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This issue discusses work closely related to nutritional 
research. The piece on red meat is a classic example. 
New guidelines are proposing that processed and 
unprocessed red meat are now OK to eat at current 
levels. It represents another flip-flop although needless to 
say, not everyone agrees. The study is published in a 
highly respected journal. It immediately got the backs up 

among advocates of limiting unprocessed red meat and eating no processed 
meat at all. Headlines appeared like “Totally bizarre!—nutritionists see red 
over downplaying the health risks of red meat.” The main issue with 
processed red meat is the presence of added nitrates needed for curing 
which can be converted into a known carcinogen. In fact, a new marketing 
gimmick for processed meat is to say “no added nitrates” and then disguise 
the addition of nitrates by saying celery powder on the label, a natural product 
rich in nitrate. In fact, it is commonly used even if there is no intent at 
deception.  
 
The new suggested red meat guidelines are based on several just published 
systematic reviews which attempt to screen the relevant literature and identify 
only the most credible studies and results. Screening was for not only poor 
design or analysis but also bias, an extraordinarily serious issue in this 
context because of the huge financial interests involved. When this was done, 
most studies failed the test and even the remaining ones yielded results of 
low credibility. Nevertheless, they were systematically analyzed to provide the 
controversial results. Quality, credibility, and lack of bias were determined by 
techniques currently in common use.  
 
Aside from the results, there are very disturbing implications one can derive 
from this work. Nutritional research appears to have systemic problems that 
have not been solved. Note how common flip-flops are. Two high profile 
examples:  dietary cholesterol is very bad and then it is OK. Same with 
saturated fat which we were told dangerously raised bad cholesterol. Note 
also that there is far from universal agreement concerning whether or not LDL 
is indeed bad. These two examples are chosen because they are so deeply 
ingrained in the thinking of nutritionists and physicians that “low in saturated 
fat” continues to be regularly used in food promotions and dietary guidelines. 
Everybody has been told this for so many decades that it becomes a 
permanent belief.  
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Getting back to nutritional research, the problems are profound. Humans are 
both incredibly complex and highly variable, are hard to get to adhere to a 
certain dietary pattern, may have poor dietary recall, and have confounding 
comorbidities, lifestyles, residential environment and genetics. If a study is 
looking at increased or decreased risk of some chronic condition, then 5 to 20 
years follow-up are needed since many important conditions develop slowly. 
Some researchers are avoiding the high cost of studies by going to data 
banks to derive baseline participant characteristics and then other databases 
to determine the incidence of events associated with the study endpoints 
(heart attack, cancer etc.) It has become trivial to follow-up 10-20 years, 
blissfully ignoring what can’t be known, the multiplicity of changes in the 
subjects and the food they eat which is unknown. When the decrease in 
some macronutrient is being studied, there is the possibility of great variation 
in what makes up the calorie deficit.  
 
Then there is also the possibility of biased statistical analysis, especially if 
meta-analysis is used. Modern statistical programs allow the testing of a vast 
number of variations with instant view of the impact on results. There are 
many studies that find a strong correlation between industry vs. private (also 
governmental) support of studies that yield results favorable to the industry 
sponsor. It is a huge effect which tends to destroy confidence. Moreover, flip-
flops diminish public confidence. The frequent absence of absolute results 
and the big play or deceptive relative risk reductions or benefits is more and 
more common. There is a growing crisis of confidence which would be even 
greater if the flip-flops were more generally recognized among the general 
public.  
 
Wishing you and your family good health, 
 

William R. Ware, PhD, Editor 
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RED MEAT AND PROCESSED MEAT—NOW CLAIMED SAFE WITH 
VERY SMALL HEALTH RISK 

 
It is widely believed among nutritional scientists that red and especially processed meat 
is bad for your health. Similar hypotheses conclude that eggs are bad, saturated fat is 
bad, and fat in general is bad, all of which have been apparently successfully 
challenged and may be deemed falsified. Four studies published in the past month plus 
two earlier studies challenge the hypothesis that red and processed meat carries any 
significant risk. These are summarized in the editorial1 accompanying the October 1 
bombshell which presents guidelines that adopt this new view which was just published 
in the Annals of Internal Medicine.2  (Note: Full text free with pdf upon registration). 
Outrage from the believers in the conventional wisdom could be heard around the 
world, a natural reaction to a flip-flop of this magnitude. Dire predictions of a health 
disaster were launched in popular medical news services. So what is going on? Is this 
just the natural evolution of a particular field of nutritional research where the challenges 
are so great that flip-flops appear to be the rule rather than the exception? 
 
