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Metabolic and physiologic effects from consuming
a hunter-gatherer (Paleolithic)-type diet in type 2 diabetes
U Masharani1, P Sherchan1, M Schloetter2, S Stratford1, A Xiao1, A Sebastian1,2, M Nolte Kennedy1 and L Frassetto1
BACKGROUND/OBJECTIVES: The contemporary American diet ﬁgures centrally in the pathogenesis of numerous chronic
diseases– 'diseases of civilization'– such as obesity and diabetes. We investigated in type 2 diabetes whether a diet similar to that
consumed by our pre-agricultural hunter-gatherer ancestors ('Paleolithic' type diet) confers health beneﬁts.
SUBJECTS/METHODS: We performed an outpatient, metabolically controlled diet study in type 2 diabetes patients. We compared
the ﬁndings in 14 participants consuming a Paleo diet comprising lean meat, fruits, vegetables and nuts, and excluding added salt,
and non-Paleolithic-type foods comprising cereal grains, dairy or legumes, with 10 participants on a diet based on
recommendations by the American Diabetes Association (ADA) containing moderate salt intake, low-fat dairy, whole grains and
legumes. There were three ramp-up diets for 7 days, then 14 days of the test diet. Outcomes included the following: mean arterial
blood pressure; 24-h urine electrolytes; hemoglobin A1c and fructosamine levels; insulin resistance by euglycemic hyperinsulinemic
clamp and lipid levels.
RESULTS: Both groups had improvements in metabolic measures, but the Paleo diet group had greater beneﬁts on glucose control
and lipid proﬁles. Also, on the Paleo diet, the most insulin-resistant subjects had a signiﬁcant improvement in insulin sensitivity
(r = 0.40, P = 0.02), but no such effect was seen in the most insulin-resistant subjects on the ADA diet (r = 0.39, P = 0.3).
CONCLUSIONS: Even short-term consumption of a Paleolithic-type diet improved glucose control and lipid proﬁles in people with
type 2 diabetes compared with a conventional diet containing moderate salt intake, low-fat dairy, whole grains and legumes.
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INTRODUCTION
Patients with type 2 diabetes frequently have a number of
metabolic abnormalities including insulin resistance, hypertension,
dyslipidemia, hyperuricemia and coagulopathy. The underlying
mechanisms that lead to the clustering of these abnormalities are
not well understood. Genetic factors are implicated, but environmental factors such as diet are also important.1–3 Diet can impact
the metabolic abnormalities in a number of ways. First, excess
caloric intake increases adiposity and insulin resistance. Second,
dietary components (for example, fructose, saturated fats,
carbohydrates, vitamins and minerals) per se can affect metabolic
processes.4–8 Population and migration studies and analysis of
dietary trends indicate that the typical western diet (rich in
processed meat, high-fat dairy products and reﬁned grains) is
associated with the increased incidence of type 2 diabetes,
hypertension and dyslipidemia.9 Diets metabolically more attuned
to human evolution10– composed of meats, ﬁsh, fruits, vegetables
and nuts and excluding processed foods, dairy products and
reﬁned grains, the so-called Paleolithic (Paleo-) type diets– could
potentially prevent or reverse these disorders.11 Paleo diets
typically are also lower in sodium and very much higher in
potassium, antioxidants, micronutrients and ﬁber and with a much
lower diet acid content.11,12
In a short-term study administering an ad libitum outpatient
Paleo diet to healthy volunteers, Osterdahl et al.13 noted
improvements in blood pressure (BP) and weight loss, but no
signiﬁcant improvement in carbohydrate and lipid metabolism.

