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The Department of Health has issued these Guidelines primarily for those who 
prepare information and advice for the general public on healthy eating. The 
Food Advisory Committee approved.the Guidelines in October, 1987. They 
are not intended for direct distribution to members of tl1e public, since some' 
prior knowledge of di~tarj and nutritional ~atters is desirable in order that 
they" may be correctly used.'" ' , . 

The Gu~delines are directed towards those advising the' general' population. ' 
However, there is a section relevant to pregnancy and lactation, because there 
is strong evidence that diet has a major influ~nce on reproductive 'ht!ahh. 

There are also some points directed towards those who wish to lose weight. 
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Foreword 

People are increasingly interested in what they eat and drink. At the same time 
there is a growing acceptance that the choice and amount of food and drink 
consumed has a long-term i~lfluence on health. Because the effects tend to be 
long-term, it is rarely possible to provide strict "proof". 

The volume of information available is enormous, and food occupies much 
media attention, apart from the publication of research in the journals. The 
public is likely to be exposed to confusing information. On the one hand, 
selective reporting in the media - to find an interesting story - means news 
may not be balanced; on the other, experts differ substantially on some aspects 
of the influence of diet on human health. 

While it is wrong to categorise particular foods as "good" or "bad", the Food 
Advisory Committee accepts that eating and drinking appropriate foods in 
suitable and balanced amounts will promote health in the population. It cannot 
be stated with equal confidence that a dietary change will have a beneficial effect 
on an individual. The issue for the individual is whether following these 
Guidelines would be a prudent course :...- the fact that an individual is considering 
the possibility of a dietary change implies an affirmative answer. 

These Guidelines were prepared by the Food Advisory Committee after studying 
numerous reports and publications, and are considered to be a balanced and 
authoritative statement of the present consensus of expert opinion. It is intended 
to revise them as and when new knowledge becomes available. The present 
version represents a first revision of the Guidelines originally issued in May 1984. 
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Summary 

The two most· important guidelines aie:- . 

(i) Cultivate a' taste' for and follow a varied diet: 

(ii) Maintain an appropriate bodyweight by regulating eating and drinking 
and by taking physical exercise .. 

Specific supplementary guidelines are:-

Fat: 

Fibre: 

Protein: 

Salt: 

Sugars: -

Alcohol: 

limit to 35% of food energy intake; take essential fatty acids 
equivalent to 3% of dietary energy'. . 

consume 25-35g per day. 

consume some vegetable protein as well as animal protein. 

limit to 109' per day. 

regulate the frequ~ncy of consumption of sweets'by chadren 
because ~f the effect o~ teeth. 

avoid excess. 
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Introduction 

The "Irish population has groups whose needs will vary according to age, sex, 
physiological and environmental circumstances'. Nutritional needs also differ 
between apparently similar individuals, while the needs of anyone person will 
change throughout life 'with age, occupation and recreational activity. These 
changes ar~ also likely to be accompanied by changes in food preferences. 
Moreover, it must be :-ecognised that eating and drinking are associated with 
pleasure and important social patterns as well as the provision of the necessary 
nutrients. 

Observance of these Guidelines in the choice of food and drink does not imply 
that a healthy diet need be less appetising or less interesting if changes in an 
established eating pattern are required. Many people will find that they are 
already conforming to the recommendations. 

Each guideline incorporates (i) a preliminary statement' of justification, (ii) a 
specific recommendation' and (iii) notes on application. 
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Mixed Diet 

In order to ensure an adequate and balanced intake of all essential nutrients, 
including vitamins and minerals, and to avoid an excessive or deficient intake 
of individual nutrients, the regular diet should be based on a wide and varied 
range of foodstuffs. As the body utilises the various nutrients in combination, 
it is important to consume them in combination, rather than to take the different 
elements at separate times. 

Recommendation: Consume a varied diet, using a wide range of foods, so that 
the necessary nutrients are all consumed, and consumed in balanced amounts. 

Application: Encourage the development of a wide spectrum of taste preferences 
during childhood. In adulthood, be willing to try new foods and new 
combinations of foods. Extend the range of purchased food items. Regularly 
introduce new foods and new dishes to family meals, with parents setting the 
example. Utilise nutritional principles when planning menus. 
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Energy 
Balance 

This is, perhaps, the most important of these guidelines - certainly when taken 
in conjunction with the previous recommendation. If body weight is maintained 
at the appropriate level with consumption of a well-mixed diet, it is probable 
that the following recommendations will be observed automatically. 