The new guidelines were developed based on 4 parallel systematic reviews focused on 
randomized and observational (follow-up cohort) studies) briefly reviewed in the above 
cited editorial. Methods used were based on the NutriRECS recommendations which 
included what is called (GRADE3), a method for grading studies to determine the 
probability of certainty one can have in the results. Briefly, the four studies were as 
follows: 
 

     A meta-analysis of cohort studies that included all-cause mortality, 

cardiometabolic outcomes and cancer incidence and mortality. Dietary patterns 

including meat consumption were found to perhaps result in small differences in 

outcomes over long periods. 

     Another meta-analysis of cohort studies looked at how reductions in red and 

processed meat might affect cancer incidence and mortality. The possible impact 

found was very small. 

     Another meta-analysis looked specifically at meat consumption and all-case 

mortality and cardiometabolic outcomes. Only a very small link was found.  

     A fourth study examined randomized controlled trials that compared diets 

containing differing amounts of red meat over at least 6 months. Of 12 studies 

found, one was the Woman’s Health Initiative involving 49,000 women. Major 

cardiometabolic outcomes or cancer incidence were either little influenced or 

there was no effect at all. 

 
The researchers regarded this set of studies superior to the studies on which current 
guidelines are based, especially in terms of design to minimize confounding and failure 
to report absolute results. In addition, there was only limited acknowledgment of 
conflicts of interest nor were issues such as adherence to the study design adequately 
monitored or trustworthy.   
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The absolute benefits (event reduction) on the basis of a meat intake reduction of 3 
servings per week normalized to lasting either 10.8 years or a lifetime were based on 
the recent studies1 and were used as the basis of the analysis. Causal inference 
assessment was based on summary evidence for statistically significant effects of red 
meat. Data is from supplementary tables in reference 2. 
 

Decrease in adverse events associated with reduced intake of red meat and 
processed meat 

 

                                          Absolute Event Decrease, % 

Observed Outcome Unprocessed Processed Period, years 

Cardiovascular mortality 0.4 0.4 10.8 

Cardiovascular disease 0.3 0.2 10.8 

Fatal and non-fatal MI* 0.3 0.2 10.8 

Fatal and non-fatal stroke 0.1 0.1 10.8 

Type 2 diabetes 0.6 1.2 10.8 

Overall cancer mortality 0.7 0.8 lifetime 

 
*myocardial infarction (heart attack). 

 
Results were also provided for one randomized controlled trial which did not 
differentiate between red and processed meat. Similar low event decreases were found. 
 
For perspective, an absolute event decrease of 0.1% is equivalent to a number needed 
to participate in the intervention (Number Needed to Treat) of 1000 for almost 11years 
to prevent one stroke. Alternatively, 99.9% did not decrease their risk of stroke by 
decreasing either unprocessed or processed red meat consumption over almost 11 
years. 
 
Add to this the assessment that certainty of the evidence ranged from low to very low 
and the notion that a minor reduction in the intake of red and processed meats will 
result in a significant reduced risk of adverse health effects is seen to be clearly 
exaggerated. The finding that a relatively minor reduction in meat consumption has little 
effect on adverse events does not mean that total elimination of meat would not have 
significant benefits and it certainly should not be interpreted to mean that unlimited meat 
consumption is OK.   
 
It is clear that the authors were not at all sure that their conclusions had a great deal of 
merit.  Here are the “Plain Language Summaries” from the supplementary material upon 
which they based their conclusions: 
 

    “Reduction of red meat may have little or no effect on cardiovascular disease” 

    “We are uncertain of the effects of red meat on non-fatal myocardial infarction” 

    “We are uncertain of the effects of red meat on stroke (fatal or non-fatal)” 

    “Reduction of red meat may have little or no effect on Type II diabetes” 
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The authors caution that they have ignored environmental and animal rights, factors that 
could have an influence on the decision to not eat meat. Their point is that the issue 
does not appear to be directly health related. Furthermore, such small absolute benefits 
from reducing meat consumption would hardly seem to have a large effect on the 
environment from fewer animals being raised for this purpose. 
 

