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The guideline, ‘eat fats sparingly’, aims to lower fat intakes,
especially intake of saturated fatty acids (SFAs), among those
who follow a typical Western diet high in fat, and to control fat
intake in those following a diet low in fat. To meet the objective
of the first part it is necessary to decrease the total intake of

foods from animal sources and to make lower fat choices when
eating foods of animal origin.

Dietary fat plays an important role in the health and
functioning of the human body but overconsumption is linked
with coronary heart disease (CHD), obesity and cancers  such
as breast, colon and prostate cancer.1-3 The guideline to ‘eat fats
sparingly’ is therefore primarily aimed at lowering the
prevalence of these chronic diseases of lifestyle among South
Africans. Cross-sectional studies4-6 have shown a high
prevalence of overweight and obesity among South Africans
and the majority of these studies have indicated a fat intake of
more than 30% of energy. South Africans with a  high
prevalence of CHD7 also follow high-fat diets.8 CHD prevalence
among black South Africans is still low;9 this may be partly
ascribed to their diet which is still low in fat.8 However, Bourne
and Steyn10 have shown that increased urban exposure has
resulted in an increased intake of fat, from 15% energy in 1940
to about 30% energy in 1990. Continued urbanisation may
therefore lead to an increase in the development of chronic
diseases of lifestyle in those presently following low-fat diets.

In this paper the scientific evidence to support the guideline
to ‘eat fats sparingly’ will be reviewed, the possible nutritional
consequences and health implications of implementing the
guideline will be discussed, and practical recommendations
based on current food patterns will be given. Because this
subject has been reviewed extensively by several authors,
information from review articles is used in many instances.

GENERAL FUNCTIONS OF DIETARY FAT AND

RECOMMENDED INTAKES

Dietary fats are classically defined as triglycerides (fats and
oils), phospholipids and sterols (cholesterol). According to the
degree of saturation, fatty acids can be classified as saturated
(SFAs) from animal origin and β-sitosterol, campesterol and
stigmasterol from plants, and monounsaturated (MUFA) and
polyunsaturated (PUFA) fatty acids. PUFAs are further
classified into omega 6 (n-6) and omega 3 (n-3) fatty acids.11

Dietary fats provide  the body with a continuous fuel supply,
keep it warm, and protect it from mechanical shock. The
human body can synthesise all but two fatty acids — the
PUFAs, linoleic and alpha-linolenic acids, termed essential fatty
acids (EFAs). These fatty acids are precursors for eicosanoids
(hormone-like substances) that help regulate blood pressure,
heart rate, blood clot formation, blood lipids and the immune
response. They are also essential in the growth and
development of infants. Docosahexaenoic acid (DHA), a
derivative of linolenic acid, plays a major role in retinal
function and brain development. In food, dietary fat is also a
carrier of the fat-soluble vitamins A, D, E and K and many
other compounds that give foods their flavour, tenderness and
palatability.11
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Objective. To assess the scientific merit and feasibility of the
food-based dietary guideline to ‘eat fats sparingly’.
Scientific background. Recent evidence from the literature has
shown that increased fat intake, especially intake of saturated
fatty acids (SFAs), is positively associated with cardiovascular
disease, obesity and certain types of cancer such as breast,
colon and prostate cancer. The prevalence of these chronic
diseases is high in South Africans. Many South Africans
follow diets high in fat and SFAs, mainly provided by meat
and meat products. The high consumption of hydrogenated
fats, high in trans fatty acids, by a majority of South Africans
is also a major concern. A very low-fat diet may have adverse
effects on health. A moderate-fat diet, providing less than
30% of total energy, is therefore recommended. Foods
contributing to fat intake and recommendations on how to
control fat intake in diets of South Africans are discussed.

Conclusions. The guideline, ‘eat fats sparingly’ embodies the
recommendation that fat should be eaten (addressing
undernutrition), but that it should be used sparingly
(addressing overnutrition).

