settings in which they 
are to be implemented and that scaling up these interventions is appropriate, affordable and feasible  
(WHO, 2011b).  
 
A number of other low-cost and feasible interventions that tackle unhealthy diet, for example by 
promoting public awareness; have also been found to be highly cost-effective in combination with public 
awareness programmes for physical activity (WHO, 2011b). In other words, sound communication and 
information strategies are ‘best buys’ for healthy diet promotion campaigns (WHO, 2011a). The WHO 
‘best buys’ are recommended for investors and policy makers because of their compelling evidence that 
they are not only cost effective but also highly cost-effective, feasible, low-cost and appropriate to 
implement.  
 
It is prudent for such interventions to be based on information that is supported by evidence. In cases 
where evidence is vast and there are conflicting views like in the case of (un) healthy diets, there is a 
need for robust debate to try and converge or assimilate information to ensure that data that informs 
public health policy is reliable, factual and accurate. Review of international experience and examination 
of the existing knowledge and evidence base provide important lessons and critical messages to policy-
makers to guide policy development and programmatic decision-making on NCDs (WHO, 2011a). 
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THE PARTICIPANTS 
This seminar brought together researchers and role players from academic institutions and government 
departments; the private sector and non-government organisations. Participants included 
representatives from the government departments such as; the National Departments Health, 
Department of Science and Technology; Basic Education; and Provincial Departments such the Gauteng 
Health Department as well as district level government representatives from Tshwane, Ekurhuleni, West 
End and Johannesburg.  
Academic institutions represented were University of Limpopo; University of Pretoria; University Cape 
Town; University of KwaZulu-Natal; Sefako Makgatho Health Sciences University and  the Human 
Sciences Research Council. There were also international delegates from the Universities of Otago, New 
Zealand, and the University of Sydney in Australia. Delegates from the private sector and non-
government organisations included representatives from the food industry, nutritionists and dieticians. 
There were 72 participants (see Appendix 4 for details). 
 

THE SEMINAR  
Please refer to Appendix 5 for PowerPoint slides used in the presentations. 
 

WELCOME AND OPENING REMARKS 
Prof. Demetre Labadarios, the  Executive Director of Population, Health Systems and Innovation at the 
Human Sciences Research Council, welcomed the participants and expressed appreciation for the 
attendance.  He said that the topic for the seminar has generated a lot of interest and confusion even 
confrontation but indicated that the HSRC believes in debate that is based on evidence. He therefore 
emphasised that the success of the sessions is not dependent on how well the speakers present, but the 
quality of participation through questions and debate that will come from the other delegates in the 
seminar as well. 
  

SESSION 1 

DIET AND LIFESTYLE RECOMMENDATIONS: CLINICAL PRACTICE 
Prof. Jim Mann, Department of Human Nutrition, University of Otago, New Zealand  
 
Mann gave a clinician’s perspective on nutritional recommendations for populations prone to obesity 
and type 2 diabetes. He said that although there is generally consensus on what healthy diets are, there 
is still a difference of opinions on unhealthy diets. Therefore the debate should be on unhealthy diets.  
 
There are two approaches worldwide to the kind of diets   that are considered unhealthy. The first are 
those which have too much fat especially saturated fat, insufficient whole grains and dietary fibre. They 
are unhealthy because they are associated with an increased risk of CHD and an increased risk of some 
cancers. The other end of the spectrum says that unhealthy diets are those which have too much 
carbohydrates, These are people who are protagonists of the low-carbohydrate, high fat approach and 
their argument is based on the fact that too much carbohydrates result in increased obesity and type 2 
diabetes.   
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The dietary adherence score could be responsible for the results or difference 
There are meta-analyses of different studies of different dietary compositions and weight loss, but at 
the end of the day it looks as if really it is whether one follows the diet or not. 
 
Lower total fat intake leads to small but statistically significant and clinically meaningful, sustained 
reductions in body weight 
Evidence shows that lower total fat intake leads to small but statistically significant and clinically 
meaningful, sustained reductions in body weight. There is no evidence to show that the reduction in the 
consumption of carbohydrates is beneficial. There is however some evidence of considerable benefit 
from having a reasonable intake of carbohydrates, provided it is the right kind of carbohydrates.   
 
A diet high in saturated fat is a major cause of CHD  
There is very good evidence why a diet high in saturated fat is a major cause of heart disease. It is not 
necessary to have a high fat diet and a low-carbohydrate diet to avoid the risk of diabetes.                                        
 
A decrease in the intake of saturated fatty acids (SFAs) leads to a decrease in the risk of cardio vascular 
disease  
One of the most striking bits of evidence is that when you reduce SFAs you dramatically reduce 
cholesterol and you reduce low-density lipoprotein (LDL) cholesterol.  Whether you lower the total and 
LDL cholesterol by diet or by drugs, you get a similar reduction in CVD events. 
 
Protagonists of the high fat, low-carbohydrate argue that reducing fat and increasing carbohydrates 
results in increased body weight 
Protagonists of the high fact diet use a study of what happened to a group of women who were required 
to reduce their fat intake and increase their carbohydrates consumption.  There was no change in the 
intervention with the control group with regard to their glucose levels after three years.  They were 
virtually identical in both the experimental and the control group.  Their insulin levels were virtually 
identical and their homeostatic model assessment measures of insulin resistance were virtually 
identical. The smaller group of women who had diabetes showed some deterioration in their diabetes.  
What was completely overlooked was that although these women were told to increase their 
carbohydrates from vegetables and fruit and to increase the correct kind of carbohydrate, what they 
actually did was to increase their sugars. Their dietary fibre did not increase. 
 
Conclusion 

• There is a clear recommendation that it is acceptable to have a very wide range of fat intakes, from 
a relatively low fat intake to a relatively or higher fat intake, but what is consistent is that there 
should be, some restriction in the intake of SFAs. 

• This range of fat intake permits a fairly wide range of carbohydrate intakes which permits one to 
have a very wide range of food intakes consistent with a wide range of dietary patterns, but it must 
be the right kind of carbohydrates. 
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QUESTIONS AND ANSWERS (Q&A) 
 
Q: Pontsho Sepoloane, National Department of Health. I need guidance from Prof Mann based on the 
presentation.  He mentioned a 40% low carbohydrate diet not showing better results as compared to a 
60% carbohydrate diet because of the type of carbohydrates. As a dietician in private practice, what I 
need to know is; what percentage of carbohydrates should I be advising a patient on or what should 
inform my meal plans?   
 
A: My experience is that the percentage of carbohydrates is less relevant than the type of food that they 
are eating. So my short answer to your question is; it is the type of carbohydrates rather than the 
amount of carbohydrates, which is the single most important message for your patient. If you have a 
very obese insulin-resistant individual, I certainly would be very nervous about recommending a high- 
carbohydrate diet, because they may not restrict themselves to the right kind of carbohydrates.   
 
Q: Jenny Kaldo, University of Sydney in Australia. Thanks, Prof Mann, for your presentation.  Could I 
invite you to elaborate on the Ancel Keys history that you briefly offered to go further into? 
 
A: Ancel Keys did a number of different kinds of studies.  He did some cross-sectional comparisons 
looking at CHD rates globally in relation to dietary intake which is a very weak experimental approach. 
Cross-sectional studies for looking at diet and disease frequency is not something that provides serious 
evidence and a lot of what he said has been judged on the basis of that. 
Ancel Keys also undertook prospective epidemiological data in 17 cohorts in seven countries. The data 
collected by Ancel Keys has actually been analysed independently, many years later. The importance of 
the Ancel Keys data comes from the prospective data which suggests that, if you look at the dietary 
intake and subsequent CHD, there is quite a strong relationship between the p/s ratio in particular. That 
is the one contribution that Ancel Keys made.  Those data are not definitive but in fact they are part of 
the totality of evidence.   
The other very important information that Ancel Keys generated was that he demonstrated for the first 
time a series of equations which enables one to predict what would happen to total cholesterol when 
you reduce saturated fat and increase unsaturated fat. So I think Ancel Keys set the scene for what I 
have described.  That is to say, saturated fat should be restricted to some extent.   
 
Q: Charles Hongoro, Chairperson. It seems to me I am getting a message that says you need to eat the 
right type of carbohydrates.  The right type, which have the right nature and structure and so on, but 
what are those?   
 
A: The right kinds of carbohydrates are the ones that are inherent in intact fruits and vegetables and 
whole grains, but serious whole grains.  I think the problem arises when the structure of the grain is 
destroyed.  Legumes are particularly good sources of carbohydrates. The one exception where 
vegetables are not quite such a good source of carbohydrates is if one is going to have a large amount of 
potatoes or a large amount of white rice. These are very rapidly digested carbohydrates.   
 
Comment: Tim Noakes, University of Cape Town.   I have no problem with saturated fat because I do 
not believe it is linked to heart disease, but I am quite happy to say we have to be cautious.  We do not 
say that you must eat lots of saturated fat, but where I totally disagree with you is that it is not the 
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quality of the carbohydrates but  the amount of carbohydrates.  It is the amount of carbohydrates to 
people who are insulin-resistant.  
But I think an overall observation is that you talked not once about patients. All the data were from 
laboratory studies on healthy people and that is the big difference.  I think we have a ‘disconnect’ from 
patients and we have got to get out of the laboratory and speak to real people and deal with real 
problems. 
Response: Jim Mann. In fact a lot of our studies have been based on people with type 2 diabetes.  I see 
people with type 2 diabetes almost every day of my life, because I am still a practicing clinician. I can 
produce for you people with type 2 diabetes who have been on relatively high carbohydrate diets ever 
since we did our studies in Oxford in the 1970s and 1980s that are still on high carbohydrate diets with 
TD2M but they have the right kind of carbohydrates. I would totally agree with Tim that there are a 
number of people, who do not tolerate high carbohydrate diets, but it is mostly because they consume 
the wrong kind of carbohydrates.  
 
Q: Nigel Sunley, Sunley Consulting. The public does not understand moderation.  If they think less of 
something is good for you, they think even lesser is going to be better.  Unfortunately it does not matter 
whether you are talking high fat or high carbohydrate. I would ask Prof Mann to comment on the 
comparative ills of going ultra-low-carbohydrate and ultra-low fat, because whether we like it or not, 
that is what a lot of the public are doing in the misguided belief that less is always better. 
 
A:  To be perfectly honest I do not know what is better or what is worse; ultra-low fat or ultra-low-
carbohydrate.  I am not sure that I would agree with you. I cannot talk about populations.  I can only talk 
about patients, but my patients do not seem to take away the message that lower is better.  I would not 
really want to recommend an ultra-low fat diet or an ultra-low-carbohydrate diet. I believe that there is 
an enormous body of evidence which says there is no one way to the truth in terms of what is healthy 
eating.  There are a number of different ways to the truth and a lower carbohydrate diet may be one 
more and a lower fat diet may be another way.  So I cannot really answer your question, but it is an 
interesting question. 
 

 

SESSION 2 

THE STATE OF EVIDENCE ON NCDS IN RELATION TO DIETARY PRACTICES  
Prof. Demetre Labadarios, Executive Director, PHHSI, HSRC 
 
Labadarios stated that the responsibility of the scientific community is to accurately translate the 
findings of the SANHANES to ordinary people in South Africa to ensure an effective nutrition campaign. 
He presented the finding of the survey with specific reference to the prevalence of NCDs, diets and 
obesity or overweight. 
 
Prevalence of underweight, overweight and obesity by sex and age, SA 2012 
A quarter of the consumers were on a high fat and high carbohydrate diet. Being underweight in South 
Africa is a diminishing entity and as there are very few people that are underweight. It does not matter 
whether you are male or female; this is an extremely important concept. 
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protein and fat but we do not have a biological need for carbohydrates as humans can produce 
carbohydrates on a high fat diet.  Carbohydrates drive hunger and make people addicted to sugar. 
 