 NOTE: 
Only two of the authors reported conflicts of interest. Surprisingly, the lead author, 
Dr. Johnston of Dalhousie University, did not report any conflict. It is of interest that 
Dr. Johnston is also listed as co-author (possibly lead author) of six of the articles 
quoted in the editorial (1).  Dr. Johnston is well known for his association with 
International Life Sciences Institute - a front group for the food industry. [Vancouver 
Sun, “Author of study on red meat responds to critique of his previous ties to meat 
industry”, October 7, 2019] 
 
Furthermore, the study quoted in reference 4 was funded by the Norwegian Egg 
and Meat Marketing Board. 

 
Some readers will find the conclusions regarding processed meats particularly difficult 
to accept. The risks of processed meat have been promoted extensively and widely 
believed on the basis of many studies. The search term processed meat brings up 173 
articles with PubMed (the Google of medicine) when the filter is title and humans. 
 
A just published (PLOS ONE)4 examination of the risk issue for chronic disease 
mortality and morbidity employed essentially the same study quality screening protocol 
as the studies we have been discussing above. The authors selected 22 systematic 
reviews from over 100 based upon quality of the underlying studies to be included. They 
examined both mortality and incidence risk of type 2 diabetes, cardiovascular disease, 
and each of the different cancer types. The positive results reported in many of the 
studies could not be accepted since it was found that the overall certainty of the 
evidence was very low across all individual outcomes. This was due to the risk of bias 
and the imprecision of the data. This is the same situation reported above which 
included stratification for red and processed meat. However, it was done by a different 
group of researchers funded by the Norwegian Egg and Meat Marketing Board. 
 
The comments from Harvard (T.H. Chan School of Public health) posted under The 
Nutrition Source are of interest. Aside from challenging the new guidelines as contrary 
to a large body of evidence showing the risks of red meat, they attempt to put their 
viewpoint in the best light by what appears to be cherry picking from the tables in the 
supplementary material in the above studies.  In particular they focus only on the dietary 
pattern data from large cohorts with moderate reduction in red and processed meat. 
They use relative risk lowering and extract from the tables: Total mortality 13% 
(absolute risk reduction, i.e. ARR 1.5%), cardiovascular mortality reduction 14% (ARR 
0.6%), cancer mortality 11% (ARR 1.2%) and type 2 diabetes 24% (ARR 0.6%). Their 
discussion does not mention the ARRs from the same tables (same data set) from 
which the relative risk reductions for more significant dietary measures were used. Also 
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the ARRs are similar to those in the above table. In addition, adherence to dietary 
patterns is quite different than the analysis based on dietary reductions of 3 servings per 
week, on which most of the results are based. 
 
The point is that here we have the apparent benefit enhancement by using relative risk 
to justify he statement “These risk reductions are substantial at both individual and 
population level.” They do not mention the guideline authors’ observation that the 
absolute risk reductions are very low. To get such larger relative risk reductions they 
had to select only the diet pattern data, since throughout most of the supplementary 
tables, relative risk reductions were less than 10% and for example, in the stratification 
by cancer type, most were not statistically significant. In addition, for the categories 
where the cited relative risks were cited in the critical piece, the certainty of evidence 
was ranked very low based on the GRADE method.  
 
The conflicting evidence reflects the serious problem in nutritional studies. If one uses 
high standards for methodology and the absence of bias, very few studies survive and 
when systematically reviewed may present a completely different picture than that 
obtained from ignoring these shortcomings or not insisting on higher quality. Outcomes 
of the greatest interest such as all-cause mortality or overall mortality or specific chronic 
diseases involve investigating adverse health conditions that may take 10-20 years to 
develop, and yet repeated follow-up of such periods is problematic. Note that systematic 
reviews are not meta-analyses but reviews which allow the estimate of the range of 
benefit or risk. In meta-analysis, studies must be weighted prior to the mathematical 
analysis of the pooled results. It is not uncommon for the removal on one study from the 
pool to change the final result from positive to negative or vice versa.  
 
