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Abstract
Objective: To describe characteristics of self-identified popular diet followers and
compare mean BMI across these diets, stratified by time following diet.
Design: Cross-sectional, web-based survey administered in 2015.
Setting: Non-localised, international survey.
Participants: Self-selected followers of popular diets (n 9019) were recruited to
the survey via social media and email announcements by diet community leaders,
categorised into eight major diet groups.
Results: General linear models were used to compare mean BMI among (1) short-
term (<1 year) and long-term (≥1 year) followers within diet groups and (2) those
identifying as ‘try to eat healthy’ (TTEH) to all other diet groups, stratified by time
following the specific diet. Participants were 82 % female, 93 % White and 96 %
non-Hispanic. Geometric mean BMI was lower (P< 0·05 for all) among longer-
term followers (≥1 year) of whole food, plant-based (WFPB), vegan, whole food
and low-carb diets compared with shorter-term followers. Among those following
their diet for 1–5 years (n 4067), geometricmean BMI (kg/m2)were lower (P< 0·05
for all) for all groups compared with TTEH (26·4 kg/m2): WFPB (23·2 kg/m2),
vegan (23·5 kg/m2), Paleo (24·6 kg/m2), vegetarian (25·0 kg/m2), whole food
(24·6 kg/m2), Weston A. Price (23·5 kg/m2) and low-carb (24·7 kg/m2).
Conclusion: Our findings suggest that BMI is lower among individuals who made
active decisions to adhere to a specific diet, particularly more plant-based diets
and/or diets limiting highly processed foods, compared with those who simply
TTEH. BMI is also lower among individuals who follow intentional eating plans
for longer time periods.
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A growing segment of the public identifies as following a
specific popular diet for a variety of reasons, including to
improve health, prevent chronic disease or lose weight(1,2).
A popular diet can be defined as a dietary pattern promoted
through cookbooks, diet books or popular media cover-
age, as opposed to a researcher-generated dietary pattern

such as the Dietary Approaches to Stop Hypertension
(DASH) diet(3). Data from specialised retail food prod-
ucts(4), Google keyword search activity (see Appendix
1)(5) and certain consumer surveys(6,7) confirm there is
ongoing interest in particular diets. These diets include
vegan/vegetarian, Paleo, low-carb and a variety of ‘whole
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food’ diets focused on avoiding highly processed foods.
Although many popular diets differ in some respects, most
share a common emphasis on eating practices generally
associated with better health outcomes, including eating
more fruits, vegetables(8) and whole grains(9), and limiting
refined grains(10) and foods high in added sugar(11). Dietary
guidelines recommend moving towards a more unrefined,
plant-based diet given that the majority of adult Americans
have intakes below the recommended goals for vegetables
(87 %), fruits (75 %) andwhole grains (92 %), while exceed-
ing the recommendations for added sugars (70 %), satu-
rated fat (71 %) and Na (89 %)(12).

A variety of eating patterns have been reported to be
beneficial for weight loss and reduced cardiometabolic
risk, including plant-based(13), Mediterranean(14), vegan/
vegetarian(15), Paleo(16), low-carb(17) or gluten-free(18).
Given the high prevalence of overweight and obesity
associated with typical US dietary intake patterns(19,20),
studying individuals who report long-term adherence to
diets lower in refined foods, higher in fibre and containing
more fruits and vegetables can provide important exam-
ples of lifestyle choices that may support higher dietary
quality or healthier weight. However, to date, no observa-
tional study has captured data from individuals who self-
report adhering to a variety of popular diets and examined
the association of these diets with BMI. Such data are
relevant for dietitians and other health professionals
who may encounter patients who either follow a specific
popular diet or are interested in trying such diets to make
specific dietary changes to achieve weight loss. Moreover,
as interest in these diets for weight loss is encouraged
by the popular media, health professionals should be pre-
pared to engage in evidence-based discussion on such
specific eating patterns.

The present study uses data from the Adhering to
Dietary Approaches for Personal Taste (ADAPT) Feasibility
Survey (FS) to examine the relationship between adher-
ence to popular diet patterns and BMI. The first objective
was to describe characteristics of self-identified popular
diet followers, and the second objective was to compare
mean BMI values across these diets, stratified by time fol-
lowing diet. Our hypothesis was that diet followers who
identified as following a particular diet would have a lower
BMI compared with those reporting that they ‘try to eat
healthy’ (TTEH), and BMI would be lower among those
participants reporting following their particular diet for a
longer time period.