In another study, Lindeberg and colleagues placed 29 nonhypertensive patients with either glucose intolerance or type 2
diabetes and ischemic heart disease on 12 weeks of either a Paleo
diet or a Mediterranean-type diet. They reported lower glucose
excursions with oral glucose tolerance tests on the former
compared with the latter diet.14 These two studies did not
attempt to control what subjects actually ate nor for improvements related to weight changes.
We report here a controlled study of a Paleo diet in type 2
diabetes addressing a number of these confounding factors. We
provided all the food with well-deﬁned composition, and we
conﬁrmed dietary compliance by composition analyses of several
24-h urine collections. We adjusted caloric intake so as to
minimize any weight loss. We compared the Paleo diet with a
standard diet based on nutrition recommendations of the
American Diabetes Association (ADA diet)15
MATERIALS AND METHODS
Participants
Twenty-ﬁve patients with type 2 diabetes (aged 50–69 years) were
recruited from the San Francisco Bay area. Those who passed a telephone
screening by the study investigators were invited for a screening visit.
Exclusion criteria included the following: diagnosis of type 1 diabetes;
inability to consume the provided diet; pregnancy; hemoglobino 10 g/dl,
body mass index (BMI)440 kg/m2 or on treatments that could affect
insulin sensitivity such as thiazolidinediones and glucocorticoids. The study
was approved by the UCSF committee on human research, clinicaltrial.gov
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NCT 00548782, and all subjects signed the informed consent. Subjects
initially randomized to the ADA diet had the option of participating in the
Paleo diet arm after a washout interval of 3 months (ﬁve subjects).

Procedures
Baseline data (urine collections; electrolytes, lipids proﬁle, hemoglobin A1c
(HbA1c), fructosamine, insulin sensitivity, BP) were collected while patients
were on their usual diets (days -2 to 0). Then, subjects were randomized
either to the Paleo diet or to the ADA diet. There were three ramp-up diets
for 7 days, then 14 days of the test diet. All the initial tests were repeated at
days 19 to 21. Subjects were also invited to return 1 month after
completing the study for repeat testing to determine whether there was a
sustained effect of the diet.
Diet. Participants were interviewed by the Clinical Research Center’s
(CRC’s) dietician using a 5-pass, 24-h diet recall on their usual diet. Diet
recalls were analyzed using Food Processor SQL (Version 10.0.0) Nutrition
Software (ESHA Research Inc., Salem, OR, USA).
All study diets were developed using ProNutra Nutrition Software
(Version 3.1.0.13, Princeton Multimedia Technologies Corporation,
Princeton, NJ, USA). We used a 2-day alternating menu to avoid boredom
with the diets.
The Paleo diet consisted of meat, ﬁsh, poultry, eggs, fruit, vegetables,
tree nuts, canola oil, mayonnaise and honey. We excluded dairy products,
legumes, cereals, grains, potatoes and products containing potassium
chloride. Some foods, such as mayonnaise, carrot juice and domestic meat,
were not consumed by hunter gatherers but contain the general
nutritional characteristics of pre-agricultural foods. The nutrient composition was veriﬁed by composite analysis performed by Covance Laboratories (Covance Labs, Madison, WI, USA; Table 1).
The diets were divided into three meals and three snacks, all prepared
by the research center kitchen staff. Participants ate some of the meals in
the Research Center and the rest of the meals were packed for take-out.
Maintenance energy needs were calculated for each individual based on
their weight and daily activity levels. To prevent weight loss, body weight
was measured every 2 days, and if a deviation of three pounds from the
third day’s weight in the study occurred calorie intake was adjusted.
To allow for adaptation of the subjects’ intestinal tract and potassium
handling systems to adjust to the markedly higher dietary content of the
ﬁber and potassium in the Paleo diet, a series of ramp diets (with
increasing levels of potassium and ﬁber) were developed. Ramp 1 diet was
1 day, ramp 2 for 3 days and ramp 3 for 3 days and then the Paleo diets
were eaten for the remainder of the study. There was no ramp up for the
ADA diet.
Blood tests. Fasting blood tests were conducted in triplicate (days -2 to 0
and +19 to 21).
Urine collections. Twenty-four-hour urinary sodium and potassium excretion were carried out in triplicate (days -2 to 0, and +19 to 21) and used as
a marker for dietary compliance.
BP measurements. BPs were measured in the upper arm after 10 min of
the patients' sitting, at 1 min intervals for 3 min using an automated BP
measuring system (Dinamap, GE Healthcare, Little Chalfont, UK).