Gene-determined insulin resistance is the key precursor for obesity, diabetes, hypertension and metabolic 
syndrome 
Insulin resistance is a genetic predisposition that progressively worsened with age as a result of a high 
carbohydrate/high sucrose/ high fructose diet and physical inactivity. NCDs such as type 2 diabetes, 
gout, hypertension, obesity and atherogenic and dyslipidemia are an abnormal biological response to an 
abnormal input in people who are predisposed because they have insulin resistance. If you are going to 
feed those people with high carbohydrate diets; they expand their waistline, they become obese, 
develop the metabolic syndrome and type 2 diabetes.   
 
High carbohydrates diet in insulin resistance patients 
The majority of patients increase their triglycerides production and concentration to a variable extent as 
a consequence of a high carbohydrate diet.  
Hyperinsulinemia may be an important cause of the enhanced hepatic triglyceride production that 
underlies endogenous hypertriglyceridemia. In most patients the degree to which a high carbohydrate 
diet stimulates hepatic triglyceride secretion is directly related to the insulin response produced by that 
diet.  The more insulin resistant you are, the more of the hypertriglyceridemia that you can cause. A 
balanced diet must minimize insulin secretion at all times in those with insulin resistance. 
 
There is a link between insulin resistance and CHD. 
Insulin resistance due to a high carbohydrate diet can cause compensatory hyper-insulinemia which can 
cause syndrome X.  Inadequate insulin secretion can lead to type 2 diabetes or Syndrome X that can also 
cause CHDs. The basic defect in Syndrome X is the resistance to meditated glucose disposal. If dietary 
carbohydrate is increased in an iso-caloric diet, additional insulin must be secreted to maintain glucose 
homeostasis. Restriction of dietary carbohydrates is therefore a key to the treatment of syndrome X. 
 
Conclusion: 

• The promotion of biologically-inappropriate low-fat diets for humans after 1977 is the direct cause 
of the subsequent obesity and diabetes epidemics.  

• The replacement of dietary fat with fructose in sucrose/high fructose corn syrup has been especially 
damaging. 

• Obesity is a disorder of abnormal appestat function in persons whose diets cause them to be 
perpetually hungry. 

• The low-fat diet is damaging to the health of at least 50% of the population who are insulin-
resistant. 
 

WEIGHT REDUCING DIETS: THEIR LONG TERM EFFECTIVENESS AND DETERMINANTS OF WEIGHT LOSS   
Dr Suna Kassier, University of KwaZulu-Natal 
 
Obesity is now recognised as a chronic disease and considered to be a global epidemic that is starting to 
emerge in developing countries. Globally women are more likely to be obese than men. In Africa women 
have nearly twice the prevalence of obesity than men. Obesity is one of the major risk factor for NCDs. It 
is projected that it will account for 80% of global diseases by 2020 and will be the cause of 70% of 
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Local perspectives on overweight, obesity and body image are distorted 
Sixteen percent (16%) of African women considered themselves overweight when 59% were overweight 
or obese.  Fifty four percent (54%) of white women considered themselves overweight while only 49% 
of them are overweight or obese. While most people have a distorted perception of their body image a 
high BMI is considered an indicator of affluence, happiness, dignity, respect, health and beauty.  Other 
issues such as HIV\AIDS stigmatisation accentuates positive attitude towards being overweight. 
  
Barriers to successful weight loss in black women 
Due to a lack of local data regarding factors that enhance weight loss and barriers to weight loss 
experienced by treatment-seeking subjects, lessons learnt from a 16 week weight loss intervention with 
a physical activity and behavioural change component are used. As the intervention targeted urban 
overweight or obese Zulu women, the findings were in relation to those generated by interventions 
targeting African-American women. High attrition was expected, based on African-American data where 
attrition was between 0-79%. Participants in South Africa indicated that there is no relationship 
between weight and health and that family involvement is important to facilitate weight loss.   
   
Conclusion 

• Losing weight is challenging and therefore requires an understanding of underlying emotional and 
cultural factors that could contribute to overeating. 

• Public health campaigns should be policy driven. Social Marketing techniques are required to create 
a community-based awareness and medical programmes. 

• The focus should be on the cause and not the symptom. 

• Irrespective of the scientific evidence presented, soaring food prices remain a challenge.  A low 
carbohydrate diet is expensive to follow and many South Africans are overweight or obese as a 
result of poverty and not affluence. 

• The main discussion points are; cultural issues including eating habits, food choices, and attitude 
towards health, weight loss, physical activity, body image and perceptions of body size. 
 

DIETARY DIVERSITY AND HEALTH 
Prof. Zeno Apostolides, University of Pretoria 
 
Apostolides referred to the evaluation of the recommended ‘best buys’ by the World Health 
Organisation (WHO) to reduce NCDs.  Interventions to deal with the NCD risk factors in respect of the 
‘best buys’ are evaluated in terms of the disability-adjusted-life-years (DALYs).  This is meant to measure 
the global burden of disease which measures burden of disease using DALYs, a time based measure 
which combines years of life lost due to premature disability and years of life lost due to time lived in a 
state of less than full health.  
 
DDS is a measure that correlates well with a healthy diet 
One widely used measure that correlates well with a healthy diet is the Dietary Diversity Score (DDS). 
This was designed as an easy to measure, surrogate marker, for food security and adequate 
micronutrient intake.  
 
There is scientific evidence that DDS  is an important parameter to measure in relation to specific 
conditions 
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There is scientific evidence that DDs is an important parameter to measure in relation to specific 
conditions  such as Height-for-age Z-score (HAZ) which measure whether growth  in children is stunted 
or not. An increase in DDS can lead to a decrease in metabolic syndrome. DDS and cardiovascular risk 
have also an inverse relationship, when the DDS increases; the risk of CVD is reduced. Obesity and 
abdominal adiposity were found to decrease as the DDS increases.  
 
Impact of inadequate DDS 
Diseases that are associated with a DDS of less than four are the alcoholics’ empty calories liver 
cirrhosis, HAZ, CVD, obesity, metabolic syndrome and hypertension.  
 
The South African average DDS  
A DDS of more than four (4) is considered adequate. Although the national average DDS score is 4.2, 
which is very close to the limit only two provinces, Gauteng and Western Cape have a mean score higher 
than 4.  
 
Conclusion 
The prevalence of food insecurity or the percentage of people who experience hunger in South Africa 
was reduced from 52% in 1999 to 26% in 2012 which is 2% decrease per year (Table 3). Therefore the 
recommended  “best buy” for public health diet policy is to reduce the percentage of the population 
that has a DDS of less than 4 from 39.7%  to 30% by 2025  (1% / per year). This is cost effective and 
highly feasible.   
 
Table 3 Trends in Food Security Status: SA 1999 – 2012 
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QUESTIONS AND ANSWERS (Q&A) 
 
Q: David Marais, University of Cape Town.  The question is directed to Apostolides about the diet that 

seemed to be mainly protein and carbohydrates. What were the sources of the fatty acids in the Red 

Indian diet, and what was the BMI like from estimates?  I know it was not studied in detail at the time. 

A:  Apostolides. The three-sister -diet is based on the ancient Indians in America, but fish was probably 

the source of the omega-3 and the omega-6 fatty acids, and of course buffalo hunting for the meat. 

Q: Tintswalo Baloyi, Tshwane District Health. I have a question here that I wanted to ask to Prof Tim.  I 

wanted to ask concerning the high fat diet, I do not know what percentage you are looking at?  Are you 

also looking at the quality or the quantity, or it does it not matter?  And when you were busy arguing 

about high carbohydrate and high fat, I was thinking where is fibre there? What are the long term 

implications of not having enough fibre in a diet? Does it or does it not matter?  

A:  Noakes: Firstly, the high fat diet is not a low fibre diet. We encourage people to eat lots of fibre.  If 

you to read my book, The Real Meal Revolution, you will see that it is full of vegetables and there is 

plenty of fibre in it.  So it is quite wrong to say it is a low fibre diet.  With regards to the proportions, one 

of the speakers spoke about a low-carbohydrate diet as anything below 40%.  The reality is, if you are 

insulin resistant and you have either a sugar addiction or a carbohydrate addiction, the only way you will 

control your hunger and lose weight is to get your carbohydrates to below 10% of the diet.   I always 

laugh at these studies in a laboratory where they get people to lose 5 kilograms and they think that is 

fantastic. The reality is those studies do not reflect what is happening out in the real world, where 

people are losing 50, 60, 70, 80 kilograms of weight. So if you cut your carbohydrates to about 10%, your 

fat will go up to 70 or 80% of the diet, probably 70%, with the balance of 20% from protein. 

Another point from Professor’s talk, he spoke about the Mediterranean diet. The key to the 

Mediterranean diet is not grains, but more fat. It is up to 40% fat. Although he said the study was 

statistically significant, and that is true, the real measure of efficacy is the number needed to treat.  That 

is what you have to understand in science, and I was going to address it in the rest of my talk.  It turns 

out that you have to convert 60 people to the Mediterranean diet for one person to benefit.  So the 

Mediterranean diet is not a hugely successful diet.  I do not contest that it works better than the 

standard diet, but I would argue that a diet with even more fat would be even more effective.  For 

example, the number needed to treat, if you are diabetic to show benefits in terms of a carbohydrate 

restricted diet is one, because all diabetics benefit from the diet.  It is important that you understand the 

number needed to treat when we discuss significance in these clinical trials.  

Q: Apostolides. I have done some rough calculations.  To lose 60, 70, 100 kilograms that you are talking 

about, if you do some simple maths, you are talking about years if you are to do it safely, first of all. 

Secondly, it implies energy intake restriction, and one would like to see that.  Thirdly, have you got any 

records of people that have tried your diet and did not lose weight?  Because it is just impossible, on the 

basis of the experience that we have, and knowing human nature, that all the people that have tried 
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your diet have actually lost weight.  You only need to treat one diabetic, all diabetics respond.  They 

must be extremely compliant.   

I make that comment because one needs perspective and this is an evidence-based seminar, which 

actually asks for evidence. Experience is evidence, provided it is written.  So I would like to know your 

thoughts on that.   

A: Tim Noakes. Billy Tosh lost 83 kilograms; absolutely documented in the South African Medical 

Journal. We published it in 28 weeks.  You may say it is impossible and we might not be able to explain 

it, but that is what happened.  Brian Berkman lost 78 kilograms over a period of a year. I have currently 

got a lady who has lost 80 kilograms over a year, and heading towards losing 100 kilograms.  I absolutely 

understand that it might be biologically impossible, but I have documented evidence that they did it.   

Q: Charles Hongoro (Chairperson). I have a question or maybe a comment for you, Prof Noakes. I think I 

have asked it before but I think it is quite useful to revisit that. Is there a simple test for insulin-

resistance so that I can know whether I am insulin-tolerant or insulin-resistant, because that would be a 

fundamental thing that I need to know? The second comment is, I would like you to know if there are 

side-effects of the high fat diet that you can think of or is there no such a thing?   

A: Tim Noakes.  To answer your second question, there have been no randomised control clinical trials 

lasting more than two years on the high fat diet and that is the problem. Then people say; we know the 

high fat diet is going to kill you, but when you ask them where is the evidence? They say, actually, there 

are not any clinical trials over two years and so that is a problem.  We do not know what the long-term 

effects are, but you have to look at all the metabolic risk facts for coronary artery diseases that I think 

are important. If you stay on the diet, your metabolic profile is improved compared to when you started.   

The complaint we have is constipation. It is an issue because people do not eat enough fibre, and that 

might be a factor. I know Dr Dave Marais is going to say that some people raise their triglycerides and 

that is absolutely true, and that is why we always measure triglycerides.   If the triglycerides go up,  we 

take the patient off the diet or we put them on other medications.  But that is it, there is one biological 

condition for which this diet probably is inappropriate and those are the two factors.   

I want to draw attention to the growing concern about cereals and grains.  There is a whole range of 

conditions called the non-celiac gluten intolerance diseases which are clearly linked to gluten 

intolerance and we need to realise that telling people to eat more cereals and grains may not be healthy 

for everyone. 