Materials and methods

As described in our previously published methodology
paper(21), the ADAPT FS was a brief, web-based, cross-
sectional survey designed to recruit self-identified popular
diet followers and capture certain demographic and
lifestyle characteristics. The study sample included

self-selected individuals ≥18 years who encountered a
study invitation through social media posts and newsletters
shared by public figures promoting specific popular diets
who acted as study recruitment partners. Participants
answered yes to two screening questions ‘Are you at least
18?’ and ‘Do you agree to participate’. Answering ‘yes’ to
these two questions were the only requirements for partici-
pation. We provided the recruitment partners with text
to share via social media, as previously described(21).
Enrolment was open for 8 weeks (14 July 2015–14
September 2015), with an active recruitment period of
6 weeks (14 July 2015–31 August 2015). The study was
administered out of the Jean Mayer USDA Human
Nutrition Research Center on Aging at Tufts University
located in Boston, Massachusetts. The Checklist for
Reporting Results of Internet E-Surveys (CHERRIES) was
used to guide the survey design and administration(22).

Data captured
In total, 9726 individuals responded to the survey. Of these,
9582 (98 %) provided complete data on age, sex, race and
Hispanic ethnicity and indicated they followed a specific
diet. The general principles of the self-reported diets are
described in Table 1. Participants self-identified their
current diet by responding to the question described
in Fig. 1. The list of popular diet answer choices was based
on our knowledge of the field and on recent Google Trends
data (see online supplementary material, Supplemental
Table 1) to track online search activity patterns with respect
to a broad range of popular diets(21). The term ‘TTEH’ was
offered as a choice for those interested in healthy eating but
who did not identify as following a specific diet(21).
Individuals who selected the ‘no particular diet’ (n 126)
and ‘unknown/prefer not to answer’ (n 46) options, or
who selected ‘other’ andwere coded as ‘avoidance &medi-
cal diet’ (n 352) or ‘weight loss or athletic diets’ (n 39) con-
stituted less than 4 % (n 563) of the total sample and were
excluded from analysis due to lack of specificity and/or
limited sample size. The resulting sample size was 9019
participants for the characterisation of followers of popular
diets (Objective 1). Due to missing (n 445) or implausible
(n 340) height or weight data, or missing data for time on
diet (n 8), the final sample size for the comparison of
BMI across diets and by length of adherence to the specific
diet (Objective 2) was 8226 participants. The characteristics
of the restricted sample were similar to the original sample
(data not shown).

Height and weight values within the 1–99 percentiles of
data generated by sex for the National Health and Nutrition
Examination Survey 2011–2014 were considered plausible
in our sample(23). Weight status was defined using the
Center for Disease Control’s cut-points for normal, over-
weight and obese based on BMI(24).

Diet groups were combined based on self-identification
and/or similarity of included/excluded or avoided foods,
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Table 1 Basic principles of diet groups captured in the Adhering to Dietary Approaches for Personal Taste (ADAPT) Feasibility Survey

Self-identified diet* Reduces or eliminates Does include

Try to eat healthy (TTEH) No external practices/guidelines exist for this
group, respondents who selected this diet might
mean a variety of different eating patterns

Whole food, plant-based
(WFPB)

All meat (red, poultry, fish), dairy, processed
food, added sugar, added oil, added/high
salt

Whole grains, fruits, vegetables, legumes, nuts
and seeds

Vegan and raw vegan (vegan) All meat (red, poultry, fish) and dairy
Raw vegans avoid cooked food

Whole grains, fruits, vegetables, legumes, nuts
and seeds. Some vegans avoid processed food,
some eat a lot of it

Raw vegan emphasises raw vegetables, fruits,
nuts and seeds, soaked grains

Paleo Grains, dairy, legumes and processed foods Meat, fish, vegetables, some fruits, nuts/seeds
Vegetarian and pescatarian
(vegetarian)

Meat, including red meat, poultry and usually
fish

Whole grains, fruits, vegetables, legumes, nuts
and seeds. Does not ‘emphasise’, but many
vegetarians do eat processed foods. Some
people may or may not eat eggs and cheese.
Pescatarians include fish

Whole food (combined from
those who selected ‘whole
food’, ‘Mediterranean’ and
‘locavore/local diet’)

Processed foods Meat, dairy, fish, whole grains, fruits, vegetables,
legumes, nuts and seeds

Weston A. Price (WAP) diet Processed foods, industrial oils, pasteurised
dairy, conventionally raised animal products

Meat (emphasises pasture-raised and includes
organ meat, skin, bones, etc.), fish with skin,
non-pasteurised, full-fat dairy (especially butter),
egg with yolks, vegetables cooked with butter,
fruits raw or cooked with added fat, whole
grains, legumes, nuts, bone broth

Low-carb Flour, sugar, refined grains, limited fruit,
starchy vegetables

Meat, dairy, vegetables and some fruit, nuts/seeds.
Whole grains and starchy vegetables may be
limited (a variety of different low-carb
approaches may be captured in this group)

*In addition to the food summarised in this table, many of these diet groups also make specific supplement recommendations.