Table 1.

Euglycemic hyperinsulinemic clamp. Medications were withheld the
morning of the procedure. Insulin was given as an IV bolus (0.1 U × kg
body weight × desired plasma insulin concentration of 100 mU/l) over
10 min followed by a continuous infusion at 80 mU/min per m2 for
120 min. Plasma glucose concentration was maintained at 5 mmol/l by a
variable infusion of 20% glucose. Glucose disposal values (M/LBM/I) were
calculated as mg glucose infused per min per kg lean body mass (M/LBM)
divided by steady-state insulin levels (in μU/ml × 100).16,17
Body composition. Total body water and extracellular water volumes,
surrogate markers for fat and fat-free mass, were determined by
bioimpedance spectroscopy (Intermed Inc, Melbourne, VIC, Australia).
Subjects were measured supine after resting for ~ 10 min, using electrodes
applied to the hands and feet. Fat-free mass by bioimpedance spectroscopy was used as an estimate of LBM.
Power calculations. The primary outcomes for this study were change in
insulin sensitivity and improvements in lipid proﬁles (total cholesterol,
triglycerides and high-density lipoprotein (HDL) cholesterol). The sample
size estimate was determined on the basis of our previous study that
observed signiﬁcant improvements in lipid proﬁles and insulin sensitivity
(changes in insulin area under the curve from an oral glucose tolerance
test) with nine healthy subjects who were of average ﬁtness by VO2 max
treadmill testing fed a metabolic balance Paleo diet for 2 weeks.10 This
study documented a change in fasting insulin levels with an approximate
standard deviation of 15%. For this study, we wanted to detect a minimum
difference of 20% between-group fasting insulin levels with a 5% error
(that is, Po 0.05). The power analysis indicated that each group should
have 10 patients per group (2 groups) in order to give a power of 0.8 (that
is, an 80% chance to determine a 20% difference between treatments).

Sample analyses
All of the initial testing was repeated on days 19–21. Repeated test (that is,
blood or urine) results for day -2 to 0 and days 19 to 21 were averaged.
Blood and urine samples were sent to Quest Diagnostics (San Jose, CA,
USA) for sample analysis.

Statistics
Repeated measures analysis of variance with post hoc paired T-tests or
regression analyses were used to evaluate most of the data (Sigmaplot,
San Rafael, CA, USA). Unpaired T-tests were used for comparisons between
groups. The data in tables are mean ± s.d.

RESULTS
Baseline characteristics
Twenty-ﬁve subjects enrolled (Table 2) in the study—two subjects
decided not to participate after screening; one subject was
dropped after being diagnosed with type 1 diabetes; three
subjects were lost to follow-up during the trial. Five subjects who
initially completed the ADA diet were recruited for the Paleo diet
after a washout period of 3 months.
Ten subjects completed ADA diet and fourteen subjects
completed the Paleo diet. Table 2 summarizes the baseline
demographics. Fifteen (62.5%) of the participants identiﬁed their

Diet composition

2-Day alternating menus
Paleo 1
Paleo 2
Average
ADA 1
ADA 2
Average
% calories

kcal

Pro, g

Fat, g

CHO, g

SFA, g

MFA, g

PFA, g

Na, mmol

K, mmol

Ca, mg

3002
3001
3001.5
3005
2996
3000.5
Paleo
ADA

146
131
138.5
123
182
152.5
18.5
20.3

99
81
90
102
90
96
27.0
28.8

405
469
437
422
394
408
58.2
54.4

11
13
12
24
19
21.5
3.6
6.4

53
46
49.5
52
40
46
14.8
13.8

28
14
21
17
24
20.5
6.3
6.1

64.7
72.7
68.7
4088
4136
4112

336.0
292.1
314.0
6574
6100
6337

977
887
932
2044
1952
1998

Abbreviations: CHO, carbohydrate; MFA, monounsaturated fatty acid; PFA, polyunsaturated fatty acid; Pro, protein; SFA, saturated fatty acid. Bolded are
averages. Paleo diet signiﬁcantly different from ADA with respect to SFA, Na, K, Ca (Po0.05).
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Table 2.