Finally, your questions of insulin-resistance, very few South African know what their HbA1c is.  If your 

value is 5 or between 5 to 5.5, your diet is appropriate for your level of insulin-resistance.  If it is 5.6 or 

5.7 and it is rising with age, you are moving towards diabetes and the metabolic syndrome.  If it goes 

above 6, you are in trouble and you need to cut back on your carbohydrates. A high HbA1c puts you at 

an increased risk for dementia, cancer, heart disease, diabetes and everything.  So that is what you need 
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to know it. My argument would be we should be measuring HbA1c, not cholesterol in all our patients 

because as soon as the HbA1c goes up, regardless of your cholesterol, you are in trouble. 

Q: Jane Mochiri, the University of Pretoria.  I have two questions.  One of them is what you have 

answered just now, that every South African needs to measure their HbA1c.  I just wonder how practical 

it is because currently in most clinics we do not have such measures. 

The other thing is, I am wondering about the diet.  How sustainable is it to South Africans?  We have 

already seen that most of them buy their food based on price. If I look at the diet you are 

recommending, it will mean that about two slices of bread per day will give you the carbohydrates you 

need and when we look at the cost of food, carbohydrate-rich foods are the cheapest.  So I am not sure 

how sustainable the diet will be. I do not know, maybe you can give us your experience since you are 

using the diet. How long have been you on it, because it seems it will not be practical for most South 

Africans?  Our diets are normally staple-based. 

Q: Sue Jones, Save the Children South Africa.  I believe that if somebody is obese or morbidly obese and 

they need to lose weight in any way, I think it is really quite individual what type of diet would suit what 

kind of person.  Regardless of whether it is low -fat or high carbohydrate, high-fibre or high fat, I think 

personally it really needs to suit the individual person. I think what is important is really what happens in 

the long term when that weight has been lost.  What kind of diet should somebody have to maintain the 

weight? 

One thing that we have not talked much about is exercise.  I was really interested to hear what Prof 

Noakes would say to his patients. What kind and how much exercise would you recommend? If 

somebody is doing a lot of exercise, can they therefore eat more carbohydrates? 

My other point was really about teaching children from a really young age.  Teach parents and care-

givers about how to feed their children properly.  Get children into a habit of healthy eating and doing 

physical exercise before they go to school, because it has to start from an early age. 

Q: Nare Makuse, University of Limpopo.  I have two questions for Prof Noakes and a comment to Dr 

Kassier.  In your presentation you reported about the exponential increase in obesity and then you 

blamed it on a high carbohydrate diet. I wanted to find out if you have perhaps taken into consideration 

the lifestyle changes that people experience, the convenience food intake and the decreased physical 

activity. 

Secondly, can you please comment on the long-term effects of the ketone production from fat 

oxidation, from the high fat diet that you are encouraging?  Dr Kassier, I wanted to find out; should we 

not have a policy influence on the type of snacks or the type of food that our children are buying from 

the tuck shops in primary schools?   

Q: Cecile Verseput, Private Renal Consultant.  I would like to address Prof Noakes by saying that maybe 

he is not getting the evidence of all the problems dieticians in private practice are encountering from 
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patients on the Tim Noakes diet.  One extreme example was a guy who is a runner, trains six days a 

week. His vitality checks with Discovery were superbly normal.  He then went onto the diet and ended 

up in cardiac ICU.  He is 33 years old, with a cardiac arrest. On taking his bloods, his cholesterol had gone 

up to 6 and his triglycerides had gone up to 10.  So this guy did not have any supervision.  This happened 

from August and he ended up in cardiac ICU in October.  So this is just one of the extreme examples, but 

I think dieticians in private practice do not always get around to reporting on all the hazardous problems 

that they encounter in the long run.   

With regards to chronic kidney disease, I would like to know about the comment on ketones and also 

the increase in the high protein and all the problems we have with diabetics that are very prone to 

chronic kidney disease and who are never picked up because they do not test for proteinuria.  

A: Suna Kassier. Thank you very much for your question about the tuck shops.  Owing to time 

limitations, I did not even touch on the fact that, in Australia, New Zealand and in the UK, they actually 

have programmes where they target children and their parents, even infants. I think we could actually 

start even earlier, but, yes, that is a very valid comment.  Of course with tuck shops it is often a profit-

orientated situation and we all know that the affordable options are the very unhealthy options. That is 

why we end up with so many overweight and obese children.   

A: Tim Noakes.   The first question was about HbA1c and the cost of food.  My point was that, if we do 

not address obesity and diabetes, we will have no medical care in 20 years’ time because the cost will be 

too much.  So whatever we do, we have to bring down the costs.  When you see a clinical patient and 

you want to advise them on nutrition, you have to know what their HbA1c is because that gives you a 

measure of their insulin-resistance. 

With regards to cost of food; the reason why carbohydrates and grains are cheap, it is because they 

have been subsidised by industry all along. We have to understand that the healthiest food is the 

cheapest food as well and we need to make that available for people around the world, certainly in 

South Africa.  South Africa’s food supply has two choices: we either put the land to the use of animal 

production or we grow grains, soya, wheat and corn.  The government will have to make that choice 

sooner or later.  I think we should make more animals available for South Africans to make South 

Africans healthier. 

 The second question was the exponential rise in obesity, lifestyle and convenience foods.  Sugar 

addiction is a key driver of obesity and people do not understand how addictive sugar is.  I would also 

suggest that carbohydrates themselves are also slightly addictive. That is why cutting on carbohydrates 

is so helpful because you get below some addictive threshold.  

People ask;  what is the sustainability of this diet?  It is not a diet.  It is a lifestyle.  You have to 

understand that.  Once you get on this diet you lose all hunger.  You eat once or twice a day. You change 

your relationship with food completely and it is easy to reduce your calories.  I lost 20 kilograms on this 
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diet.  I have kept it up for five years.  I will never have a problem with weight again in my life because I 

absolutely understand what drives obesity.  So it is highly sustainable.  

The third question was on ketones.  There is absolutely no evidence that nutritional ketosis, as 

compared to diabetic ketone acidosis, is dangerous.  When we are on the high fat diet and exercise, our 

ketones might go up to 4 or 5 ml per litre. As long as you have some insulin, it is impossible to get your 

ketones high.  There is growing evidence that ketones play a major role in anti-oxidation in those effects 

as well.   

The next question was exercise. I want to make the statement; if you have to exercise to control your 

weight, your diet is wrong.  I ran 70 marathons but I could not control my weight, and there are many 

fat runners in South Africa.  They are fat because they eat too much carbohydrate and they are insulin-

resistant.  The calories-in, calories-out moral does not work.  So my advice to people is that exercise is 

critically important for long-term health but has nothing to do with weight control in the long term.  If 

you are struggling to control weight you have to do something about your diet.  

The question of sustainability, I have indicated that if you understand what makes you obese and you 

lost the weight you do not ever want to go back again to what you were doing. So it is easily sustainable.  

It is more complex to eat a carbohydrate-restricted diet when all you see around you is high 

carbohydrate, high-sugar foods.  So you have to have the discipline to find the right foods. 

Then the lady asked about children, and that is critical.  Do you know what the first industrial food was 

in the world?  It was canned foods produced in the 1920s for children.  Infant feeding was the first 

industrial food.  If you really want to look back to the cause of obesity, you have to go back to 1920 

when we started feeding our children processed foods. 

Then the final comment; the lady was very emotional about the dieticians seeing all the troubles. I see 

thousands.  I get letters from people saying thank you for saving my life.  So the story she gave was of an 

anecdote, a patient who develops a cardiac arrest.  If that was true then there would be 160 000 people 

in South Africa who would have died of cardiac arrest in the last six months because that is the number 

of people who have read our book.  That has not been reported.  She claimed that the triglycerides went 

up to 10 and I specifically said triglycerides can go up in a small group of patients.     

I would love doctors and nutritionists to, when they see a patient ask them what they are eating.  When 

they tell you they are eating a high fat diet then I will be really interested in that.  She makes the point 

that diabetics have kidney disease. They have kidney disease because they have uncontrolled 

hyperglycemia and hyperinsulinemia, which is driven by carbohydrates.  Any diabetic who has kidney 

disease should be told to restrict their carbohydrates.  

Finally, the diet is not a high protein diet. It is a high fat diet. So you cannot blame any complications on 

a high-protein diet.  
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Q: David Marais. Prof Noakes, can you see the slide that I have put up over here with the green pointer?  

The little yellow pyramids are strokes. The blue lines are diabetes.  The red squares are heart disease 

and this is high blood cholesterol.  They all seem to be quite low. Hypertension is the biggest issue, with 

40 to 50% of the people in this age group reporting hypertension.  Also bear in mind that the African 

population is genetically predisposed to hypertension compared to the Caucasians. This is well-

documented in an American context. American Caucasians versus African Americans in the same 

environment, in the same diet; the hypertension in Africans is much higher.  The consequences of 

hypertension in African Americans is more severe than in Caucasian Americans, so they are four to five 

times more likely to have kidney damage from hypertension than Caucasian Americans  are from kidney 

damage from hypertension. 

A: Tim Noakes In white Caucasians high blood pressure is a mark of insulin resistance in a high 

carbohydrate diet.  The insulin drives hypertension in Caucasians.  As long as you get the insulin down 

you can start treating the hypertension.  Unfortunately, because we do not teach the Raven model of 

insulin-induced ill-health we miss that point.  

 

SESSION 4 

ADDRESSING (UN)HEALTHY DIETS IN SA 
Panel discussion: Prof T Noakes, Dr S Kassier, Prof Z Apostolides. Dr David Marais 
 
On account of the variety and amount of evidence on healthy and unhealthy diets, the panel was 
provided with an opportunity to: 
1. State evidence 
2. Indicate key issues that  are important to know 
3. Give policy or programmatic issues taking the current evidence into consideration 
4. Provide a message that needs to be communicated to the public 
 
Kassiers stated the following:  

• The cause of obesity is a multifactorial and cannot be oversimplified.  

• South Africans must take cognizance of their eating habits as this relates to compliance to diets. 

• Many South Africans have a skewed perception of weight and therefore public awareness needs 
to be raised. For example, have a drive to have BMIs measured. 

• Because obesity is complex in nature, simple solutions are not suitable. Life style change must be 
propagated to ensure sustainability. In other words ensure that there is not just weight loss but 
that the loss is sustained. 

• Have a tiered approach to addressing obesity due to diversity in South Africa. 

• The focus is currently on treating symptoms but should be more on the cause and prevention.   

• Food is expensive in South Africa therefore recommended interventions or messages should be 
affordable or take socio-economic status into consideration. 
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David  Marais highlighted that two thirds of the population will die of CVD.  We have to look at the 
nutritional evolution in terms of gene and life style. Excess energy and metabolic change are important. 
Individuals must look at their own health but there must be education to make sure that were are not 
vulnerable to marketing and other exploits. There are also those who are susceptible or at risk. These 
are people who are more susceptible to insulin resistance and dyslipidaemia perhaps due to genes and 
the typical effects of being overweight. These influence heart diseases over time. In summary, 1-2% of 
the population that has a genetic abnormality; one in fifty will bring that up on a high fat diet or some 
other metabolic change. When we deal with patients that have triglycerides disorders, it is very 
important to restrict the triglycerides tremendously. People must be taught to eat quantitatively. 
Making a correct diagnosis is important in good dietetic management. 
 
Apostolides said that if the SANHANES survey is repeated it will allow for the monitoring of the baseline 
information. Owing to the fact that less than 20% of people in SA are on medical schemes, if metabolic 
syndrome continues, treatment costs will put pressure on private health care to the extent of causing 
medical schemes to be bankrupt. There is a need to think nationally. Therefore DDS must be considered 
as a tool especially given that we now have baseline numbers that can be monitored and improved 
every year. DDS must be looked at to create public awareness on the food groups that are missing or are 
not being consumed. 
 