This latest red meat paper casts down the gauntlet. Both sides will probably be inflexible 
and stand by the study results they favor. However, the results should be presented as 
absolute risk and comparisons adjusted to the same time period. Studies should be 
judged by the same methods for certainty of evidence. According to this new guidelines 
paper, the evidence on which conflicting guidelines were based does not generally 
include absolute results. It is clear from the above discussion that the two conflicting 
sides will be arguing in different languages, one potentially quite deceptive. 
 

 

BARIATRIC SURGERY VS. THE NEWCASTLE DIET FOR PUTTING 
TYPE 2 DIABETES IN REMISSION 

 
Type 2 diabetics have a decreased life expectancy and a high risk of adverse events 
including cardiovascular events compared to non-diabetics. However, diabetes cannot 
be considered as an immediate cause of death. Diabetes appears to cause changes 
and damage over many years which lead to various system dysfunctions, and 
eventually one of these produces a fatal event such as a heart attack. However, 
presumably the death certificate indicates heart attack – not diabetes. Nor does 
conventional management target the cause of progressive pancreatic beta cell 
dysfunction and resultant poor response to high blood glucose signaling to produce 
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more insulin. As will be discussed below, reversal of the beta cell damage and 
restoration of normal response is possible early in the disease, but after about 10 years 
it appears to be unlikely that normal beta cells can be regenerated by dietary 
intervention.  
 
An exception for mortality directly caused by diabetes is a coma caused by severe low 
blood glucose (hypoglycemia) which may go untreated because it is not observed, e.g. 
at night. In fact, dogs are now trained to pick up severe hypoglycemia from a 
characteristic odor of the breath and provide an early warning so the patient can be 
awakened and alerted. Presumably if this occurs, the dog also raises an alarm which 
may be heard by family members.  
 
The point of all of this is that managing blood glucose in diabetics is managing a 
marker, and while doing so may slow down progression, it does not solve the problem 
of the slowly developing set of dysfunctions nor remove the cause of the dysfunction of 
the metabolism of glucose. A simple-minded view is that what to do is get rid of the 
diabetes entirely and hope that this is done in time to significantly prevent or reverse the 
damage. Tell your doctor, “I want my diabetes cured” and you may be surprised by a 
the fact that only two cures exist, one now officially sanctioned (bariatric surgery) and 
one that is being almost totally ignored, severe calorie restriction for a few weeks, which 
is not recognized and is not a sanctioned therapy. Most physicians are unaware of the 
dietary approach, and bariatric surgery is officially condoned only for select very obese 
patients.  
 
The presence of diabetes implies dysfunction of the pancreatic beta cells which produce 
insulin. One theory is that this is caused by the accumulation of fat in the liver.  In 
addition some of this fat as triglycerides is exported and ends up in the pancreas where 
it progressively lowers the number of beta cells that are functional. The result is 
elevated circulating glucose called hyperglycemia leading to the diagnosis of diabetes.5  
 
Drugs that lower blood glucose do not directly impact what is causing beta cell 
dysfunction which is related to liver fat accumulation related to consuming more calories 
than used and being in the fat-storage mode. The connection between diabetes and 
atherosclerotic cardiovascular disease is complex.6,7 Hyperglycemia has a direct effect 
on the cells and structure of the arterial walls and  initiate the cascade of events leading 
to arterial plaque burden, rupture and heart attacks as well as other adverse vascular 
events and processes, both macro and micro in nature. Inflammation also plays a key 
role in the adverse outcomes of having progressive type 2 diabetes.7 This is of course a 
simplification intended only to tie diabetes to cardiovascular disease. Furthermore, 
diabetes management includes as a very important goal reducing the risk of 
cardiovascular events. This is the focus of this IHN article.  
 