Baseline characteristics
ADA diet
(n = 10)

Paleo diet P value
(n = 14)

Age (years)
BMI (kg/m2)
Systolic BP (mmHg)
Diastolic BP (mmHg)
MAP (mmHg)

56 ± 13
34 ± 7
125 ± 11
68 ± 7
87 ± 7

58 ± 8
31 ± 5
121 ± 16
68 ± 9
86 ± 10

0.7
0.4
0.5
0.9
0.7

Blood
Fasting plasma glucose (mmol/l)
HbA1c (%)
Fructosamine (mg/dl)
Insulin sensitivity M/LBM/I
Total cholesterol (mg/dl)
Triglycerides (mg/dl)
HDL cholesterol (mg/dl)
LDL cholesterol (mg/dl)

7.7 ± 2.5 8.4 ± 4.2
7.0 ± 1.5 7.3 ± 2.1
264 ± 49 294 ± 108
6.0 ± 1.8 7.1 ± 2.3
176 ± 50 192 ± 52
149 ± 73 149 ± 75
46 ± 13
51 ± 12
92 ± 40
114 ± 41

0.6
0.8
0.4
0.3
0.4
0.9
0.3
0.2

Urine
Creatinine clearance (ml/min/24 h) 142 ± 35
Urine K/Na mmol/mmol
0.4 ± 0.2
Urine pH (U)
5.8 ± 0.4
Urine Ca/Creat (mg/g)
91 ± 29

173 ± 65
0.5 ± 0.3
5.9 ± 0.5
93 ± 23

0.2
0.3
0.4
0.8

Abbreviations: ADA, American Diabetes Association; BMI, body mass index;
BP, blood pressure; HbA1c, hemoglobin A1c; HDL, high-density lipoprotein;
LDL, low-density lipoprotein; MAP, mean arterial pressure.

race as European American/White, three (12.5%) as African
American, three (12.5%) as Asian and three (12.5%) as Hispanic.
The average BMI was 33.8 ± 8.6 in the ADA group and 32.5 ± 6.0 in
the Paleo group. Patients in the ADA group and Paleo group did
not statistically differ on any patient characteristics at baseline
(Table 2). Both groups had well-controlled diabetes with HbA1c
around 7% and fructosamine levels close to normal.
Medications
Four subjects were controlled with diet, fourteen were on
metformin alone, ﬁve were on a combination of metformin and
sulfonylurea and one patient was on sulphonylurea and long
acting once daily insulin. The subjects remained on the same
doses of diabetes medicines for the duration of the study. Nine
subjects were on HMG CoA reductase inhibitors ('statin'); two were
on statins and ﬁbrates; ﬁve subjects were on an angiotensinconverting enzyme inhibitor and one on angiotensin receptor
blocker (ARB); one on calcium channel blocker; two were on an
ARB and thiazide diuretic; one on β-blocker and ARB; one on ARB,
β-blocker and thiazide diuretic; and one on angiotensinconverting enzyme inhibitor, β-blocker and loop diuretic. These
subjects remained on these drugs at the same doses for the
duration of the study. Subjects were asked to stop other diet
supplements including ﬁsh oils and multivitamins at the time of
recruitment.
The usual diet was obtained from 24-h dietary recalls by an
experienced research dietitian. The ADA and Paleo groups were
not different at baseline in terms of sodium and potassium intake.
Changes while on diet
Weight changes. The average weight changes were similar in
both groups, − 2.1 ± 1.9 vs − 2.4 ± 0.7 kg in the ADA and Paleo
diets, respectively, P = 0.7.
Urinary changes. We would expect changes in urinary electrolytes to reﬂect the diets. The Paleo diet sodium and potassium
contents were 69 and 314 mmol/3000 kcal, respectively, and the
ADA diet sodium and potassium contents were estimated to be
© 2015 Macmillan Publishers Limited