For the prevention of chronic diseases of lifestyle South
Africans should be encouraged to lower their fat intake from
animal sources and non-dairy creamers, and to consume
unsaturated tub margarine and oils instead of hydrogenated
fats and animal fats. Fat in food preparation and as bread
spread should be used sparingly.

In conclusion, there is convincing scientific evidence to
support the guideline for fat intake. It is practical, realistic,
culturally sensitive and sustainable, and in combination with
the other food-based guidelines will contribute to better
nutrition among South Africans. 
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Dietary fat may contribute to obesity through several
mechanisms. Firstly, obesity is ultimately an issue of positive
energy imbalance.12 Dietary fat may contribute to this
imbalance because of its high energy density.12 Secondly, fat
ingestion is subjectively less satiating than carbohydrate and
therefore could promote overeating.  Obese persons also prefer
high-fat foods and therefore overeat. Thirdly, excess dietary fat
does not acutely increase fat oxidation as does carbohydrate
and protein. The capacity for fat storage in adipose tissue in the
body is virtually unlimited and very efficient.38 Obese
individuals may also be more susceptible to dietary fat because
of defects in the ability to oxidise dietary fat.12,39

A very low-fat diet, high in carbohydrate, will, however, not
necessarily prevent the development of obesity 36,37 and may
even have other adverse effects (Table I). A study of Finnish
children suggested that fat restriction may suppress height
velocity.40 The question of at what age to introduce the
guideline to ‘eat fats sparingly’ is therefore very important in
South Africa where the prevalence of stunting is high in certain
communities, especially those known to follow a diet low in
fat.8

A moderate-fat diet in combination with the other
guidelines, especially to ‘be active’, is therefore recommended
for the treatment and prevention of obesity.

Cancer

Ecological data suggest that cancer risk is lower in populations
with a fat intake of less than 30%E.3

Reports published by authoritative sources in the USAand
by the World Health Organisation have concluded that dietary
fat may influence the risk of certain types of cancer such as
breast, colon and prostate cancer.3 The findings from these
reports were consistent and were supported by findings of
other studies not included in the abovementioned reports.3 To
use controlled trials for the investigation of a relationship
between fat intake and cancer is problematic. Therefore, the
findings of a relationship between fat intake and cancer is
primarily based on observational studies and supported by
studies done on animals.3 It has therefore been recommended
that health claims about fat and cancer should not be site-

specific, and that fat intake should thus not be linked with
specific cancers.3

Very few studies have examined the effect of different types
of fat on cancer risk and the results have been controversial.
Meta-analyses of case-controlled and cohort studies have
shown a positive association between SFA intake or intake of
foods high in SFAs (meat, milk, cheese) and breast cancer.12

Ecological studies have shown protective effects against colon
cancer in populations consuming high-fat diets containing
olive or fish oils compared with the promoting effect of animal
fat.12 Results from the EURAMIC study41 showed an inverse
association between increased n-3 to n-6 fatty acid ratio and
breast cancer.

Questions arise regarding whether the relationship between
fat intake and cancer is a direct relationship or whether cancer
is caused by a higher intake of energy, and obesity, which is
usually associated with a higher fat intake. Cancer
development is probably influenced by both.42 Results from the
prospective Nurses’ Health Survey, which studied women
between 34 and 59 years of age, showed a positive association
between fat intake and the risk of colon  cancer after
adjustment for energy intake.43

FOODS THAT CONTRIBUTE TO FAT INTAKE IN

SOUTH AFRICAN DIETS AND PRACTICAL

RECOMMENDATIONS

The large epidemiological studies undertaken in South Africa
found that the meat group (red meat, chicken, fish and meat
products) was the main contributor of fat in the diet, followed
by the fat group (butter, margarine, animal fat and oil). 44-46

Unfortunately the South African Food Composition Database
does not allow for separate analysis of fat used in food
preparation. Therefore the possibility exists that the
contribution of fats and oils to total fat intake could have been
higher than reported in these studies.