No particular diet / I haven't followed any diet
No particular diet, but I have tried to eat healthy
Mediterranean-type diet
Paleolithic-type diet
Vegan diet
Raw vegan diet
Vegetarian diet
Pescatarian diet
Gluten-free diet
Whole food diet
Whole food, plant-based diet
Locavore / local food diet
Weston A. Price diet
High-protein diet
Low-carb diet
Low-fat diet
Dairy-free
Doctor/practitioner recommended (diabetic sugar-free diet, DASH, NCEP, low-calorie, orother) ____________________
Other diet (the diet I have followed is not listed here) ____________________
Prefer not to answer 

Imagine that you were chatting casually about your diet with someone you met in anelevator. Would you use any of the 
following terms to describe what you typically eat? It's okay if your diet doesn't 100% match what these diets are 'supposed 
to be.'Please choose the onethat best matches what you would say, or 'Other diet' if you follow a diet that is not listed here
(you can give your own description in the space provided):

Fig. 1 Current diet captured in the Adhering to Dietary Approaches for Personal Taste (ADAPT) Feasibility Survey
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specifically fruits and vegetables, whole grains, animal
food v. plant food, dairy, meat and refined foods. In addi-
tion, similar dietary groups with small numbers were col-
lapsed into larger groups(21). For example, respondents
who selected the diet choice ‘low-fat’ (n 25) were com-
bined with the larger group ‘TTEH’. The final categories
were as follows: whole food, plant-based (WFPB)
(n 2344; 26 %), vegan (including raw vegan) (n 1763;
20 %), Paleo (n 1326; 15 %), TTEH (n 1048; 12 %), vegetar-
ian and pescatarian (n 883; 10 %), whole food (including
Mediterranean and ‘locavore’) (n 754; 8 %), Weston
A. Price (WAP) (n 493; 5 %) and low-carb (n 408; 4 %).
Those who selected TTEH were presented with a
follow-up question asking which dietary behaviours they
practice to ‘try to eat healthy’, and participants could select
multiple dietary behaviours (see online supplementary
material, Supplemental Fig. 1). Time following each diet
was collapsed into four categories: <6 months, 6 months–
1 year, 1–5 years, >5 years, as well as a dichotomous
grouping of <1 year or ≥1 year.

Demographic and descriptive health data captured
included gender, age (seven categories 18–24, 25–34,
35–44, 45–54, 55–64, 65–74 and 75þ years), height (feet
and inches), weight (lbs), race (White, Black or African
American, American Indian or Alaska Native, Asian,
Native Hawaiian or Other Pacific Islander and Other multi-
racial), ethnicity (Hispanic/non-Hispanic), ever diagnosed
with a variety of health conditions (y/n), currently diag-
nosed as overweight or obese (y/n), US residency (y/n)
and, if applicable, US-based zip code. Age categories were
collapsed for analysis into 18–34, 35–54 and 55þ years.

In addition to self-identifying their diet, participants
were asked about dietary practices and lifestyle habits,
including supplement use, past diet and how long they
had followed their current diet. Specific supplements con-
sumed were asked as a follow-up question for those who
answered ‘yes’ to taking any supplements. Not asked were
which specific single-nutrient or multi-nutrient supple-
ments were taken. No data on prescription diet pills or
other medications were collected.

Physical activity data were available on a subgroup of
participants (n 3352 participants) who completed the
International Physical Activity Questionnaire short form(25),
which was an optional fill-in questionnaire. The sample
size was further reduced to 3114 by restricting to those with
valid BMI data. A continuous score of Metabolic-Equivalent
(MET) minutes per week as well as categorical variables for
low, moderate and high activity were generated according
to International Physical Activity Questionnaire protocol.

Statistical methods
SAS statistical software (Version 9.4; SAS Institute) was used
for all analyses. Descriptive statistics were generated for
demographic and lifestyle characteristics for the total sam-
ple and by self-identified diet group. Continuous data are

presented as means and 95 % CI, and categorical data
are presented as n and (%).