Noakes emphasized the need to change since what has been done in the past has not worked. Obesity 
can be addressed by understanding hunger.  The biology of what causes obesity is not difficult to 
understand.  There is a need to understand sugar addiction and insulin resistance. Real food must be 
made less expensive. 
 

QUESTIONS AND ANSWERS (Q&A) 
 
Comment: Lydia Matoe, Department of Basic Education.  We are busy with guidelines for tuck shop 
operators.  It is not only targeting the tuck shop operators but even school vendors, the public and the 
community so that educators can make sure that they instill responsibility into our learners to make the 
right choice of food.  It is emphasising on healthy food and healthy lifestyle.   
We have already mediated this guideline in four provinces, which are Limpopo, Western Cape, Eastern 
Cape and Gauteng. We are having inter-district meetings, so that districts can cascade the information 
to the schools.  This is what Basic Education is doing.  As you said, the government must be doing 
something.  We are really trying to do our work with obesity.   
Comment: Nigel Sunley, Sunley Consulting.  I have to take a strong issue with Prof Noakes’ blanket 
condemnation of what he calls processed food.  There are nutritionally good processed foods. There are 
nutritionally average processed foods and there are quite a few nutritionally poor processed foods.  We 
need the food industry.  We have seven billion people in this world to feed.  The industry does a lot of 
good work nutritionally as well as some not-so-good things. Let us focus on the good and less on the 
bad.  
Q: Cecile Verseput, Private Renal Consultant.  I was going to say thank you very much to the food 
industry for cutting back on sodium.  I wanted to say that because we have a huge problem in South 
Africa with bread being extremely high in sodium. A lot of our people are eating up to eight slices of 
bread which brings you up to the maximum amount.  I am thankful that by 2016 we will be cutting down 
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on the amount of sodium in basic things that people are using. Since we are struggling with 
hypertension, this is absolutely essential.  Once again thanks to the government for doing this.   
Q: Puseletso Mabaso, Gauteng Department of Health.  My concern is the three messages that Prof put 
up there on the screen that does not seem to be right, one on how to eat, what to eat, eating vegetables 
and eating starchy foods.  We need to correct those messages.  So my concern is where do we go from 
here?   We are the ones who go out there and create awareness on healthy diets.  We need to give 
people correct messages.  Is there anybody who can be able to help us maybe to develop appropriate 
messages so that we know that people get the right messages? 
A: Tim Noakes. What I said was do not eat processed foods, eat real foods. I think every nutritionist 
actually understands that. It is very healthy to eat real foods. As soon as you are eating processed foods, 
you are getting a lot of junk.  You are getting a lot of sugar, salt and fat.  If you want to see how the 
industry knows that it has caused the obesity epidemic, I suggest you read Michael Moss’ book called 
Salt, Sugar and Fat, where he exposes the United States’ processed food industry and indicates that the 
industry knows that they have addicted the populations to these foods and that that is the cause of 
obesity.   
Comment: Suna Kassier. I wanted to comment on what Prof Noakes said. I assume his feel on what has 
been coming from Pretoria and not from Cape Town, is that we are regurgitating the same messages 
and we are kind of reinventing the wheel.  I just want to clarify that and say that I disagree with that 
statement. Simply because I have clearly shown that diets do not work. For instance, look at the attrition 
rates that have been globally documented.  Because diets do not work, we are trying to find ways to 
help those people with weight problems to be more successful in their attempts to lose weight.   
I am not trying to promote the work that I have done, but just to give you an idea, there is no published 
study in South Africa on any population group where they have actually assessed what happens to 
people when they go on a weight loss intervention. You can only be successful in helping people with a 
weight problem if you get into their shoes. I actually only had African American data to relate to. Not 
even one country in our continent has any interventions to actually see how best we can help our 
community to achieve a healthier weight.  So I do not think we are reinventing the wheel. 
Q: Charles Hongoro, Chairperson.  Before you run, can you say something about what message the 
health promotion people should be spreading?   
A: Suna Kassier. I think it is vitally important that the South African community at large should be made 
aware of the dangers associated with having a very high BMI. So that South Africans of all ages , in all 
areas, both genders, can buy into the fact that it is right to lose weight. That you are actually extending 
your life expectancy by losing weight because from a cultural perspective, there are still many South 
Africans that feels that there is no need to lose weight. If you live in a society where many people 
around you are overweight and obese, you subconsciously perceive that as being the norm. 
The SANHANES data has shown us that there are a lot of South Africans that look similar from a BMI 
perspective. That is why I think we will only be able to really make positive strides towards combating 
the epidemic of obesity and all the other related conditions, if we create public awareness, with the help 
of the Department of Health.  
A: Zeno Apostolides. The message that we need to focus on, I believe is this:   In the SANHANES study 
foods were classified into nine groups for the measurement of the DDS.  If you follow the list,  it seems 
like the cheap ones are at the top and probably the more expensive ones further down, but they are not 
strictly in that order.  Since the average DDS is about three, most of the people are probably eating from 
group 1, 2 and 3 or less, or 4 or less.  Most people are probably eating from group 1, 2 and 3, which are 
the cereals, roots and tubers, vitamin A rich vegetables and fruit and vegetables other than vitamin A 
rich food.  
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We have to get to the original data to see which groups, people who have a DDS of 3 are they 
consuming.  If we want to go one up, we have to find the next group that we have to promote.  We can 
only do that once we have got the original data.  We can analyse it and see where the weakest link in 
this chain is.  
Q: Judy Apies, City of Tshwane Health and Social Development.  My problem lies with the packaging 
and storage of food, so I have to opt for processed food.   I am now in-between processed food and 
unprocessed food, so I am not sure. I just need advice in terms of how do I make sure that the user gets 
the best, because we mainly address malnutrition.  I would just like some more information, even at a 
later stage.   
A: Cecile Verseput, Private Renal Consultant.  You can look at legumes, because you do not need a 
fridge to store them.  The only thing that I get from my population group is that it takes a lot of fuel to 
cook them so it becomes expensive, but you can teach them to soak beans and keep them overnight 
and cook them the next day. That is an excellent source of excellent protein.  You are also getting 
excellent fibre and fatty acids. Peanuts are also very accessible, as long as they are not salty, and so is 
peanut butter.  Those things are helpful if you are working in a community where money is not plentiful. 
Q: Nare Makuse, University of Limpopo. I just want to find out from Professor about these, because 
there are discussions now about the BMI that you are raising that are not realistic for Africans. I am 
requesting your comment on that. 
A: Suna Kassier. At this stage the BMI cut-offs that we have is all we have.  It is not ideal. We should 
develop our own cut-offs for South Africa.   For the moment it is all that we have.  We do not necessarily 
want people to achieve their ideal weight because that is not a practical approach. We actually just want 
them to get or maintain a healthier weight.  If people, for instance can just lose 5% of their body weight, 
irrespective of whether their BMI is still in the high thirties, it will make a substantial difference to their 
blood pressure and so forth.  
There is also controversy about the fact that the waist circumference cut-offs that we use are actually 
not ideally suited for many South Africans. You must keep in mind that all these guidelines, tools and 
cut-offs have limitations. Until we have something better we should use the ones we have with caution 
and insight.   
Q: Sijabule Behane, Department of Basic Education.  We have a challenge as the national school 
nutrition programme. We have children who are undernourished when they the start school.  When 
they receive our food they gain weight and become overweight, according to SANHANES at the ages of 
13 and 14 years.  The girls start showing signs of obesity.   
We mostly use tinned food as we do not have storage facilities.  We also have special soya which is the 
national school nutrition soya, because retail soya is full of starch.  We do not have meat because we do 
not have storage facilities. We have a challenge of schools that do not sometimes understand basic meal 
planning. When we transfer funds to schools, they only stock on cereals and a vegetable without any 
protein.   
Those are the challenges which we have but we try our best to send the right messages but because of 
budgetary constraints, we only have cereals and a vegetable, which is a legume, and maybe fish.  We do 
not have eggs because they are fragile.  We advocate for ultra-high temperature processed milk because 
it is long-life.  
Comment: Charles Hongoro, Chairperson. Thank you very much for that very practical input because it 
seems to me there is a real hunger for advice out there,  practical advice, so that people can begin to 
address these problems of obesity at all levels.  If we can get it right at school, I think we would have 
done a significant amount of work.  
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Comment: David Marais. I probably will join again at the medical side of this.  The best prognosis for 
whomever you address this to, is for children. I think that is where the emphasis should be and should 
probably be very holistic, because there are problems such as drug abuse, alcohol and very poor 
lifestyles. I think there is a need for a packaged deal.   
The economic argument that was made is actually terrifying.  Although 15% of the country is on medical 
schemes, the other 85% will depend on state health care and that is an enormous cost that one has to 
avoid.  Even places like Germany had concerns a few years ago about managing diabetes and its 
complications. It really is very important to get a packaged deal for health care to everybody.   
I think one that must adequately educate people so that they really understand. Everybody knows the 
food charts but it does not seem to be followed.  I do not know how we can make sure that the message 
is properly appreciated. 
A: Suna Kassier. If I can maybe just add to what Dr Marais has said, members of the public do not 
necessarily adhere to nutrition messages because we do not involve them in creating the messages. We 
do not test those messages to see whether they are understood or suitable for that particular portion of 
the population that we are targeting.   
If you look at most theories that attempt to explain why there is such an explosion of obesity on our 
planet, the explanation is through the socio-ecological framework. Things you can change within the 
home and then progress to the immediate community and then it goes up to policy level. Inevitably I 
think with the problem of this nature, we need to take small steps because we will not be able to change 
things overnight.  But that is often a very valuable framework to look at, to see how one can address 
public health problems from a holistic perspective. Even though the model was actually developed to 
curb smoking it is just as applicable for obesity.   
A: Tim Noakes. I lost 20 kgs five years ago and I am 20 kgs lighter. We wrote a book which has sold 160 
000 copies.  It is probably the biggest health intervention in this country that there is ever been for free. 
It cost the government nothing and that book only sells because its advice works.  I really think we 
cannot continue to say diets do not work. They do if they are the right diet. The wrong diets do not 
work.  What we have to do is to ask if there is evidence that diets really do work, what is important 
about them.   
The BMI tells you two things; the level of insulin-resistance and the carbohydrate intake of the person.  
If you have a high BMI it is due to a high level of insulin-resistance and a high carbohydrate intake. If you 
want to reverse it, you have to reverse the insulin-resistance by reducing carbohydrates intake.  The 
argument about what is an ideal BMI is does not make sense. The BMI is showing you that there is a 
metabolic problem.   
With regard to national school nutrition, the lady said that the undernourished children become fat 
when you give them this food and that is absolutely true.  Childhood under-nutrition or over-nutrition as 
a foetus predicts obesity later because it makes these people insulin-resistant.  She said we do not give 
them any meat because of storage problems. Those kids need fat.  They need protein but they need fat 
and that is a critical point.   
So we really have to understand that fat is critical to human health. If we are going to take it out of the 
diet and replace it with carbohydrates, which humans have no need for; we are going to damage our 
health. If you take fat out of the diet and replace it with carbohydrates you have reversed three million 
years of human nutrition and the outcome will be exactly what we found.  The rates of obesity and 
diabetes have shot up. 
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MAIN CONCLUSIONS AND RECOMMENDATIONS 
 
Conclusion in relation to dietary practices: 

• There are poor dietary practices that are common in South Africa that need to be addressed. 

• In most households women buy groceries, making them responsible for their own diet, their 
children and husbands or partners. 

• Price determines and informs the type of foods that people buy and health appears to be an 
incidental consideration.  

•  Other considerations such as storage facilities and availability of other resources such as 
refrigeration also inform the type of food that is purchases especially by schools even if there is an 
awareness of healthy diets. 

• Most South Africans believe that they drink and eat healthily. There is no need for them to make 
changes in their diet. There is therefore a false security in relation to the type of healthy foods eaten 
in spite of the high prevalence of obesity, overweight and NCDs.  

• Eating out of the home is a common practice.  