The percentage of South Africans consuming food items
contributing to fat intake, which fell within the top 10 foods
consumed by participants in the CORIS (whites), CRISIC
(coloureds)21 and BRISK (blacks)19 studies, is summarised in
Table III. The foods were ranked in order of the percentage of

Table III. Foods, contributing to fat intake, which fell in the top ten foods eaten by most South Africans and the percentage of adults who
consumed the foods (P Wolmarans — unpublished data)

CORIS (1983)* CRISIC (1982)* BRISK (1990)*
(N = 1 784) (N = 976) (N = 983)

Rank Food item Consumers (%) Rank Food item Consumers (%) Rank Food item Consumers (%)
order order order

3 Milk — full-cream 78 3 Margarine — brick 64 3 Milk — full-cream 45
6 Margarine — brick 61 6 Milk — full-cream 57 8 Margarine-brick 40
7 Mutton 50 10 Beef/chicken 28
*Dietary data collected by 24-hour recall.



S53

ARTICLES

subjects who consumed a specific food item on the day the 24-
hour recall was done (P Wolmarans — unpublished data). Full-
cream milk and brick margarine were among the top 10 foods
in all the studies. There is, however, a marked difference
between the studies with regard to the percentage of
respondents who consumed these foods, for instance only 45%
of blacks (BRISK study) consumed full-cream milk. Only in the
white (CORIS study) and coloured (CRISIC study) groups did
meat fall within the top 10 foods. Correspondingly, the total fat
intake in these subjects21,22 was high compared with the intake
of participants in the BRISK study.19

Milk intake

South Africans prefer full-cream milk (Table III). A national
cross-sectional questionnaire survey undertaken in 1991 and
involving 2 000 South Africans over 18 years old, showed that
white and coloured South Africans consume more milk than
their black and Indian South African counterparts. 47 This
difference in dietary pattern  needs to be taken into account
when South Africans are advised to make lower fat dairy
choices. There is a tendency to exclude milk from the diet when
people are advised to make lower fat dairy choices and this
should be avoided because there are already indications that
South Africans do not consume enough milk. 47 Non-dairy
creamers which are high in fat are often consumed instead of
milk. A study of 11-year-old children showed that 6 - 18% of
urban and 4 - 25% of rural children used non-dairy creamers.48

Additional information supporting this guideline for fat intake
should therefore advise against the use of non-dairy creamers
as a substitute for milk intake, not only because this practice
contributes to total fat intake, but also because these products
contain plant oils high  in cholesterol-raising SFAs.

Intake of fat spreads and oils

Table III shows that brick margarine, which has a high trans
fatty acid content, is preferred by most South Africans. The
national cross-sectional survey also showed that the majority of
participants consumed brick margarine, with as many as 71%
of coloured South Africans indicating that they used brick
margarine.47 Tub margarine was used by between 16 and 37%
of South Africans who participated in this survey. In the Indian
diet vegetables and other foods are often fried in fats and oils,
especially vegetable oils, resulting in a high-fat diet with a
PUFA/SFA ratio of 0.9 to 1.0. 8 The guideline to ‘eat fats
sparingly’ should therefore not only encourage those who
consume a lot of fat and oils to eat less fat, it should also
encourage the choice and consumption of unsaturated tub
margarine and oils instead of hydrogenated fats and animals
fats.

Meat intake

The meat group, which included red meat, chicken, fish and
meat products, was found to be the main contributor of energy

and fat in the diets of the CORIS and CRISIC study
populations.45,46 Although meat did not fall within the top 10
foods eaten by the BRISK population, it was the main
contributor of fat to the diet.44 Mutton, chicken, beef, fish and
sausage appear in the top 20 list of foods consumed by the
CORIS population, while fish, beef, chicken and mutton
appeared in the list of the CRISIC population. In the BRISK
study only chicken appeared in the top 20 list of foods eaten by
this study population. This could explain, in part, the Western-
type diet followed by white and coloured South Africans21,22

since the meat group is an important source of fat and SFAs in
the diet. As shown earlier, white, coloured and Indian South
Africans also had the highest intakes of SFAs (Fig. 1). The
guideline to ‘eat fats sparingly’ will be especially applicable to
South Africans with a preference for meat. 44-46 Cutting down on
the intake of visible fat from this component of the diet will
make a major contribution to lowering total fat intake. 