The term dietary energy is preferred to alternatives such as 'calorie intake' but 
has the same significance. Dietary energy is derived from carbohydrate, fat and 
protein in the food consumed. Water, vitamins and minerals do not provide 
energy although they are vitally necessary. The energy contribution of the minor 
ingredients, such as food additives, is negligible. 

Alcohol also contributes significantly where it is a regular item in the food intake. 

Where the energy intake exceeds the energy expenditure the excess will usually 
lead to the deposition of fat in the body. H this excess of intake over expenditure 
is sustained, the result is likely to be overweight or obesity. (Obesity is defined 
as more than 20% over ideal weight). These conditions are associated with an 
increased probability of developing orthopaedic problems, as well as with a 
higher incidence of cardiovascular and metabolic diseases. Most people find 
overweight a disadvantage for social as well as health considerations. 

It is recommended that an appropriate body weight should be maintained not 
only by controlling energy intake (food consumption) but also by adopting 
as physically active a life-style as practicable. Regular physical activity confers 
additional benefits in terms of cardiovascular performance, respiratory function 
and mental well-being. A reliance on dietary energy restriction alone to achieve 
weight reduction is· usually ineffective, and over the longer term may be 
detrimental to health. 

There is some debate on what is an optimal weight for any individual, and tables 
such as those published by the Royal College of Physicians of London (see 
Appendix 1) are often taken as a guide. However, there is a tendency for the 
whole population to become heavier without necessarily being overweight and 
the matter is much affected by skeletal structure difference between individuals. 

Recommendation: Maintain optimal body weight'by adjusting energy intake 
while maintaining a physically active life-style. 
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· I 

Energy 
Balance 

Application: Having determined appropria~e body weight, check regularly at 
t~e same time of day and in the same weight of clothes. Establish a practical 
and sustainable level of physical activity integrated into work and leisure times. 
Then reduce or increase food intake (see 'MIXED DIET') to reach and maintain 
optimal weight. 

In many cases eating less (or more) of the.usl.lal foods may suffice, but it may 
be easier or more acceptable to make a greater restriction of the energy-only 
foods, for example alcohol and sugar, as a .proportion of the whole diet. 

Whe'n reducing weight, limit between meal snacks of high energy contei1t (e.g. 
crisps, peanuts, chocolate) and use fruit instead. 

(Note: see 'WEIGHT REDUCTION'). 

\0 



Fat 

In this context 'fat' means all kinds of fat and oil in food including the' fat 
associated with meat, that present in foods such as nuts and the fat used as an 
ingredient e.g. in cakes. 

Fat contains over twice as much energy as an equal'weight of carbohydrate 
or protein and is' thus' of great importance when adjusting the dietary energy 
intake. There is very wide agreement among expert opinion that total fat intake 
should not exceed 35% of total energy from the diet. Recent studies published 
by the Medico-Social Research Board (now the Health Research Board) indicate 
that the averageIrish diet provid~s a little over 40% of its ~nergy content from 
fat and that this proportion has increased from about 35% over the past 20 years. 

Some components of fats have important and specific influences on health, apart 
from their important ~ontribution to energy needs. The ten~ 'Essential Fatty 
Acid' (EF A) is applied to those fatty acids which are essential for health and 
must be obtained from the food since they cannot be made by the human body. 
If the food contains insufficient EF A, deficiency symptoms may be developed 
although in practice these are rare in Ireland. An Expert F AO/WHO 
Consultation (1) led to the recommendation that for human adults the EFA 
intake should be at least 3% of dietary energy. 

On the relationship between fat in the diet and coronary heart disease and other 
associated conditions, there is substantial evidence on a group and community 
basis that reduction in blood cholesterol level contributes to a reduction in the 
risk of coronary heart disease. A reduction in blood cholesterol is assisted by 
reducing saturated fatty acid· intake and some authorities recommend that 
saturated fatty acids should not exceed 10% of dietary energy. Increasing 
polyunsaturated fatty acid intake has an effect on reducing blood cholesterol 
but weaker than that from reducing saturated fatty acid intake. 