The principal rationale for so-called management of type 2 diabetes, mostly with oral 
drugs or insulin, is the prevention of serious adverse events and mortality, the risk of 
which is significantly elevated in the presence of the disease. In terms of benefit, the 
absolute results seem quite disappointing. As discussed the July-August 2019 issue of 



International Health News                                     November 2019                                                    Page 8  

IHN, four recently introduced and very expensive new oral drugs had a range of 
absolute risk reduction for adverse cardiovascular events ranging from 1.7% to 2.3% 
over a range of trial durations of 2.2 to 3.8 years. The outcomes were heart attack, 
stroke, or severe and potentially fatal hypoglycemia. These results described are 
consistent with a recent French study. The results were published in Diabetes and 
Metabolism and concluded that HbA1c decreases were not significantly associated with 
the main study outcomes, total and cardiovascular mortality.8 In addition, they were also 
not associated with any secondary endpoints such as heart attack, stroke, or severe 
hypoglycemia, the latter being potentially fatal. The absence of an association between 
HbA1c lowering and a decrease in adverse clinical outcomes allows the serous 
questioning of its wide use as a surrogate outcome in trials examining complications of 
T2DM. Nevertheless, demonstrating significant lowering of HbA1c is key to regulatory 
approval of new drugs. 
 
It has been known for some years that bariatric surgery can result in a cure of diabetes, 
i.e. a return to normal glucose metabolism. Immediately after the surgery there is sharp 
drop in weight followed by a continued decrease, typically reaching 15-25 kg. At the end 
of a year it is common to find that the markers of diabetes, i.e. the HbA1c, fasting blood 
glucose and the test for post-meal glucose metabolism—the 2-hr glucose tolerance test, 
indicate the absence of diabetes or merely borderline prediabetes. Nevertheless, this 
was not the reason for the surgery. 
 
In sharp contrast, the Newcastle Diet approach pioneered by Professor Roy Taylor’s 
group accomplishes this remission in 8 weeks of a very low calorie diet (approximately 
700 calories a day). This diet has been discussed repeatedly in IHN since early results 
were published in 2011. An update was provided in the October 2019 issue. However, 
the studies from Taylor’s group have not as yet examined and published the results of 
the change in risk of the adverse effects associated with the regression to normal 
glucose metabolism. This is not the case for bariatric surgery since it has a much longer 
history and a large number of treated individuals, both of which rendered such studies 
feasible.    
 
In this context, a randomized, controlled study just published concerning the long-term 
benefits of bariatric surgery on cardiovascular outcomes for type 2 diabetics appears 
highly encouagng.9  While there have been a few observational (follow-up) studies that 
found significant decreases in the presence of diabetes, there have up until now been 
no studies like the one now to be discussed. The data was from patients in the US 
Cleveland Clinic system, and involved 2287 patients with diabetes who underwent any 
of several types of bariatric surgery between 1988 and 2017. These were matched 1:5 
to nonsurgical diabetes patients as controls.  The results provided in the table below 
stand in sharp contrast with the similar benefits discussed above from drug or insulin 
treatment. Follow-up was 8 years.  
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Outcomes after bariatric surgery involving patients with type 2 diabetes 
 

Clinical Outcomes 8-Year Absolute Risk 
Reduction vs. Controls, % 

8-Year Cumulative 
Incidence, Controls vs. 
Surgery, % Difference 

Primary end point 17 48 to 31 

Secondary end point 11 27 to 17 

All-cause mortality 8 18 to 10 

Coronary artery disease 8 12 to 8 

Heart failure 13 19 to 7 

Neuropathy 11 16 to 6 

 
NOTE: Primary endpoint: First occurrence of coronary events, heart failure, 
atrial fibrillation, neuropathy, and all-cause mortality. Secondary endpoint: 
All-cause mortality, heart attack (MI) and ischemic (clot) stroke.  

 
The researchers also followed the time course of a number of important parameters.  
These were as follows.  
 

     Maximum mean weight loss was about 28% and occurred at about year 1. It 

then fluctuated and at year 8 was about 24%. 

     Mean HbA1c decreased from 7% to 5.7% at year one (the minimum) and then 

fluctuated around 6.5% over the next 7 years. A value of > 6.5 is considered the 

threshold for the diagnosis of type 2 diabetes.  

    About 65% of the subjects were on one or more oral diabetes medications and 

34% were on insulin at the study start. At year 1 use of non-insulin drugs 

dropped to 30% and then slowly increased to near 40%. Insulin use decreased 

only to about 2% and then increased to near the preoperative level.  