Due to right-skewed distribution, BMI values were log
transformed prior to analyses. General linear models were
used to estimate least square means adjusted for age, sex,
US residency, time on diet and medication use for the
following conditions: high cholesterol, high blood pres-
sure, type 2 diabetes, cancer and gastrointestinal issues.
Results are presented as geometric means and 95 % CI.
The mean BMI among those on their diet for <1 year and
≥1 year were compared within each diet group. A
Bonferroni adjustment for multiple comparisons was
applied (n 8) yielding a critical value of 0·00625 for these
analyses. A sensitivity analysis was conducted on the sub-
set of participants who had physical activity data (n 3114)
to assess if physical activity confounded the relationship
between time on diet and BMI (see online supplementary
material, Supplemental Table 2). BMI for each diet group
overall was compared using TTEH as a reference group,
as well as BMI for each diet group within each time on diet
group (<1 year, 1–5 years and >5 years). TTEH was used
as the reference group to represent a more non-specific
eating pattern. Tukey’s Honestly Significant Differences
were applied to adjust for multiple comparisons in these
analyses.

Results

A comparison of the demographic and self-reported health
characteristics across diets is presented in Table 2. Of the
total sample of 9019 respondents, participants were 82 %
female, 93 % White and 96 % non-Hispanic. A greater pro-
portion of participants were aged between 35 and 54 years
(46 %), followed by ≥55 years (33 %) and 18–34 years
(22 %). The WFPB group had the smallest proportion
(16 %) of those 18–34 years while the vegan group had
the largest (26 %). The Paleo group had the smallest
proportion (21 %) of those ≥55 years while the WFPB
group had the largest (42 %). The majority of respondents
(84 %) who took the survey reported living in the USA.
Twenty-six percent of participants (n 9019) reported a cur-
rent physician diagnosis of obesity or overweight, with the
lowest rate observed in WAP (14 %) and highest among
TTEH (40 %). Among those with BMI data (n 8226), 3 %
were classified as underweight, 55 % normal weight,
24 % overweight and 18 % obese based on self-reported
weight and height data.

The distribution of time following current self-identified
diet was 12 % (less than 6 months), 13 % (6 months to
1 year), 49 % (1–5 years) and 27 % (>5 years). The TTEH
and vegetarian groups had the smallest proportion
(34 %) following their diet for 1–5 years, and the Paleo
group had the largest (62 %). The Paleo group also had
the smallest proportion (9 %) within the >5 years category.
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Table 2 Unadjusted demographic and lifestyle characteristics by diet group

Overall WFPB Vegan Paleo TTEH Vegetarian Whole food WAP Low-carb

Diet followers (n) 9019 2344 1763 1326 1048 883 754 493 408
% of total – 26 20 15 12 10 8 5 5

Gender
Male (%) 18 19 18 21 14 11 12 17 31
Female (%) 82 81 82 79 86 89 88 83 69

Age group
18–34 (%) 22 16 26 25 23 22 25 20 21
35–54 (%) 46 42 44 54 48 48 45 39 42
55þ (%) 33 42 30 21 29 30 29 41 37

Hispanic (%) 4 4 4 5 5 5 4 4 2
Race (% White) 93 94 93 93 91 92 93 94 93
Region
Northeast (%) 14 13 12 12 19 17 17 16 12
South (%) 19 20 16 20 18 22 17 21 17
Midwest (%) 14 14 13 13 15 12 14 17 11
West (%) 22 23 23 25 20 20 21 27 18
Pacific (%) 1 1 1 1 1 1 0 1 0
Unknown US state (%) 14 15 13 12 15 15 16 15 14
Non-US country 16 15 23 17 13 15 14 4 27

Time on diet*
Less than 6 months (%) 12 13 12 13 9 9 9 3 22
6 months to 1 year (%) 13 14 11 17 12 9 10 8 21
1–5 years (%) 49 55 50 62 34 34 47 48 45
More than 5 years (%) 27 17 27 9 45 48 33 42 12

Supplement use†
Yes (%) 85 83 86 90 79 81 84 92 91
No (%) 15 17 14 10 21 19 16 8 9

Past or current diagnosis of any health condition‡,§,**
Yes (%) 67 68 59 72 70 64 67 64 76
No/did not select (%) 33 32 41 28 30 36 33 36 24

Current or previous diagnosis of OW†† or OB†† (%) 26 24 21 23 40 30 29 14 35
Weight status among followers <1 year
Overweight†† (%) – 22 21 27 26 27 25 24 35
Obese†† (%) – 36 26 32 50 40 36 16 41