Recommendation: Fat intake from all sources should not exceed 35% of the 
total energy derived from the diet. If this involves a reduction, this should be 
principally in saturated fatty acids, which currently comprise 80-90% of fat 
intake. At least 3% of dietary energy should be in the form of essential fatty 
acids, chiefly cis-cis-linoleic. Such selective reduction of dietary fatty acids should 
be combined with other measures (see 'FIBRE' and 'PROTEIN'). 



Fat 

Application: If necessary to reduce fat intake some or all of the following may 
be adopted:-

use low-fat protein sources (chicken, white fish, lean meat, pulses) in 
preference to high-fat protein sources; some meat products such as sausages, 
hamburgers and butchers' minced meat tend to be high in fat although 
this may not be obvious to the eye; 

boil, bake or grill foods in preference to frying; 

if frying, use liquid vegetable oils such as soya, maize, rape and sunflower 
instead of lard and hard fats; 

reduce the quantity of fat used in household food processing and domestic 
baking; 

reduce the quantity of fat spread used on bread or increase the thickness 
of the bread slices; 

use low-fat spreads; 

use low-fat or skimmed milk in place of full-cream milk and similarly 
use low-fat types of yoghurt etc.; 

limit the consumption of commercially processed foods and snacks with 
high-fat content (e.g. peanuts, crisps). 

If it is desired to increase the proportion of polyunsaturated fat use one of the 
spreads with a higher level of polyunsaturated fatty acid instead of butter or 
hard margarine and! or eat fish with oily flesh in place of some meat. 
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Fibre 

Dietary fibre, often called roughage, is the term used to describe predominantly 
plant material that is re~istant to enzyme digestion in the human gut and so 
provides bulk in the stools. An inadequate consumption of dietary fibre has 
been implicated in the causation of various forms of ill-health. Raising dietary 
fibre will increase stool bulk and promote laxation. It will also reduce the energy 
density of the food consumed (i.e. fewer calories per gram) which may assist 
weight reduction by achieving satiety for lower energy intake, while maintaining 
nutrient balance in the diet. It is possible to consume too much dietary fibre 
which has adverse effects on the absorption of the micro-nutrients (vitamins, 
minerals) and possibly other adverse influences. 

Recommendation: Dietary fibre intake should be adjusted to approximately 
30g per day (i.e. within the range 25-35g), Fibre should be taken in the form 
of whole foods rather than as fibre preparations. Avoid excessive fibre intake, 
i.e. much above the amount indicated above. 

Application: If necessary to increase the intake of dietary fibre, increase the 
consumption of bread and of other cereal products, preferably in wholemeal 
and whole grain form. (This will also increase polyunsaturated fatty acid intake 
- see 'FAT' section). Increase the amount of fruit and vegetables including 
potatoes; as far as possible these should be consumed raw or lightly cooked 
(pulses must be well cooked). Increase the proportion of vegetable protein and 
reduce that from meat. (See 'PROTEIN' section). 
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.'. ProteIn 

Prbtein is required for the continuous replacement of body tissues. The human 
body cannot make all the amino acids required for protein synthesis - some 
of,them must be supplied in the food. The requirement for protein is considered 
to be about Ig per kg body weight per day (70g dry weight of protein for a 
70kg'individual). This is valid only if the proteins eaten contain between them 
all the necessary amino acids in sufficient quantity. This'is an additional reason 
for recommending a mixed diet and for eating balanced meals. 

An increase in the proportion of protein derived from vegetable sources would 
tend to reduce the intake of saturated fatty acids while increasing that of 
polyunsaturated fatty acids and increasing fibre intake. 

Recommendation: A balanced intake of protein from' animal and vegetable 
sources should be encouraged. 

Application: Include proteins from a variety of sources; puls'es such as peas 
and beans (the latter must be cooked adequately), lean meat, fish, chicken and 
milk products. In'crease the value of vegetable protein by consuming cereal and 
pulse protein at the same meal e.g. beans on toast. ' , 
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Salt. 

High salt intake (over 109 NaCllday) may contribute to hypertension in up 
.to 20% of the population; ie. in those susceptible to sodium overload. In such 
groups of people these high levels of. sodium intake are also associated with 
a progressive rise in blood pressure with age, and an accompanying risk of 
premature heart attacks and strokes.' (Infants and young children are also 
susceptible to sodium overload arising from the limited capacity of their renal 
system .to excrete any" excess. intake). . 