     No data appears to have been collected regarding duration of the diabetes at the 

time of surgery. But the number on insulin suggests the cohort included a 

significant number of individuals with long term disease. This would explain the 

high percentage remaining on insulin.  

 
The profound effect on the presence of diabetes is that by year 1, HbA1c dropped into 
the non-diabetic range and at year 2 and beyond, the marker fluctuated around 6.5%, 
the threshold for diabetes diagnosis. The control group maintained an almost constant 
HbA1c over 8 years. Over the 8 years, the controls decreased non-insulin drugs and 
increased insulin use. The continued need for drugs or insulin perhaps suggest that a 
significant portion of the subjects had only partial recovery of beta cell function. Whether 
this is due to a long duration of diabetes prior to surgery for some subjects appears 
unknown since it was not a characteristic used in stratification.  
 
Professor Roy Taylor’s group has also looked in some detail at pathophysiological and 
other changes in a cohort of approximately 90 type 2 diabetics who had bariatric 
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surgery.10 This study was based on observations on patients undergoing surgery at a 
Bariatric center in the UK. 
 

     Achieving remission depended on duration of diabetes. Some success was 

noted even for > 8 years which was taken as long term. Short-term duration was 

< 4 and medium 4-8 years. 

     Baseline HbA1c in Taylor’s study was 7.4% to 7.8%. 

     Achieving normal glycemic postoperative HbA1c of ≤ 6.1% was rare if duration 

was greater than 8 years (long term) and weight loss < 25 kg. HbA1c levels were 

closely correlated with weight loss (R = .53).  

     Normal glycaemia can be achieved in long duration diabetics but a greater 

weight loss is required than for short-term individuals. 

     Most patients received Roux-en-Y gastric bypass surgery, the most radical 

approach.  

     Most patients remained on reduced doses of diabetic drugs or insulin. 

The problem with the bariatric cure is that is restricted to the significantly or morbidly 
obese, although thresholds of eligibility in a few jurisdictions are lower. The approach 
does not appear to totally restore beta cell function, and the problem is greater the 
longer the disease duration. The common use of medication and insulin after surgery is 
probably dictated by maintaining normal glycaemia.  This suggests that the primary 
cause has been attenuated but not eliminated and suggests that phase 1 insulin 
response is only partially restored. However, the result is a dramatic reduction in the 
incidence of the diabetes promoted diseases, especially cardiovascular, which has been 
the goal of conventional management but when event endpoints are at issue, has never 
been achieved definitively and with such a high level of success. The surgery can have 
serious adverse events as mentioned above. 
 
There are many similarities between the bariatric approach and the Newcastle diet 
approach. The large weight loss is rapid as are the favorable changes in HbA1c as is 
the return to satisfactory glucose metabolism. The subjects in the Newcastle diet trials 
stopped all diabetes medications at the start, and if normal glycaemia was restored, did 
not resume them. However, in contrast to what is known from the Taylor studies of the 
Newcastle diet subjects, studies of liver and pancreatic fat changes and the extent of 
restoration of phase 1 insulin secretion does not appear to have been examined in 
detail for bariatric surgical cases. Thus stronger arguments can be made that the 
Newcastle diet is addressing the fundamental problem causing the metabolic 
dysfunction than can be made for the bariatric approach. The severe dietary restriction 
of calories in the Newcastle diet does not appear to carry other than trivial risks, is non-
invasive, renders diabetic medications or insulin unnecessary, and can be self-managed 
or done with the help of a family physician. Limited anecdotal evidence suggests that 
the actual composition of the diet is not important.11 Individuals reporting the results of 
trying the diet after hearing about its success had similar results as those in the clinical 
trial but half did not use the liquid meal based clinical trial protocol. The ideal dietary 
characteristics appear to be unknown and at such low calorie intake may not matter. It 
is important that anyone trying the diet obtains medical advice and follow-up on 
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management of discontinuation of diabetic medications.  Anecdotal evidence also 
suggests one should expect resistance to medication discontinuation. In the clinical 
trials by the Taylor group, all medications were stopped at the beginning of calorie 
restriction. 
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