• Body image perceptions are distorted. 

• The average  national DDS is low, meaning that most people consume a diet of poor nutritional 
quality, with high fat and sugar but low in fruit and vegetable.  

 
Common emerging themes 
• There is a need for more scientifically documented clinical data on the topic and not just data that is 
variable accounts and case reports or testimonies. There is a need to understand the debate, assess 
evidence and inputs in order to understand and appreciate the reason for the divergence of views on 
(un)healthy diets which was the purpose of the seminar.  

• Excess is not natural. There must be a normal intake of carbohydrates and of fat and other nutrients.  
The intake of carbohydrates and fats must neither be low or high.  ‘High’ or ‘low’ must be defined in 
cases where they are used because that has implications as indicated by the evidence presented. 
Different studies show different findings because of methodological difficulties.   

• There is no disagreement regarding the fact that energy intake that is too high for the need of an 
individual is detrimental.  It is total energy intake that is responsible for overweight and obesity and 
related conditions.  

• There is disagreement about quantities. Quantities of fats or carbohydrates that are suitable for an 
individual cannot be projected to the whole nation as there is individuality and genetics.  Unless 
there is data or evidence to back-up the projection.  

• The word “diet” is often misused and confused with weight loss. 

• There is a controversy about waist circumference and BMI cut-offs that are currently used as they 
are considered not ideally suited for many South Africans. Until ideally-suitable cut-offs are 
developed, the ones that are used must be used with caution or insight.   

• Members of the public do not necessarily adhere to nutrition messages as they are not involved in 
creation of the messages. The messages are also not tested to establish if they are understood or 
suitable for the portion of the population they are aimed at.   

• Cultural perspective must be taken into consideration in developing awareness messages.  Many 
South Africans feel that there is no need to lose weight because they live in a society where many 
people around them are overweight and obese. 
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• There is general concern about the long-term economic burden of NCDs especially since a large 
portion of the population is dependent on public health.  The concern extends to medical schemes 
that could go bankrupt if the epidemic of NCDs is not contained. 
A concern was also raised by school nutritionists and other panelists regarding the management of 
overweight and obesity in children as schools have limited financial and other resources. 

• Information on diets, especially from the scientific community must be credible, congruent and 
accurate and not cause harm to the public or patients. 

 
Suggested practice and public health policy points 

• Practitioners must educate and create awareness that weight should be appropriate for age and 
gender. 

• Weaknesses or past failures in public health policy implementation should not be used to assess 
whether certain interventions such as dietary diversity are suitable or not. Dietary diversity can be 
encouraged within the socio-economic context of South Africa to ensure affordability.  

• Weight loss expectations must be managed to ensure that they are realistic.  Weight that has been 
gained over years cannot be lost in a short period of time.  

• The SANHANES data has shown that there are a lot of South Africans that look similar from a BMI 
perspective. Positive steps must be taken to combat the epidemic of obesity, hypertension and 
other related conditions. There is a need to create public awareness through social marketing 
campaigns, with the help of the Department of Health in particular. 

• To decrease the national burden of the NCDs, it is very important to address the national average 
DDS. This can be done through public health diet policy that sets specific targets for an increase in 
the national DDS. For instance, reducing the percentage of the population with a DDS of less than 
four from 39.7% to 30% by 2025. 
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APPENDIX 1: PROGRAMME 
 

Population Health, Health Systems and Innovation, Research Seminar 

(Un)Healthy Diets- a tale of misinformation or competing interests? 
 

Venue:      Amethyst room, CSIR conference Centre 

Date:     24 March 2015 

Chair:     Prof. Charles Hongoro, HSRC 

Rapporteur:   Ms Ntombi Skosana, Freelancer  

08:00 - 08:30   Registration, Tea & Coffee  

 

08:30 – 08:40  Introduction 

08:30 – 08:40  Welcome & Opening Remarks 

  Dr Temba Masilela, Deputy CEO: Research, HSRC 

08:40 – 09:30  Session 1 

08:40 – 09:10 Diet and lifestyle recommendations: Clinical practice.  

Prof. Jim Mann, Department of Human Nutrition, University of Otago, New Zealand 

(presenting from New Zealand) 

09:10 – 09:30    Q & A 

09:30 – 09:45  Session 2 

09:30 – 9:45 The state of evidence on NCDs in relation to dietary practices  

Prof. Demetre Labadarios, Executive Director, Population Health, Health Systems and 

Innovation, (PHHSI). HSRC 

09:45 – 10:00  Tea break 
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10:00 – 12:00 Session 3: (Un)healthy Diets in South Africa  

10:00 – 10:25    Is the low fat diet the worst dietary advice in history? 

Prof. Tim Noakes, Exercise Science & Sports Medicine, University of Cape Town 

10:25 – 10:55 Weight reducing diets: their long term effectiveness and determinants of weight loss   

Dr Suna Kassier, academic coordinator, Postgraduate Diploma in Dietetics and 

Postgraduate Diploma in Community Nutrition, University of KwaZulu-Natal 

10:55– 11:20 Dietary diversity and health 

 Dr Zeno Apostolides, Professor of Biochemistry, University of Pretoria,  

11:20 – 12:00     Q & A    

12:00 – 13:00  LUNCH  

 

13:00 – 14:00  Session 4  

13:00 – 13:45 Addressing (un)healthy diets in SA 

Panel discussion:  

Prof. T Noakes (UCT), Dr S Kassier (UKZN), Prof. Z Apostolides (UP) and Dr David Marais 

(UCT) 

13:45 – 14:00  Session 5  

13:45 – 14:00  Closure and the way ahead 

Prof. Demetre Labadarios, ED, PHHSI, HSRC 

-----------------Departure ---------------- 
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APPENDIX 2: BIOSKETCHES 
 
PROF. ZENO APOSTOLIDES  

Zeno Apostolides is an associate professor in the Department of Biochemistry in the Faculty of Natural 

and Agricultural Sciences at the University of Pretoria. He teaches courses in nutritional biochemistry, 

biochemical toxicology and biochemistry. He is the founder and leader of the Tea Research Laboratory 

that has been doing research on various projects in the tea industry for black and green tea since 1984.  

Most of his work has been on metabolomic studies to predict the value of tea. Currently, he is working 

on genome-wide association studies for traits of agronomic interest in tea, especially drought tolerance. 

He was a member of the organising committee for the 4th International Conference on O-CHA (Tea) 

Culture and Science – ICOS 2010 –which took place in Shizuoka, Japan in October 2010. He has 

presented keynote addresses at international conferences on tea in Kenya, China and Japan.  

Prof. Apostolides contributed a chapter on ‘Health properties of black, green and oolong tea from 

Camellia sinensis’ in the publication Trends and developments in ethno-pharmacology, edited by Resia 

Pretorius, 2009. Two patents were granted to the University of Pretoria in 2012 – one in South Africa 

and another by the African Regional Intellectual Property Organisation (ARIPO). He has co-authored a 

book with Liang Chen, and Zong-Mao Chen, entitled Global tea breeding: achievements, challenges and 

perspectives, published in 2013. In 2013 he edited a book entitled The History of Tea Components, by M 

Nakagawa. His research team has produced 21 publications that have generated a C2 rating from the 

NRF and an h-index of 14 on ISI ResearcherID. Three of his publications have achieved more than 100 

citations on Google Scholar. 

PROFESSOR CHARLES HONGORO 

Charles Hongoro is a research director in the Population Health, Health Systems and Innovation 

programme. His areas of research interest include health systems financing, the economics of HIV/AIDS, 

other infectious diseases, and non-communicable diseases, including application of multi-sectoral action 

in the development and implementation of associated NCD prevention policies; health systems and 

policy-oriented research in general, evaluation and impact studies. Prof. Hongoro's publication record 

spans the authoring and co-authoring of several conference presentations, peer-reviewed journal 

articles, books and book chapters. 

DR SUNA KASSIER  

Suna Kassier is a lecturer and post graduate academic coordinator at Dietetics and Human Nutrition, 

College of Agriculture, Engineering and Science (UKZN) where she served as acting head of department 

from 2008 – 2010.  She joined UKZN in 2007 after spending 13 years as a senior lecturer at the Durban 

University of Technology. Her PhD in Dietetics and Human Nutrition (UCT) was conducted through mixed 

methods research, investigating weight management related themes in middle-income, urban 

overweight/obese Zulu women to advise future weight management interventions. Other research 
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interests include non-communicable diseases of lifestyle, food security, HIV/AIDS, sports nutrition and 

the influence of gender, race and stage of the lifespan on body shape preference. Numerous 

publications in peer reviewed journals have stemmed fort from the above.  

From 2012-2014, she served as course developer and academic coordinator for the training of nearly 

580 nutrition advisors for the Department of Health across KZN.  They are now are now employed at 

clinics throughout the province in an attempt to address the Millennium Development Goals. She has 

written a book and makes regular contributions to local newspapers and magazines.    

PROF. DEMETRE LABADARIOS  

Demetre Labadarios is the executive director of the Population Health, Health Systems and Innovation 

(PHHSI) research programme. 

His interests centre on national surveys, social determinants of health and nutrition, nutrition training, 

nutrition support, information and communication technology (ICT) and nutrient requirements as 

altered by disease and the environment.  

He is the author/co-author of more than 250 scientific publications. Prof. Labadarios has also co-

authored the books Pocket Manual of Clinical Nutrition, Recent Advances in Clinical Nutrition and the 

Epidemiology of Nutritional Diseases in Greece, and Clinical Nutrition: Early intervention. He is the 

founder and editor-in-chief of the South African Journal of Clinical Nutrition, the African editor of 

Nutrition: The International Journal of Nutritional Sciences, past president, and currently council 

member of the South African Society of Parenteral and Enteral Nutrition, honorary professor 

extraordinaire at the University of Limpopo, reviewer for a number of national and international peer 

reviewed journals, and an elected fellow of the American College of Nutrition. He has also served as a 

consultant to the World Health Organisation (WHO), the United Nation Children’s Fund (UNICEF) and 

the International Atomic Energy Authority (IAEA) of the United Nations.  

He also provided technical support to national surveys sponsored by the Global Alliance for Improved 

Nutrition (GAIN). 

PROF. JIM MANN 

Jim Mann has been Professor in Human Nutrition and Medicine at the University of Otago and 

Consultant Physician (Endocrinology) in Dunedin Hospital for 25 years. In the preceding years he 

lectured at the University of Oxford and worked as a consultant physician in the Radcliffe Infirmary. 

He is the director of Edgar Diabetes and Obesity Research (EDOR), the WHO Collaborating Centre for 

Human Nutrition, and principal investigator for the Riddet Institute, a National Centre of Research 

Excellence at Massey University, Palmerston North. 
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His research has principally been in the fields of lipids and carbohydrates as they relate to CHD and 

diabetes and in the field of obesity. However, he has also been particularly interested in the role of 

obesity as a cause of cancer and was a member of the Advisory Group and Panel of the World Cancer 

Research Fund (WCRF). Who produced the recent Reports on Food, Nutrition, Physical Activity and the 

Prevention of Cancer, and the 2009 Policy Report, Policy and Action for Cancer Prevention. 

He has been author and co-author of over 300 papers published in peer reviewed journals and written 

and edited several textbooks and popular books, including the Essentials of Human Nutrition (co-edited 

with Professor Stewart Truswell) which was published by Oxford University Press. The fourth edition was 

published in 2011. 

He has been involved with a number of international and national organisations concerned with 

nutrition, diabetes and CVD, several of which he has chaired or continues to chair. As principal 

investigator he was awarded the international Bristol-Myers Squibb/Mead Johnson Unrestricted Grant 

for Human Nutrition, was the third recipient of the University of Otago Distinguished Research Medal in 

2002, the first recipient of the Himsworth Award (Nutrition Group of the European Association for the 

Study of Diabetes) and in 2004 he received the Sir Charles Hercus Medal of the Royal Society of New 

Zealand. He was appointed a Companion of the New Zealand Order of Merit for services to Medicine in 

2003. He was also awarded the Distinguished Researcher Award from the Dunedin School of Medicine 

for 2005. 