179 and 162 mmol/3000 Kcal, respectively. We observed that,
while on the diets, the ratio of urinary potassium to sodium (K/Na)
excretion increased by 0.6 ± 0.3 in the ADA group and by 2.0 ± 0.8
in the Paleo group. As expected, patients on the Paleo diet had
greater decreases in the urinary sodium levels and increase in
potassium levels and an increase in K/Na ratio compared with the
ADA group. Calculation of potassium to sodium ratio conﬁrmed
that all the patients, except for one, on the Paleo diet were
compliant with the diet. In the Paleo diet group but not the ADA
group, there was a decline in urinary calcium/creatinine ratio by
45 ± 43 (mg/g) and an increase in urine pH by +0.8 ± 0.5. The Paleo
diet was signiﬁcantly different compared with the ADA diet group
in terms of causing changes in urine pH and urine calcium
excretion. (Table 3)
Lipid control. Baseline lipid concentrations are listed in Table 2.
There were statistically signiﬁcant reductions in total cholesterol,
HDL cholesterol and low-density lipoprotein (LDL) cholesterol on
the Paleo diet (Table 3). The total cholesterol, HDL cholesterol and
LDL cholesterol trended downward on the ADA diet, but only the
decline in HDL cholesterol reached statistical signiﬁcance. The
triglycerides trended downward to a greater degree on the Paleo
diet than on the ADA diet.
Glucose control and changes in insulin resistance. The patients
remained on the same medications for the duration of the study.
In the Paleo group, the HbA1c declined by 0.3% over the 3 weeks
of the study (P = 0.04) and 0.2% in the ADA group (P = 0.04).
Fructosamine, which is a shorter-term marker of glycemic control,
declined by 34 μmol/l in the Paleo group (P = 0.01) and only by
3 μmol/l in the ADA group.
The ADA group and Paleo group were not statistically different
in terms of insulin resistance at baseline (M/LBM/I), 6 ± 1.8 vs
7.1 ± 2.3 (P = 0.3). After the diet, the mean change in M/LBM/I was
1.0 mg/min/kg/mU insulin (P = 0.1) in the ADA group and 1.3 in
the Paleo group (P = 0.09). Weight change could not explain the
mean change in insulin resistance. In a bivariate analysis with
group allocation and weight change as explanatory variables, the
change in insulin resistance was independent of weight change
(ADA group, P = 0.7; Paleo group, P = 0.1). We did observe that,
within the Paleo diet subjects, those who were the most insulin
resistant (M/LBM/I) at baseline had the greatest improvement in
insulin resistance with the diet (ΔM/LBM/I; r = 0.63, P = 0.02). In
contrast, baseline M/LBM/I did not predict the response to the
ADA diet (Figure 1).
Blood pressure. BP data are given in Table 3. The mean arterial
pressure did not signiﬁcantly change in any of the two groups–
mean arterial pressure declined by − 2 ± 7 mm Hg in the Paleo diet
group (P = 0.3) and by − 1 ± 7 mm Hg on the ADA diet.
One-month follow-up data. We also wanted to determine
whether having been on an experimental diet had a sustained
beneﬁt, and hence we asked patients to return for metabolic
testing 1 month after completing the diet protocol. At the end of
the study period, subjects were sent out with information about
their respective diets. Twenty-two of twenty-four subjects
returned for the follow-up urine studies, lipid proﬁle and
euglycemic clamp. The urine studies indicated that patients had
returned to their pre-existing diet in terms of sodium and
potassium intake. Glucose control and lipid proﬁles reverted
toward baseline in both groups (Figure 2).
DISCUSSION
Obese patients with type 2 diabetes were randomly assigned to a
Paleo-type diet or a standard diet based on the nutrition
recommendations of the ADA. We observed greater effects on
European Journal of Clinical Nutrition (2015) 1 – 5
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Table 3.