IMPACT ON OTHER NUTRIENTS OR FOOD

PATTERNS AND HEALTH OUTCOMES

The current review shows that a balance between fat intake
and other nutrients, especially carbohydrate intake, is
important to ensure optimal nutrition and health. The lowering
of fat in the diet may result in a shift towards a higher intake of
carbohydrates and also result in a lower intake of fat-soluble
vitamins. The higher intake of carbohydrates may affect insulin
metabolism, raise TG and lower HDL-C levels (Table I). 12,24 The
lowering of fat intake may also not be sufficient to prevent
obesity.36,37 These concerns may be addressed by eating a
moderate-fat diet instead of a low-fat diet and by
implementing the other dietary guidelines such as: (i) be active;
(ii) make starchy foods the basis of most meals; (iii) eat plenty
of vegetables and fruits; and ( iv) eat dry beans, peas, lentils and
soya regularly. These guidelines will assist in the prevention of
obesity and will result in higher intakes of dietary fibre that
will counteract the negative effects on insulin resistance, TG
and HDL-C25 and prevent decreased intakes of some vitamins. 

SUMMARY AND CONCLUSION

There is enough evidence from the literature to conclude that
dietary fat plays a role in the development of CHD,  obesity
and cancer. The guideline to ‘eat fats sparingly’ is therefore
based on sound scientific knowledge. The literature also clearly
indicates that, especially in terms of the development of CHD,
the type of fat eaten plays an important role. Not only should
those South Africans who consume  a high-fat diet be
encouraged to lower their fat intake, but they should also be
encouraged to make the right choices in terms of the type of fat
they consume. A moderate-fat diet with a low SFA and high
MUFA content was found to have the most beneficial effect on
lipid profiles. South Africans who followed a Western diet had
a high intake of SFAs, probably related to their high intake of
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meat. They should be encouraged to reduce the intake of meat
and visible fat from meat. MUFA intakes of > 10%E have been
reported for those following a Western diet, but Indian South
Africans had higher PUFA intakes at the expense of MUFA
intake. Oils with a high MUFA content are expensive in South
Africa and are at present not a practical option when it comes
to the recommendation to increase MUFA intake. The fat intake
of the black population is still prudent, but continued
urbanisation might cause increased fat intake in future. The
high intake of hydrogenated fats and oils, high in trans fatty
acids, by the majority of South Africans in the form of bread
spread and in food preparation is also of concern. South
Africans should be advised to use unsaturated tub margarines
and oils instead. The guideline to ‘eat fats sparingly’ does not
address the question of the type of fat in the diet properly, but
by lowering the total fat intake, SFAs and trans fatty acids
intake will probably also be lowered.

Eating fats sparingly does not mean a  no-fat diet. From the
current review it was clear that a very low-fat  diet has other
adverse effects. In addition to contributing to undernutrition
and stunted growth in infants and children it could also result
in the atherogenic lipoprotein phenotype, increasing the risk
for CHD in adults. The very low-fat diet consumed by South
Africans living in rural areas had probably contributed to the
high prevalence of stunting in children. Terms such as ‘limit’
and ‘avoid’ were not used in the guideline. The
recommendation is that fat should be eaten, but that it should
be eaten sparingly.

In conclusion, there is convincing evidence to support this
guideline. It is practical, realistic, and its application can be
potentially culturally sensitive and sustainable because of the
variety of food choices that can be made to either increase or
decrease fat intake. In combination with the other guidelines, it
will contribute to improved nutrition among South Africans.
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¶Eat fruit instead of snack foods with fat.
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