DR DAVID MARAIS  

David Marais developed an interest in disorders of lipid and lipoprotein metabolism 30 years ago after 

graduating at the University of Cape Town and specialising in Internal Medicine. His interests span 

clinical and laboratory diagnosis as well as therapeutics of dyslipidaemia. He gained laboratory 

experience in Medical Biochemistry with the emergence of familial hypercholesterolaemia and low 

density lipoprotein receptor mutations as founder effects in South Africa. He took part in therapeutic 

studies of statins in dyslipidaemia, including the effect of statins in homozygous familial 

hypercholesterolaemia. Dysbetalipoproteinaemia has been a particular interest since iso-electric 

focusing gave way to genotyping and finding that a lipoprotein phenotype on arcylamide electrophoresis 

was an effective alternative to ultracentrifugation.  He directs the lipid laboratory in Chemical Pathology 

as joint staff at the University of Cape Town and National Health Laboratory Service. 

DR TEMBA MASILELA  

Temba Sipho B. Masilela has been the Deputy Chief Executive Officer for Research at the Human Science 

Research Council (HSRC) since November 2010 and is directly responsible for research strategy, research 

management and the knowledge-policy interfaces of the HSRC.  

His wide-ranging research interests revolve around issues of knowledge, policy, and power and before 

joining the HSRC in July 2006, he worked for a number of years as a special adviser to the minister of 
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social development in the government of South Africa. He has also been an associate fellow of the 

Department of Social Policy and Intervention at the University of Oxford, UK; and a research fellow at 

the Institute for Development Studies, University of Nairobi, Kenya.  

He has also worked in the areas of corporate citizenship and reputation management in both 

commercial (Telkom SA Ltd) and academic settings (Centre for Corporate Citizenship, University of South 

Africa), and has cross media experience having work in both the print and telecommunications 

industries.  

He has more than 25 years of research and policy management experience and his most recent 

publication is a chapter ‘From the RDP to the National Development Plan: The mirage of a super 

ministry’ in the State of the Nation 2013-14. Temba holds a PhD and MA degrees in communication for 

development from the University of Iowa, USA; and a BA degree in economics and politics from the 

University of Nairobi, Kenya. 

PROF. TIMOTHY DAVID NOAKES 

Tim Noakes retired recently retired after a lifetime of teaching and research in exercise science and 

sports medicine at UCT. He is an NRF A1-rated scientist. He has authored many books and papers over 

the years, including Lore of Running, Challenging Belief: Memoirs of a career of a Career and The Real 

Meal Revolution (co-authored with David Grier, Jonno Proudfoot and Sally-Ann Creed). He still runs half 

marathons and is enjoying his retirement with his wife, Marilyn. 

MS NTOMBI SKOSANA 

Ntombi Skosana has more than five years’ experience in report writing and recording of decisions for 

strategic level meetings, seminars and conferences gained from being an assistant company secretary 

for two developmental parastatals.  Her research interest is mainly in inclusive banking or development 

microfinance. She is currently writing her PhD research proposal with the topic: An optimal capital 

structure for financially sustainable South African development microfinance institutions. She holds a B 

Admin degree in public finance and has completed a master’s in business administration. 

She has served on the Good Governance Task Team that was convened by the Public Protector to draft a 

collaborative good governance agenda for institutions that support democracy in South Africa, where 

she served as the scribe. She currently serves on the Advisory Board of the Tshwane University of 

Technology department of Management and Entrepreneurship and the BankSETA panel of experts that 

reviews microcredit qualifications. 
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APPENDIX 3: ABSTRACTS 
 
THE STATE OF EVIDENCE ON NCDS IN RELATION TO DIETARY PRACTICES 

Prof. Demetre Labadarios, Executive Director, Population Health, Health Systems and Innovation, 
(PHHSI). HSRC 

The South African National Health And Nutrition Examination Survey (SANHANES-1) was established by 

the Human Sciences Research Council (HSRC) as a population health survey that will be repeated 

regularly to address the changing health needs in the country and to provide a broader and more 

comprehensive platform to study the health and nutritional status of the nation on a regular basis.  It 

provided critical information on the emerging epidemic of non-communicable diseases (NCDs) in South 

Africa, and analysed the underlying social, economic, behavioural and environmental factors that 

contribute to the population’s state of health.  At the national level, four out ten participants consumed 

a diet low in dietary diversity indicative of a diet of poor nutritional quality, consuming a diet with high 

fat and sugar but low in fruit and vegetable scores, thus reflecting a picture of a country in the nutrition 

transition and urbanization. Nearly two thirds of adult females and males believed that they drink and 

eat healthily, so there was no need for them to make changes in their diet.  Overall, South Africans 

consume a diet of marginal dietary diversity, are in need of better nutrition knowledge and dietary 

diversification, they like eating out, they need to consider their health more frequently when they buy 

their food, and be more aware of the risk factors they may have in relation to NCDs. 

IS THE LOW FAT DIET THE WORST DIETARY ADVICE IN HISTORY? 

Emeritus Professor Timothy Noakes, Division of Exercise Science and Sports Medicine, University of Cape 
Town 

The adoption of the high carbohydrate low fat diets after 1977, as the official global (healthy) eating 

plan, has been followed with an epidemic of obesity and diabetes that appears uncontrollable. 

It is my belief that the cause of obesity and diabetes is simple; it is due to the provision of addictive, 

highly processed foods, which induce over-eating in susceptible individuals.  Thus the cure for the 

obesity epidemic is to reduce the consumption of highly addictive, carbohydrate-rich foods.  This can 

only be achieved by substituting high fat, high protein foods.  Unfortunately the public has been misled 

to believe that such diets are unhealthy because they increase the risk of heart disease.  There is no 

good evidence for this belief. 

The diet debate is critical for South Africa because it is my contention that a healthy population cannot 

be developed if our children are exposed to high carbohydrate diets from an increasingly young age.  

The optimum development of the brain at all ages requires diets that are high in protein, and especially 

fat, and low in refined carbohydrates. 
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WEIGHT REDUCING DIETS: THEIR LONG TERM EFFECTIVENESS AND DETERMINANTS OF WEIGHT LOSS   

D. Suna Kassier, University of KwaZulu Natal 

Obesity is recognized as a chronic disease and is not only considered to be a global epidemic, but one 

that is on the increase among South Africans of all ages.  This phenomenon was underpinned by findings 

from the SANHANES-1 study. Many complex and diverse factors that are often interrelated, resulting in 

a positive energy balance and hence weight gain. It is therefore not surprising that the management of 

obesity is equally complex, with many interventions being characterised by a high drop-out rate.  Among 

subjects that achieve weight loss, the maintenance thereof is disappointing and often results in weight 

cycling which is also known to be detrimental to health. Due to a lack of local data regarding factors that 

enhance weight loss and barriers to weight loss experienced by treatment-seeking subjects, lessons 

learnt from a 16 week weight loss intervention with a physical activity and behavioural change 

component will be reported. As the intervention targeted urban overweight/obese Zulu women, the 

findings will be discussed in relation to those generated by interventions targeting African-American 

women.  Recommendations for South African public health policy will also be explored.  

DIETARY DIVERSITY AND HEALTH 

Prof. Zeno Apostolides, University of Pretoria 

One widely used measure that correlates well with a healthy diet is the Dietary Diversity Score (DDS). 

This was designed as an easy to measure, surrogate marker, for food security and adequate 

micronutrient intake. Low DDS has been associated with high incidence of low weight, stunted growth, 

cardiovascular risk, dyslipedaemia, and metabolic syndrome. Some of the problems associated with low 

DDS have a biochemical rationale on the nutrient or toxic level. For example, low DDS increases the risk 

of vitamin and mineral imbalance. Low DDS increases the risk of carbohydrate/protein imbalance and 

kwashiorkor. Low DDS, especially in rural settings, where food may be spoiled during storage, increases 

the risk of cancer. For example, smoking of fish in Scandinavian countries, storage of fish in brine 

solutions, in North Western China and fungal (e.g. Aspergillus flavus) contamination of stored cereals in 

the tropics, cause liver cancers, while contaminated cereals in the Eastern Cape, cause oesophageal 

cancer. Thus, to decrease the national burden of these diseases, it is very important to emphasise 

dietary diversity, much more than a mere surrogate marker for food security and micronutrient 

deficiency. It is very important that the nation has sufficient food and a wide diversity of foods. 
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APPENDIX 4: ATTENDANCE 
 
 

No. Title Name Surname Designation Organisation Telephone/Cell E-mail 

1 Dr Cyril Adonis   HSRC   Cadonis@hsrc.ac.za 

2 Ms Judy Apies Functional Head City of Tshwane  840338108 Judya@Tshwane.gov.za 

3 Prof Zeno Apostolides  Faculty of Natural 
and Agricultural 
Sciences  

University of Pretoria   Zeno.Apostolides@up.ac.za 

4 Ms Tintswalo 
Patience 

Baloyi Dietician Tshwane Health 
District 

720223134 tintswalo.baloyi@yahoo.com 

5 Ms Sijabule  Behane Chief Education 
Specialist 

Department of Basic 
Education 

Tel: 012 357 
3424 / Hotline: 
0800 202 933 

Behane.S@dbe.gov.za 

6   TK Bello Department of 
Human Nutrition 

University of Pretoria 849435926 tkbello@tuks.co.za 

7 Ms Marina Bester Researcher University Of Pretoria   s28429304@tuks.ac.za 

8 Mr Clerkford Buthane Senior Admin 
Officer 

Department of Basic 
Education 

837645921 Buthane.C@dbe.gov.za 

9 Dr  Lumbwe  Chola    HSRC   LChola@hsrc.ac.za 

10 Ms  Maudè  De Hoop    Department of Health: 
Gauteng 

    

11 Mrs Shakira  Dockrat-
Abram 

Private practicing 
Dietitian 

The Glycemic Index 
Dietitian Experts in 
Pretoria 

126583004/      
845816538 

shakira.diet@gmail.com 

12 Ms Arlene Grossberg Organisational staff HSRC Ext 2811 ACGrossberg@hsrc.ac.za 

13 Ms Martie  Hofmeyr Dietician The Glycemic Index 
Dietitian Experts in 
Pretoria 

123429822/     
823261505 

martie.hofmeyr@gmail.com  
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14 Ms Kevina  Honajee   University of Pretoria 742464648 kevina.honajee@gmail.com 

15 Prof Charles Hongoro PHHSI HSRC 827378261 chongoro@hsrc.ac.za 

16   Usa Hoatoukz   Media Za 832978820   

17 Ms  Tina James Rapporteur  FEMTECH  (0) 82 460-
7915 

 tina@femtech.co.za 

18 Ms Sue Jones Health and 
nutrician lead 

Save the Children 
South Africa 

764063665 sjones@savethechildren .org.za 

19 Dr  Suna  Kassier    UKZN 033 260-5431 kassiers@ukzn.ac.za 

20   Wezzie  Kumwenda   University of Pretoria    wezzie2003@yahoo.com 

21   Deborah  Kupolati   University of Pretoria    mdkupolati@yahoo.com 

22 Prof Demetre Labadarios Executive Direcgtor HSRC   slabadarios@hsrc.ac.za; 
bjumath@hsrc.ac.za 

23 Ms  Tsholofelo  Letshoo          

24 Mrs.  Puseletso  Mabaso Assistant Director:  
Healthy Lifestyle 
programme - 
Gauteng Province 

GPHealth Telephone: 011 
355 3008, Cell: 
082 335 7624 

Puseletso.Mabaso@gauteng.go
v.za 

25 Ms Nare Makuse   University Of 
North(Sovenga) 

015)268 2872 seforam@ul.ac.za 

26 Ms Sebongile Maleka Chief Nutritionist Johannesburg Health 
District 

791275779 Sebongile.Maleka@gauteng.go
v.za 

27 * Prof  Jim  Mann Edgar Centre for 
Diabetes, and 
Obesity Research 

University of Otago, 
New Zealand 

New Zealand  jim.mann@otago.ac.nz 

35 | Page 
 

mailto:chongoro@hsrc.ac.za
mailto:tina@femtech.co.za
mailto:kassiers@ukzn.ac.za
mailto:wezzie2003@yahoo.com
mailto:mdkupolati@yahoo.com
mailto:slabadarios@hsrc.ac.za
mailto:slabadarios@hsrc.ac.za
mailto:seforam@ul.ac.za
mailto:Sebongile.Maleka@gauteng.gov.za
mailto:Sebongile.Maleka@gauteng.gov.za
mailto:jim.mann@otago.ac.nz