Changes in blood and urine parameters within each diet and between diets
ADA

Paleo

P value for changes
within Paleo group

P value for differences
between groups

o0.001
0.2
0.4
0.3

0.7
0.6
0.6
0.6

− 2.1 ± 1.9
− 2 ± 13
0 ± 12
−1±7

0.004
0.7
0.9
0.8

− 2.4 ± 0.7
− 4 ± 12
−1±6
−2±7

− 0.18 ± 0.24
+0.6 ± 1.8
− 3 ± 28
+1.0 ± 1.9
− 9 ± 25
− 5 ± 63
−6±8
− 7 ± 17

0.04
0.4
0.7
0.1
0.2
0.8
0.03
0.2

− 0.3 ± 0.49
− 1.3 ± 1.4
− 34 ± 41
+1.3 ± 2.6
− 26 ± 27
− 23 ± 46
−8±7
− 15 ± 22

0.04
0.008
0.009
0.09
0.003
0.08
0.001
0.02

0.5
0.3
0.06
0.8
0.2
0.5
0.5
0.4

− 16 ± 29
+0.6 ± 0.3
0.1 ± 0.3
− 2 ± 33

0.1
o0.0001
0.7
0.9

− 3 ± 29
+2.0 ± 0.8
+0.8 ± 0.5
− 45 ± 43

0.9
o0.0001
o0.0001
0.002

0.2
0.001
o0.001
0.008

Weight (kg)
Systolic BP (mmHg)
Diastolic BP (mmHg)
MAP (mmHg)
Blood
HbA1c (%)
Fasting plasma glucose (mmol/l)
Fructosamine (mg/dl)
Insulin sensitivity M/LBM/I
Total cholesterol (mg/dl)
Triglycerides (mg/dl)
HDL cholesterol (mg/dl)
LDL cholesterol (mg/dl)

P value for changes
within ADA group

Urine
CrCl
Urine K/Na
Urine pH
Urine Ca/Creat

Abbreviations: ADA, American Diabetes Association; BMI, body mass index; BP, blood pressure; CrCl, creatinine clearance; HbA1c, hemoglobin A1c; HDL, highdensity lipoprotein; LDL, low-density lipoprotein; MAP, mean arterial pressure.

200
ADA, r=0.39, p=0.3

3
2
1
0
-1

∆ M/LBM/I

-2
-3

0

2

4

6

8
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∆ Total cholesterol, mg/dL

5
4

160
150
PRE

RX

POST

PRE

RX

POST

7
∆ Hemoglobin A1c, %

4
2
0
-2
-4
-6

170

7.1

Paleo, r=0.40, p=0.02

6

PALEO

180

140

8

ADA

190

0

5
10
Pretreatment M/LBM/I

15

6.9
6.8
6.7
6.6
6.5
6.4
6.3

Figure 1. Scatterplot of change in insulin sensitivity as measured by
euglycemic hyperinsulinemic clamp (change in mg glucose/min/kg/
mU insulin, ΔM/LBM/I) against baseline M/LBM/I. The most insulinresistant subjects had a signiﬁcant improvement in insulin
sensitivity on the Paleo diet (r = 0.40, P = 0.02) but not on the ADA
diet (r = 0.39, P = 0.3).

Figure 2. Metabolic testing was performed immediately before and
after the diets and then 1 month after completion of test diets. The
glucose and lipid changes were not sustained and reverted toward
baseline in both groups at the 1-month time-point.

metabolic parameters while on the Paleo diet than on the ADA
diet just after 3 weeks. The Paleo diet group had improvement in
glucose levels—declines in HbA1c of 0.3% (P = 0.04) and
fructosamine by 34 μmol/l (P = 0.009). The ADA group had a