Weight status among followers ≥1 year
Overweight (%) – 20 19 28 27 25 25 21 31
Obese (%) – 9 9 13 27 18 14 8 20

Medication use‡‡
Cholesterol (%) 4 4 2 2 7 5 4 0 7
High blood pressure (%) 8 8 6 5 11 10 7 3 11
Type 2 diabetes (%) 2 2 1 1 3 1 2 0 5
Cancer (%) 1 1 1 0 1 1 0 1 1
Gastrointestinal (%) 2 1 1 2 4 2 2 1 1

No. of diet(s) followed in the past
One (%) 34 36 46 32 26 29 28 29 30
Two (%) 14 15 13 15 14 9 15 17 11
Three or more (%) 16 15 13 18 16 11 21 23 19
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A large proportion of WAP respondents (42 %) reported
following their diet for more than 5 years.

A total of 67 % (n 6013) of participants responded
‘yes’ to having a current or past diagnosis of any health
condition with 53 % of 18–34 years, 67 % of 35–54 years
and 75 % of 55þ years reporting a health condition. The
sample reported low medication use, with only 8 %
reporting blood pressure medication and 4 % reporting
cholesterol medication. Overall, a total of 34 % reported
following one other diet in the past (n 3077), 14 % had
followed two (n 1227) and 16 % had followed three or
more (n 1425).

In the subsample of 3114 participants who completed
the physical activity questions and had a valid BMI, the
overall median MET minutes per week was 3108 (inter-
quartile range (IQR): 1836–5154). In this subsample,
63 % of respondents reported engaging in high physical
activity defined by International Physical Activity
Questionnaire for an average of at least 1 h ormore of mod-
erate or high intensity activity per day(25). Across diet
groups, the range was 1–5 % low activity (1 % for low-carb;
5 % for vegetarian), 30–44 %moderate (30 % forWAP; 44 %
for TTEH) and 54–68 % high (54 % TTEH; 68 % WAP)
(Table 2).

In the overall sample, we saw significant percentage
differences in mean BMI for each diet group relative to
TTEH (P< 0·001 for all; Fig. 2). When comparing those
who reported following their diet for ≥1 year v. <1 year
(Table 3), the following four diet groups’ mean BMI were
significantly lower among those on their diets for ≥1 year:
WFPB (25·9 v. 23·4 kg/m2; P< 0·001), vegan (24·5 v.
23·2 kg/m2; P = 0·002), whole food (26·1 v. 24·0 kg/m2;
P = 0·002) and low-carb (29·1 v. 24·8 kg/m2; P< 0·001).
In the sensitivity analysis restricted to the subset of partici-
pants with available physical activity data (n 3114), addi-
tionally adjusting for physical activity did not attenuate the
results (see online supplementary material, Supplemental
Table 2), suggesting that our main analysis is unlikely to
be confounded by physical activity.

Among those who reported following their diet for
1–5 years, mean BMI were significantly lower among all
diet groups compared with TTEH (Table 4). Mean BMI
were TTEH (26·4 kg/m2), WFPB (23·2 kg/m2; P < 0·001),
vegan (23·5 kg/m2; P< 0·001), Paleo (24·6 kg/m2;
P < 0·001), vegetarian (25·0 kg/m2; P= 0·004), whole food
(24·6 kg/m2; P< 0·001), WAP (23·5 kg/m2; P< 0·001) and
low-carb (24·7 kg/m2; P= 0·002).

Among those who reported following their diet for
more than 5 years, mean BMI were significantly lower
compared with TTEH (26·0 kg/m2; P < 0·001) in the
following groups: WFPB (22·4 kg/m2; P < 0·001), vegan
(22·6 kg/m2; P< 0·001), Paleo (23·9 kg/m2; P= 0·001), vege-
tarian (24·5 kg/m2; P< 0·001), whole food (24·3 kg/m2;
P< 0·001) and WAP (23·2 kg/m2; P< 0·001). BMI for
low-carb followers did not differ from the TTEH diet
group. Similarly, mean BMI for those who reportedT
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following their diet for less than 1 yearwas lower in all popu-
lar diet groups than in the TTEH group, except for low-carb
followers.