No. Title Name Surname Designation Organisation Telephone/Cell E-mail 

28 Ms Mayibongwe Manyoba   HSRC   Mmanyoba@hsrc.ac.za 

29 Ms Lydia Maotoe Assistant director Department of Basic 
Education 

730345083 Maotoe, Lydia 
<Maotoe.L@dbe.gov.za> 

30   Zinhle Mapumulo   City Press 820890015  
zinhle.mapumulo@citypress.co.
za 

31 Dr David Marais Professor, 
Chemical Pathology  

University of Cape 
Town 

27-21-4066192 
or 4066185 

david.marais@uct.ac.za 

32 Ms R. Mashala   Zola Jabulani Hospital   rcmashala@gmail.com 

33 Mr  T. Mashamba   Department of Health: 
Gauteng 

076 747 0617 Tshifhiwa.Mashamba@gauteng
.goc.za 

34   Dlamini  Mbeki    Section27   mbeki@section27.org.za 

35   Khataza Mkhawani Nutritionist  Ekurhuleni District 783233197  Mkhawani.k@gmail.com 

36   Kholeka Mkhize Dietician Ekurhuleni District 836016958 kholeka.mkhize@gauteng.gov.z
a 

37 Ms Innie Mokoene   Department of Health: 
Gauteng 

082 493 9833 Innie.Mokoena@gauteng.gov.z
a 

38 Ms Suzan Mokone Lecturer Sefako Makgatho 
Health Care Science 
University  

790773128 Suzan.mokone8@gmail.com ; 
mokone@smu.ac.za 

39 Dr Sagren Moodley Director: Social 
Development 
Analysis 

Department of Science 
and Technology 

 012 843 6421 sagren.moodley@dst.gov.za 

41   Riccus Motha Journalist 
 
 
 
 

    pmotha@hscr.ac.za 
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42 Ms Dudu Mthombeni Deputy Director:  
Non Communicable 
Diseases Strategy - 
Gauteng Province 

GPHealth 011 355 3336, 
Cell: 082 313 
1272 

Duduzile.Mthombeni@gauteng
.gov.za> 

43 Ms Jane Muchiri   Dpt of Human 
Nutrition-UP 

012 354 1235 jane.muchiri@up.ac.za 

44   Justice  Munthali   University of Pretoria    justmunthali@yahoo.com 

45 Ms Marouzi Mzondi   Gauteng Department 
of Health 

  Marouzi.Mzondi@gauteng.gov.
za 

46   Nolene  Naicker   Gauteng Department 
of Health 

  NaickN@health.gov.za 

47 Mrs Makoloi Nakedi   Gauteng Department 
of Health 

082 830 0910 Makoloi.Nakedi@gauteng.gov.z
a 

48 * Prof.  Tim Noakes Division of Exercise 
Science & Sports 
Medicine 

University of Cape 
Town 

Tel: +27 21 650 
2459 

timothy.noakes@uct.ac.za 

49 Ms Gladys  Ntabanyane RIA HSRC   gntabanyane@hsrc.ac.za 

50 Ms Sebueng 
Prudence 

Phahlane   UNISA 7932 90570 prudy0103@outlook.com 

51 Ms Cornelia  Phetla   Sefako Makgatho 
Health Science 
university  

072 215 8953 mcphetla@gmail.com 

52 Dr Beulah Pretorius Researcher University of Pretoria   beulah.pretorius@up.ac.za 

53 Mr Eugene  Ravhuanzwo Staff HSRC   Eugene Ravhuanzwo 
<ERavhuanzwo@hsrc.ac.za> 

54 Ms Carolina Roscigno   HSRC   croscigno@hsrc.ac.za 

55 Ms Olga Rossouw dietician  832672515 Olga.diet@telkomsa.net 

56   Andrea Royeppen   HSRC   aroyeppen@hsrc.ac.za 
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57 Ms Portia  Sambo  chief dietitian  Johannesburg Health 
District 

728082001 psambo@yahoo.co.uk 

58 Prof. Hettie Schonfeldt Profesoor University of Pretoria   hettie.schonfeldt@up.ac.za 

59   Judean Shikwambana Dietician Ekurhukeni District   judean.shikwambana@gmail.co
m 

60   Josephine Sekabate  Nutition Manager Johannesburg Health 
District 

082 731 6698 / 
082 473 4075 

Josephine.Sekabate@gauteng.g
ov.za 

61 Ms  Pontsho  Sepoloane     MalibP@health.gov.za 

62 Ms Happy Solomon Organisational staff HSRC   hsolomon@hsrc.ac.za 

63 Mr Thabo Stamper Organisational staff HSRC   Tstamper@hsrc.ac.za 

64 Mr Nigel   Sunley   Sunley Consulting 082-4533125 nigel@sunleyconsulting.co.za 

65 Ms Marise Taljaard   HSRC   mtaljaard@hsrc.ac.za 

66   Bello Temitope   University of Pretoria    tkbello@gmail.com 

67 Mr Gilbert  Tshitaudzi      DOH 794970079 TshitG@health.gov.za 

68 Ms Ina Van der Linde Media  HSRC   IvdLinde@hsrc.ac.za 

69 Ms Carmen van Niekerk Researcher University of Pretoria   Carmen@healthymeat.co.za 

70 Mrs Cecile   Verseput Dietician Private Renal 
Consultant  

082 774 9775 verseput@vanilla.co.za 

71 Mrs Lindiwe  Whati    Nestle 71 604 8988  Lindiwe.Whati@za.nestle.com 

72    Chido  Zambuko   University of Pretoria    lczambuko@gmail.com 

 

*Professors Mann and Noakes presented via video link from New Zealand and Cape Town respectively 
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Dietary Diversity and Health 
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Recommended “best buys”Recommended “best buys”  
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Interventions to tackle NCD risk factors: Interventions to tackle NCD risk factors:   
“best buys”“best buys”  
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Dietary Diversity Score 

Cecchini et al 2010 Tackling of unhealthy diets, physical inactivity, and obesity health  
effects and cost-effectiveness. thelancet vol 376, 1775-1784. 
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Dietary Diversity Score 

2012 
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% Experiencing hunger % Experiencing hunger   
( < 2000 kcal / day) adult woman( < 2000 kcal / day) adult woman  
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Energy requirementEnergy requirement  
Adult female 2000 kcal /day. 

        2000/4 = 500  g                   2000/9 = 250 g                        2000/4 = 500 g                      2000/7 = 285 ml 

Food component kcal / gram dry weight 

Carbohydrate Fat Protein Ethanol 

4 9 4 7 

Beer is  
5% ethanol 
330 ml / bottle 
R165 / 2000 
kcal / day 

Whiskey is  
60% ethanol 
30 ml / tot 
R70 / 2000 
kcal / day 

Dietary Diversity Score 

Maize meal  
R3 / 2000  
kcal / day 

Olive oil  
R30 / 2000  
kcal / day 

Chicken  
R75 / 2000  
kcal / day 

Sugar 
R5 / 2000  
kcal / day 

“best buy” 

R27 / 5kg R53 / 5kg R110 / L 
Chicken R30 / 1kg fresh weight 
biltong R175 / kg 

R220 / L 

R220 / 18 bottles 
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Calculation of Dietary Diversity Score (DDS)Calculation of Dietary Diversity Score (DDS)  

DDS is easy to measure, and it is a good surrogate marker  
for micronutrient intake, food security and food quality. 
However, high DDS with low quantities, is nutritionally meaningless. 

0       1000     2000 
Quantity (kcal) 

D
DS
 

1  
   
   
  
4  
   
   
   
 
9
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SANHANESSANHANES--1    Dietary Diversity Score (DDS)1    Dietary Diversity Score (DDS)  

Dietary Diversity Score 

1) cereals, roots and tubers (maize, wheat, rice, sorghum, millet, oats, rye, potato, cassava) 
2) vitamin A-rich vegetables and fruit (squash, red peppers and pumpkin,   
 like mangoes, grapefruit, cantaloupe, peaches, apricots, and papayas) 
3) vegetables other than vitamin A-rich (cabbage, cauliflower) 
4) fruit other than vitamin A-rich (apples, grapes, kiwi, bananas) 
5) meat poultry and fish 
6) eggs 
7) legumes (beans, peas, lentils, butternut, okra, peanut, soya) 
8) dairy products 
9) foods made with fats and oils 
 
Count 1 if consumed in the previous day. 

> 4 is considered adequate 
National average is 4.2, very close to the limit. 
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SANHANES-1 
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DDS < 4 associated diseasesDDS < 4 associated diseases  

Alcoholics – empty calories liver cirrhosis 
 
Height-for-age Z-score  
 
CVD 
 
Obesity 
 
Metabolic syndrome 
 
Hypertension 

Dietary Diversity Score 15 of 21 



DDS vs HeightDDS vs Height--forfor--age Zage Z--score (HAZ)score (HAZ)  
Arimond M and M T Ruel (2004) Dietary Diversity Is Associated with Child Nutritional Status:  
Evidence from 11 Demographic and Health Surveys. J Nutr 134, 2579-2585 (339 citations 3/month) 

This paper has shown statistically significant correlations, between low DDS and HAZ in 7 / 11 countries. 

Dietary Diversity Score 

DDS 

L  M  H 
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DDS vs Metabolic syndromeDDS vs Metabolic syndrome  

Azadbakht L Mirimiran P and F Azizi (2005) Dietary diversity score is favourably associated with the metabolic  
syndrome in Tehranian adults. Internation Journal of Obesity, 29, 1361-1367. (35 citations  0.3 / month) 

Dietary Diversity Score 

DDS 
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DDS vs Cardiovascular riskDDS vs Cardiovascular risk  

Azadbakht L Mirimiran P Esmaillzadeh A and F Azizi (2006) Dietary diversity score and cardiovascular risk  
factors in Tehranian adults. Public Health Nutrition, 9(6) 728-736. (57 citations  57  0.5 / month ) 

Hypercholesterolaemia 

LDL-C 

Hypertriglyceridaemia 

Hypertension 

Diabetes 

Obesity 

Dietary Diversity Score 

DDS DDS 
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DDS vs Obesity and abdominal adiposityDDS vs Obesity and abdominal adiposity  
Azadbakht L and A Esmaillzadeh (2011) Dietary diversity score is related to obesity and abdominal adiposity 
 among Iranian female youth. Public Health Nutrition, 14(1) 62-69. (51 citations  1 / month) 

Dietary Diversity Score 

DDS 
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7447 persons  
  
This was achieved with => 4 tablespoons  
of olive oil per day. This would be 4*15 = 60 ml 
or 60 g * 9 = 540 kcal per day. This would be  
25-30% of dietary calories from olive oil. 

Dietary Diversity Score 

969 citations  40 / month 
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ConclusionConclusion  

Dietary Diversity Score 

“Best buy” public health diet policy should be to reduce the % of the population  
 that has a DDS < 4 from 39.7%  to 30% by 2025  (1% / year). 
Very cost effective, implementation cost is low, and this is highly feasible. 

Hunger was reduced from 52% in 1999 to 26% in 2012 (2% / year). 
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(UN)HEALTHY DIETS – A TALE OF MISFORTUNE 

 OR COMPETING INTERESTS? 