0.2% drop in HbA1c (P = 0.04) but no decline in fructosamine. This
improvement in glycemic control with the Paleo-type diet could
not be explained by changes in weight or by group improvements
in insulin sensitivity—both diet groups had equivalent changes in
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weight and insulin sensitivity. In a bivariate analysis with group
allocation and weight change as explanatory variables, the change
in insulin resistance was independent of weight loss (ADA group
P = 0.7; Paleo group P = 0.1). We did observe, however, that those
subjects who were the most insulin resistant at baseline
demonstrated the greatest improvements in insulin sensitivity
on the Paleo diet but not on the ADA diet. This is similar to the
effect we saw in our previous study of healthy sedentary
volunteers; those who were most insulin resistant at baseline,
using the HOMA index, ((fasting insulin x fasting glucose)/22.4)
demonstrated the greatest improvement in insulin sensitivity on
the Paleo diet.10 Our Paleo diet was not low in carbohydrates, but
the sources of carbohydrates were different—from fruits, vegetables and honey. The ADA group in contrast ate rice, bread and
pasta. The Paleo compared with the ADA diet was also high in
ﬁber—about 35 g/2500 kcal vs 12 g/2500 kcal, and it is possible
that the ﬁber attenuated the post-prandial glucose rise and that
this was the main driver improving overall glucose control.18,19
The Paleo diet group had statistically signiﬁcant declines in total
cholesterol, HDL cholesterol and calculated LDL cholesterol. The
triglycerides trended down but did not reach statistical signiﬁcance. In contrast, the ADA group only had a decline in HDL
cholesterol but not in total cholesterol, calculated LDL cholesterol
or triglycerides. Our Paleo diet was lower in saturated fats and
higher in mono- and polyunsaturated fats compared with the ADA
diet (Table 1), and it is likely that this explains the decline in the
total and HDL cholesterol levels.20 The modest decline in the HDL
cholesterol on the ADA diet probably also reﬂects the improved
fat composition of the experimental diet compared that which the
patients were eating at home. There were no signiﬁcant changes
in systolic or mean arterial pressures with either diet. This is
despite both diets being lower in sodium and higher in potassium
than the baseline diets consumed by the subjects.
We might have expected, based on our previous study10 and
published studies,13,14 to see a more marked within-group effect
of the Paleo diet or between-group effect with the ADA diet on
the described metabolic variables. A number of factors, however,
may have attenuated these effects. First, the patients overall were
well controlled at baseline with HbA1c levels around 7%, systolic
pressures in the mid 120s and triglycerides around 150 mg/dl, and
we kept them on their baseline glucose lowering, antihypertensives and lipid-lowering medicines. We might have seen greater
beneﬁts in patients who were not on treatment and less well
controlled at baseline.
Second, we wanted to evaluate the impact of the diets in the
absence of weight loss, and even though we adjusted the caloric
intake to avoid weight loss both the control and test groups lost
~ 2 kg in weight. We might have seen more marked differences
between the diets if there had not been any weight loss. The
subjects on the Paleo-type diet did complain that the volume of
food that they had to eat was excessive and without our
encouragement would likely have lost more weight. Increased
satiety has been reported on Paleo-type diets compared with
Mediterranean diets.21
Third, on the basis of our intake questionnaire and food recall
responses, we expected the parameters of the subjects on the
ADA recommended diet to remain unchanged from baseline, but
in fact they also improved reducing the differences observed with
the two diets. This may reﬂect the poor nutritional characteristics
of the subjects’ baseline diet and/or the bias effects of being in a
non-blinded clinical study.
The metabolic beneﬁts of the diets were not sustained, and both
diet groups reverted back toward baseline 1 month after completing
the diets. The study, however, was of short duration, and a deﬁnitive
result on whether the Paleo diet can have sustained metabolic
beneﬁts would probably require a prolonged intervention.
In conclusion, we demonstrate in a small randomized,
metabolically controlled diet study that patients with type 2
© 2015 Macmillan Publishers Limited

diabetes can beneﬁt from being on a Paleolithic-type diet
compared with a conventional diet based on nutritional
recommendations of the ADA. The nutritional composition of a
Paleo diet—high-ﬁber content, high antioxidants, high mono- and
polyunsaturated fats, low sodium and high potassium—may be
particularly beneﬁcial in these patients, even if they are on
medicines to control glucose levels, BP and lipids.
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