Discussion

To our knowledge, this survey is the first to capture data on
a variety of popular diet followers, allowing for a compari-
son of participant characteristics and BMI across a wide
range of self-identified diets with a sufficient sample size.
We observed that compared with those participants who
were reportedly trying to eat healthy, participants who
reported following any particular diet had significantly
lower mean BMI. We observed that mean BMI was lower
among participants who had followed a WFBP, vegan,

whole food or low-carb diet for more than 1 year compared
with those who followed it for less than 1 year with mean
difference ranging from 1·3 kg/m2 (vegan) to 4·3 kg/m2

(low-carb). We also observed that mean BMI among those
who followed any particular diet, with the exception of
low-carb, for 5 or more years ranged from 1·5 (vegetarian)
to 3·6 (WFPB) kg/m2 lower compared with TTEH. These
data suggest, perhaps, that BMI is lower among those
who made active decisions to adhere to well-defined diets
particularly those that are more plant-based and/or limited
highly processed foods, as well as those who follow spe-
cific diets for a longer time period. Based on ameta-analysis
of observational studies, a 5 kg/m2 higher BMI is associated
with a 16 %higher relative risk of sudden cardiac death inci-
dence(26), and even a one unit higher BMI is associatedwith
higher systolic blood pressure and total cholesterol in both

0 2 4 6 8 10 12 14

Low-carb/high-protein

Vegetarian/pescatarian

Whole food

Paleo

Weston A. Price

Whole food, plant-based

Vegan/raw vegan

% Difference in BMI relative to TTEH 

Fig. 2 (colour online) Comparison of overall adjustedmean BMI*,† (percent differences) by diet group compared with TTEH. *n 8226.
Excludes those with missing or invalid BMI (n 785 due to missing or implausible height or weight data) and (n 8) prefer not to answer
responses to time on current diet; BMImeans are adjusted for age, sex, US ‘residency’, time on diet and currentmedication use for the
following conditions: high cholesterol, high blood pressure, type 2 diabetes, cancer and gastrointestinal. †Adjusted for Tukey’s
Honestly Significant Differences. All differences were statistically significant (P< 0·001)

Table 3 Comparison of adjusted mean (95% CI) BMI* by time on diet (<1 year to ≥ 1 year) within each diet group

Overall Less than 1 year 1 year or more
P comparing mean BMI
by <1 year v. ≥1 year†Diets* 8226 Mean 95% CI n Mean 95% CI n Mean 95% CI

TTEH 968 27·0 26·6, 27·4 189 28·4 27·1, 29·9 779 26·6 25·9, 27·3 0·012
WFPB 2141 23·7 23·5, 24·0 584 25·9 25·3, 26·5 1557 23·4 23·1, 23·8 <0·001
Vegan 1584 23·7 23·4, 23·9 349 24·5 23·8, 25·2 1235 23·2 22·9, 23·6 0·002
Paleo 1202 24·6 24·3, 24·9 349 25·8 24·9, 26·6 853 24·8 24·3, 25·3 0·06
Vegetarian 814 25·5 25·1, 25·9 144 25·9 24·5, 27·3 670 24·7 24·0, 25·4 0·10
Whole food 690 25·1 24·7, 25·5 129 26·1 24·8, 27·5 561 24·0 23·3, 24·7 0·002
WAP 458 23·8 23·4, 24·3 45 24·0 22·3, 25·8 413 23·9 22·8, 25·0 0·88
Low-carb 369 25·7 25·1, 26·2 154 29·1 27·6, 30·7 215 24·8 23·9, 25·8 <0·001

TTEH, try to eat healthy; WFPB, whole food, plant-based; WAP, Weston A. Price.
*Excludes those with missing or invalid BMI (n 785 due to missing or implausible height or weight data) and (n 8) prefer not to answer responses to time on current diet; BMI
means are adjusted for age, sex, US ‘residency’, time on diet and current medication use for the following conditions: high cholesterol, high blood pressure, type 2 diabetes,
cancer and gastrointestinal.
†Bonferroni correction for multiple comparisons (eight diet groups) yields a critical value of 0·00625 (0·05/8).
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men andwomen(27). These data underscore the importance
of our findings in understanding factors that may facilitate
healthyweight loss andmaintenance. Based on our ADAPT
FS, we have designed a larger ADAPT Study (data collec-
tion ongoing) aimed at capturing a wide range of data
on psychobiological, cultural, social and environmental
predictors of long-term dietary adherence, in addition to
self-reported dietary intake data.