 

Suna Kassier PhD, RD(SA) 
Dietetics and Human Nutrition 

College of Agriculture, Engineering and Science 



GLOBAL & AFRICAN PERSPECTIVES ON OBESITY 
 

•Obesity recognised as a chronic disease 
 
•Considered to be a global epidemic & one  
      starting to merge in developing countries  
 

•Globally women are more likely to be obese  than men  
 

•In Africa, women have nearly 2x the prevalence of obesity   
     than men  
     → major risk factor for NCD’s 
     → projected to account for 80% of global disease by 2020 
     → causing 70% of deaths in developing countries 
 
 
 

 
 

WHO (2013); Swinburn et al (2011);  American Dietetic Association (2009); Joubert et al (2007); 
 Goedecke et al (2006) 





PREVALENCE OF OVERWEIGHT/OBESITY  
AMONG SOUTH AFRICANS  

  

 

 

 

Shisana et al (2013), Steyn et al (2007); Goedecke et al (2006); Puoane et al (2002) 

SANHANES-1 Overweight Obese 

MEN OF ALL RACES 19.1% - 32.29% 7.6% - 15.1% 

WOMEN OF ALL RACES 22.8% - 24.9% 32.4% - 39.9% 

BOYS (2-14 years) 8.0% - 11.9% 3.8%  - 4.8%   

GIRLS (2-14 years) 14.6%  - 16.2% 5.3%  - 7.3% 

STUDY MEN WOMEN 

SADHS 1998 29% 56% 

SADHS 2002 19.4% - 36.3%  25.9% - 27.8%  



 
COMPLEXITY AND MULTIFACTORIAL ORIGIN 

Apovian (2010); IFIC (2010); American Dietetic Association (2009); Goedecke et al., (2006); Malik et al., (2006) 

    -  Did the weight follow you into the shower last night?  
   -  What about behaviour change theory?  
   -  What about choosing your parents wisely?  

•POINTS TO PONDER: 



 
MULTIFACTORIAL NATURE OF OBESITY 

      

Apovian (2010); IFIC (2010); ADA (2009); Goedecke et al., (2006); Malik et al., (2006), 

 

•Energy intake > energy expenditure over extended period 
 
•Many complex and diverse factors that are interrelated 
     → positive energy balance  
 
•Interaction between factors rather than a single, isolated cause 
 
•Primary cause of global obesity epidemic: 
      → environmental and behavioural changes 
 
 



 
LETS START AT THE VERY BEGINNING… 

 

 

•Ingredients a weight loss intervention should include: 

     - reasonable weight loss goals 

     - dietary change that includes a healthy eating component 

     - nutrition education 

     - increased physical activity 

     - behaviour change support  

     - psychological component  

     - location, duration and facilitators     

     - cultural sensitivity of the weight loss  

         intervention 
 

 Jkassier (2014); Jensen et al (2013); WHO (2009); Senekal et al (2008)  



 
 

DIETARY COMPOSITION 
 

 

 

 

Lysen & Israel (2012); Raynor al (2012); ADA (2009): Sacks et al (2009) 

 

•Numerous sources, including governing health authorities: 
   → reducing dietary fat and/or carbohydrate  
   → most practical way to achieve energy deficit  
 
•Sacks et al (2009): 
 
  →  comparison:  4 energy restricted diets  on obese subjects 
  →  35 - 65% CHO/ 15 - 25% protein/  20 - 40% fat  
  →  control over confounding factors:  
  →  all energy restricted diets result in meaningful  
        losses irrespective of macronutrient composition 



 
RESPONSE TO NZ POSITION STATEMENT: 
LOW-CHO, HIGH-FAT (LCHF) DEBATE  

 

•Excess energy intake from any source 

     (fat, CHO, protein, alcohol) increases body weight 

 

       → statement ignores pivotal role dietary CHO plays in 

            regulating insulin and therefore fat burning and fat storage  

            mechanism 

 

Zin et al (2014) 



WHAT ABOUT OTHER WEIGHT LOSS 
DIETS? 

Naude et al (2014) 



WHAT ABOUT OTHER WEIGHT LOSS DIETS? 
 

 

Bradley et al (2014) 

   
  Meta-analysis of weight loss among named/branded  
  weight loss diets 

 

Type of diet Branded name % Carbohydrate % Protein % Fat 

Low CHO Atkins, Cohen, South 
Beach, Zone 

≤ 40% ±30  
 

30-55 

Moderate 
macronutrients 

Biggest Loser, Jenny 
Craig, Nutrisystem, 
Volumetrics, Weight 
Watchers, LEARN  

± 55-60 ±15  
 

21≤30 

Low fat Ornish, Rosemary Conley, 
LEARN  

±60  ±10-15  
 

≤20 



WHAT ABOUT OTHER WEIGHT LOSS DIETS? 
 

 

Bradley et al (2014) 

•Differences in weight loss between individual diets minimal 
 

•Despite potential biological mechanisms explaining why some 
      popular diets should yield better results than others: 
 
      → evidence suggest that they are equally effective 
 
      → energy intake < energy output 



BODY IMAGE VERSUS ACTUAL SIZE 
 

• 16% of African women considered themselves overweight  

     → 59% were overweight/obese 

 

• 54% of White women considered themselves overweight 

     → 49% overweight/obese  

 

• HIV\AIDS stigmatisation accentuates  positive attitudes 

      towards overweight 

 

• ↑ BMI is indicator of affluence, happiness, dignity, respect, health & beauty 

       → 95% of women surveyed were overweight/obese 

       → 45% of participants were  

 

 

 

Shisana et al (2013); Matoti-Mvalo & Puoane (2011);  Steyn et al (2007); Goedecke et al (2006); Puoane et al (2006); Kruger et al.(2005);  
Puoane et al (2005); Charlton et al (2004); Puoane et al (2002); Mvo et al (1999) 



BODY IMAGE VERSUS ACTUAL SIZE 

 

•SANHANES (2013): 

       → 19.2% - 37.4% of men across all races had correct perceived 

             BMI when compared to actual BMI 

       → 32.6% - 58.4% of women across all races had correct  

            perceived BMI when  compared to actual  BMI  

       → children aged 10-14 years: 

       → lacked ability to correctly identify a “normal weight” 

       → majority selected “fat image” as ideal  

           body weight  

 
 

 

Shisana et al (2013);  



 
 

BARRIERS TO SUCCESFUL WEIGHT LOSS IN BLACK 
WOMEN: LOCAL & INTERNATIONAL PERSPECTIVES 

 
 

•Weight history during infancy, childhood and adolescence 
 

•Weight loss, history of weight cycling, weight loss goals and 
expectations 

 
•Psychological well-being 
      - depression 
      - self-esteem 
      - emotional needs 
      - dietary restraint 
      - disinhibition 
     -  perceived hunger 
     -  binge eating and Binge Eating Disorder 
 
 
 
 

Kassier (2014) 



 

 

 

 

Bronner & Boyington (2002) 

•Attrition from interventions targeting African-American women: 
     0-79%  
 
•Attrition from U.K. - based interventions including Black women: 
     6 -76.6%   

PERSPECTIVES ON ATTRITION 



 

 

 

 

Kassier (2014) 

 
•Recruitment of women via mass media, intranet and word  
     of mouth over a period of 30 months (N = 99) 
 
•Participation in a 16-week healthy weight loss intervention 
 
•High attrition to be expected, based on African-American data 
 
•Subsequent qualitative phase: 
    - focus group with intervention facilitators (Zulu dietitians) 
    - in-depth interviews with subjects and intervention completers 
    - focus groups with Zulu women who have never attempted  
      weight loss 
 
   

LOCAL PERSPECTIVES FROM URBAN 
OVERWEIGHT/OBESE WOMEN  



 

 

 

 

Kassier (2014) 

 
•→ entrance criteria BMI ≥ 27kg/m² 
     → mean BMI of participants 37.8 ± 7.527kg/m² 
 
•Perception of current weight:      
 

LOCAL PERSPECTTIVES FROM URBAN 
OVERWEIGHT/OBESE WOMEN  

Normal weight 9.5% (n=9) 

Overweight 60.0% (n=57) 

Obese 30.5% (n=29) 

•Desired weight: 27.3 ± 4.8kg/m² 
     → value confirmed by subsequent qualitative research in same  
          study   



 

 

 

 

Kassier (2014) 

 
•Overweight/obese urban Zulu women who have never attempted 
weight loss and participated in two focus groups: 

     → participants from both groups indicated that there is no  
             relationship between weight and health  
 
“… you get people who really have big bodies but are healthy  
and then you get people who are skinny but they are not healthy”. 
     
    →  participants indicated that family involvement is important 
              to facilitate weight loss: 
 
“I think it would be better if we can get into our family systems  
first because they discourage us when we try to lose weight”.   
 
     
      
 

LOCAL PERSPECTTIVES (Cont.)  



 

 

 

 

Kassier (2014) 

 
A last gem… 
 
“The diet should change for the whole family… Dr X is my family 
 doctor.  I do not even go to see him any more.  Every time we fight 
because of the weight.  Here during the  wellness day…they told 
 me that I am too fat, even if the people around me look fatter.  But  
the cholesterol that is in me is much more than the others (who 
look bigger).  So my body is full of fat but I think it is about the 
weight.  What will be left now but my bones? Because I am not so 

fat…but I have that problem (high cholesterol) so 
 I am fat inside…”  

     
      
 

LOCAL PERSPECTTIVES (Cont.)  



IN CONCLUSION… 
•Losing weight is challenging 

 

•Requires an understanding 

     → underlying emotional and cultural factors that could contribute  

          to overeating 

 

•Public health campaigns should be policy driven  

      → Social Marketing techniques required to create an awareness 

 

•Community-based & medical programmes 

 

•Focus on the cause and not the symptom 

 

 
Apovian (2010); Steyn et al., (2007) 



DISCUSSION POINT  
 

   Causes of obesity: 
 
 - Culture → eating habits, food choices 
                 → attitude towards health, weight loss, physical activity 
                 → body image & perceptions of body size 
 
-Urbanisation 
 

-Genotype and environment 
 

-Phenotype outcome 
 



DISCUSSION POINT  

 

 

IF THE CAUSES OF OBESITY ARE SO COMPLEX,   
WHY ARE WE SEARCHING FOR SIMPLE SOLUTIONS WITH  
A POOR LONG TERM OUTCOME IN TERMS OF WEIGHT 

MAINTENANCE?     
 



 
DISCUSSION POINT 

      

Berry man & Taylor (2013); Dansinger et al (2005) 

What happened to treating the 
cause as opposed to the 

symptom to improve long term 
weight loss success?  



DISCUSSION POINT 
 

 
•Irrespective of the scientific evidence presented, 
what about soaring food prices, the fact that a 
low carbohydrate is expensive to follow and that 
many South Africans are overweight/obese as a 
result of poverty and not affluence?    



THE WAY FORWARD… 

• guideline 

 

Kassier (2014) 

















IS THE LOW FAT DIET THE WORST 
DIETARY ADVICE IN HISTORY? 
March  24th  2015   •   Human Sciences Research Council    •   Pretoria 

Professor TD Noakes  OMS, MBChB, MD, DSc, PhD (hc), FACSM, (hon) FFSEM (UK)  
Emeritus Professor 
University of Cape Town and 
Sports Science Institute of South Africa 
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CHOLESTEROL AND CORONARY HEART DISEASE: 
THE INTERNAL COHERENCE CRITERION OF BRADFORD HILL 

Death rates from heart disease in the US have been falling since at least 1968  

Fat intake has not changed in US over last 100 years (other than increase in polyunsaturated fats) 

No evidence that humans who develop heart disease eat more fat than those without heart disease 

No known metabolic pathway by which increased saturated fat in the diet raises blood LDL-cholesterol 
concentrations and “clogs” the arteries 

No evidence from population studies that those with higher LDL-cholesterol values eat more fat 

No evidence from at least 3 major RCTs that reducing fat in the diet improves outcome 