Our previous analysis estimating theoretical food and
nutrient levels of WFPB and vegan diets indicated that
WFPB and vegan patterns were similar(28), including high
targets for vegetables, whole grains and legumes, no ani-
mal products, low levels of total and saturated fat, and a
high level of fibre (~70 g/d). Consistent with findings
from other cross-sectional studies(29–32), we observed that
followers of more plant-based diets, in particular vegan
and WFPB, had the lowest BMI relative to other diet fol-
lowers and also compared with those who TTEH (Fig. 2).
In a cross-sectional analysis in a sample of 73 308 adults from
the Adventist Health Study II cohort, vegans had lower
BMI (24·1 kg/m2) compared with vegetarians (26·1 kg/m2)
and semi-vegetarians (27·3 kg/m2)(33). Similarly, in a recent
cross-sectional analysis of 3475 Hispanic/Latino adults, in
comparison to the non-vegetarian diet followers, BMI was
significantly lower in vegan, followed by vegetarian and
pescatarian adults(29).

Emerging evidence from longitudinal studies shows that
higher conformity to more plant-based diets is associated
with less weight gain(13,34), less gain in abdominal adipos-
ity(13) and reduced risk of becoming overweight or
obese(34). Noteworthy is the observation that weight gain
is not mitigated in followers of plant-based diets when
these diets are considered ‘less healthy’, that is, diets high
in sugary foods and beverages, refined gains and des-
serts(35). A meta-analysis of twelve randomised controlled
trials, with a median of 18 weeks duration (8 weeks to
2 years), found that people assigned to vegetarian weight
loss diets lost significantly more weight than those
assigned to non-vegetarian diets(36). Limited observational

data on the long-term impact of following a Paleo diet on
body weight exist, although a recent meta-analysis of
eleven randomised controlled trials conducted over
2 weeks to 24 months suggests that the Paleo diet com-
pared with the control diet led to greater reductions in
body weight, BMI andwaist circumference(16). While sam-
ple sizes were small, these intervention diets typically
eliminated added sugars and refined foods, while at the
same time emphasising meat, fish and vegetables(16).

We observed that BMI was higher among those who
identified as ‘trying to eat healthy’, which captured several
dietary behaviours, including eating more fruits and vege-
tables, drinking less sugar-sweetened beverages, eating
less meat and eating fewer salty snacks. One possibility
is that merely ‘trying to eat healthy’may not be as effective
at achieving or maintaining healthy body weight as sub-
scribing to a more defined diet. Alternatively, participants
who report following a specific diet may have been doing
so specifically to manage or lose weight. We also observed
lower mean BMI among those participants who had fol-
lowed their diets for more than 1 year, suggesting that
adherence to a diet is important in weight maintenance
or loss. Albeit limited, there is some evidence to support
that adherence to certain specific diets, irrespective of
the principles of the diet, may be a more important deter-
minant of weight loss than the diet itself(37,38). A randomised
controlled trial of five increasingly plant-based diets (span-
ning omnivorous to vegan), providing no instructions on
energy restriction, found that those assigned to the vegan
diet lost significantly more weight than the omnivorous,
semi-vegetarian and pescatarian; however, among adher-
ent participants only, all diets produced equivalent
weight loss over 6 months(39). Of note, the non-adherent
vegan and vegetarian participants in this intervention lost
significantly more weight than non-adherent omnivore
participants(40), thus suggesting that plant-based diets
may be more effective targets for weight loss without full
adherence. Given the duration of the interventions and
poor follow-up outcomes of weight loss studies, future

Table 4 Comparison of adjusted mean (95% CI) BMI* by diet group stratified by time on diet and compared with TTEH group

Diet

<1 year 1–5 years >5 years

n n BMI 95% CI P† n BMI 95% CI P n BMI 95% CI P

TTEH 968 189 28·8 27·8, 29·9 – 338 26·4 25·9, 26·9 – 441 26·0 25·4, 26·5 –
WFPB 2141 584 26·7 26·1, 27·3 <0·0001 1173 23·2 22·9, 23·5 <0·001 384 22·4 21·9, 22·8 <0·001
Vegan 1584 349 25·7 25·1, 27·0 <0·0001 798 23·5 23·1, 23·8 <0·001 437 22·6 22·2, 23·1 <0·001
Paleo 1202 349 26·2 25·5, 27·0 <0·0001 749 24·6 24·2, 24·9 <0·001 104 23·9 23·1, 24·8 0·001
Vegetarian 814 144 26·9 25·9, 28·0 0·005 286 25·0 24·5, 25·6 0·004 384 24·5 24·0, 25·0 <0·001
Whole food 690 129 27·1 26·0, 28·3 0·014 333 24·6 24·1, 25·2 <0·001 228 24·3 23·6, 24·9 <0·001
WAP 458 45 24·0 22·4, 25·7 <0·0001 220 23·5 23·0, 24·1 <0·001 193 23·2 22·6, 23·9 <0·001
Low-carb 369 154 28·0 27·0, 29·1 0·220 170 24·7 24·1, 25·4 0·002 45 26·2 24·8, 27·6 >0·99

TTEH, try to eat healthy; WFPB, whole food, plant-based; WAP, Weston A. Price.
*n 8226, excludes those with missing or invalid BMI (n 785 due to missing or implausible height or weight data) and (n 8) prefer not to answer responses to time on current diet;
BMImeans are adjusted for age, sex, US ‘residency’ and current medication use for the following conditions: high cholesterol, high blood pressure, type 2 diabetes, cancer and
gastrointestinal.
†P-values are adjusted using Tukey’s Honestly Significant Differences method for multiple comparisons.
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long-term studies of followers of all these diets are needed
to determine whether consciously committing to any spe-
cific diet is associated with lower BMI over the lifespan.

As this study was designed to demonstrate feasibility,
several limitations should be noted. Participants were
primarily women (82 %) andWhite (93 %), limiting the gen-
eralisability of our findings, to primarilyWhitewomen, con-
sistent with observed response rates to other surveys(41,42),
including web-based surveys(1). The self-selected nature of
the cohort prevents knowing whether the followers in each
diet group are representative of the followers in the general
population, and, due to the sampling, they are unlikely to
be representative with respect to sex, race, socioeconomic
status, internet access or time following current diet. Self-
reported data also increase the possibility of reporting bias,
particularly with respect to body weight. The ADAPT FS
was brief and did not capture data on actual dietary intake,
socioeconomic status, behaviour or physical activity. Our
current exposure is intentionally self-identified diet; thus,
discrepancies may exist between researchers’ perceptions
of the self-identified label and actual food choices(43,44).
Furthermore, the cross-sectional nature of our survey did
not allow for prospective identification of either (1) individ-
uals who successfully lost weight following a particular
dietary pattern or (2) ‘serial dieters’ (individuals who may
try one diet after another).

One additional limitation not addressed in this analysis
is that diet followers may be motivated to adhere to their
diet for a variety of reasons, and these motivations may also
influence eating habits(2) and, accordingly, weight and
BMI(10,45). For example, vegans with health-related motiva-
tions reported eating more fruits and fewer sweets com-
pared with vegans with ethical motivations(2). In a general
sample of adults, being female, older age, having normal
BMI, regular exercise and higher intakes of fruits and vege-
tables were associated with higher odds of having a strong
motivation to eat healthfully(45). These are important consid-
erations for future surveys, and we have aimed to address
many of these limitations with our larger ongoing data col-
lection in the main ADAPT Study. Preliminary analysis of
data collected among individuals in the main ADAPT
Study suggests that prevention and overall wellness are
among the top motivations for following a particular diet,
although other motivations were identified(46).

The ADAPT FS has several strengths including capturing
demographic and lifestyle characteristics data across a
broad range of diet groups. Other strengths include the
large sample size and relatively even distribution among
age brackets, geographic origin in the USA and time follow-
ing current diet. This survey captured self-identified diet,
which enables future analyses on adherence to specific
diet principles by comparing theoretical v. actual dietary
intakes. Results on mean BMI across diet followers provide
a relevant snapshot into possible outcomes for individuals
who choose to adhere to a specific diet over the long-term.

Effective strategies to promote healthy weight loss and
maintenance are urgently needed. Overweight and obesity
are the most widespread public health problems in the
USA, with approximately two-thirds of all Americans being
overweight and half of those being obese(47). In the USA, at
the midcourse review of the Healthy People 2020 goals, it
was noted that ‘little or no detectable change’was observed
with prevalence of adult obesity or daily consumption of
vegetables(48). Adherence to diets that emphasise more
plant foods and less refined foods, such as those identified
in the ADAPT Study, may be effective strategies to promote
weight loss and healthy weight maintenance.

Conclusion

Our findings suggest that BMI is lower among those partici-
pants who made active decisions to adhere to a specific
diet, particularly more plant-based diets and/or specific
diets limiting processed foods, compared with those who
simply try to eat healthy, as well as those who follow inten-
tional eating plans for a longer time period. However, these
data indicate overweight and obesity may be less prevalent
in our study respondents compared with the general US
population. Health professionals who encounter individ-
uals following a specific diet should be familiar with what
is known about popular diet followers in practice, as these
diets may facilitate healthy weight loss andmaintenance. In
future research, actual dietary intake data from recalls or
records should be collected and recruitment strategies
expanded to collect data on men, different ethnic groups
and those reporting no particular diet.
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