Potassium has an independent effect in lowering blood pressure, and the possible 
beriefits of reductions in sodium intake are complemented by increases. in 
potassium. intake by increasing the consumption of fruit and vegetables. 

A reduction in salt intake would be expected. to decrease 'the incidence of 
hype~ension in susceptible individuals, ~o modify the secular increase in blood 
pressure with age, and complement drug therapy for established hypertension. 
Salt should be kept to a minimum in the diets of infants .and young children . 

. While there is no con"clusive evidence that a high salt intake has anyad\'erse 
health effects on the majority of the population, 'there is equally no evidence 
to suggest that any ill-effects will follow a reduction in salt intake. 

Recommendation: Adjust the salt intake of adults to not more than 109 per 
day from all sources. I?o not add salt to foods for young children and infants. 

Application: Do not add salt during cooking or add only a minimal amount. 
Do not add salt at the table before tasting the food. Do not add salt in the cooking 
or preparation of infant or baby food. Do not eat large quantities of high salt 
foods such as bacon, sausage, soups, crisps, salted peanuts, ham and corned beef. 
Eat more fruit and vegetables to increase potassium intake. 
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Sugars 

The nutritive value of sugars (mono- and disaccharides, including sucrose) lies 
in their energy content. If they provide a disproportionate amount of the total 
energy in the food consumed; they may displace foods of greater nutritional 
density. Sugars are a major factor in the development of dental caries, particularly 
in young children. The cariogenic effect of sugars varies according to the form 
in which they are consumed and the time of consumption. A frequent sugar 
intake lowers oral pH, promotes plaque formation and so leads to the destruction 
of tooth enamel. Between meals, consumption of adherent (sticky) sweets and 
confectionery exerts the most powerful effect. 

Recommendation: Exercise care over the form and frequency of foods and 
d~inks containing sugars, in order to reduce the risk of dental caries. 

Application: Regulate the frequency of consumption of sweets, confectionery 
and sugar-containing drinks between meals, particularly by young children. Have 
alternative non-sugared nutritious snacks and fruit or raw vegetables available 
instead. 



.. 

Alcohol 

Apart from the well-known social and clinical problems associated with alcohol 
abuse, excessive intake can erode the dietary nutrient base, as well as affecting 
the absorption and metabolism of specific nutrients. Some of these effects can 
be interpreted as favourable (increased concentration of high-density 
lipoproteins) while others are seen as unfavourable (increased triglycerides). 
Progressive increases in alcohol consumption are associated with corresponding 
increases in blood pressure. 

In view of the steady rise in (average) alcohol consumption in Ireland, it is 
considered desirable from a nutritional viewpoint to recommend that intake 
should be limited. In this context a moderate intake is considered to be 1-2 units 
per day on average, where 1 unit is the alcohol in one half-pint of beer, OR 
one glass of wine (including port, sherry and vermouth), OR one small (half) 
measure of spirits. 

(Sweet alcoholic beverages and beers also contain significant amounts of 
carbohydrates and sugars and therefore contribute energy additional to the 
energy in the alcohol itself). 

Recommendation: Those consuming alcohol regularly should consider reducing 
the frequency of consumption and! or the quantity on each occasion. Alcohol 
should preferably be taken at meal times. . 



Weight 
,Reduction 

These Guidelines indicate in several sections courses of action to be followed 
by those who wish to achieve a. moderate weight loss. By this is meant an 
intention and determination to lose (say) 10 pounds over a period of (say) 3 
months. The guidelines are not applicable to persons following a low-calorie 
diet such as one giving less than 1200 <::;alories per day. Those wishing to make 
su~h a major reductiQn in their dietary energy intake -.as distinct from a small 
and balanced adjustment - should ~lways seek professional advice. 

The Very Low Calorie Diets, (VLCDs), now av:ailable and advertised in the 
press require special c~ution and the Minister for Health, having consulted the 
Food Ad"isory Committee,. issued. the following statement. in March· 1986: 

"The Minister wishes to state that VLCDs should be undertaken under 
medicarsupervision, preferably where they can be monitored. He ~ould 
not agree with VLCDs being made freely available to the general public, 

·and would note with concern any such availability. 
" . . 

The Minister is not yet satisfied that all the claims made with regard to 
VLCDs have been fully justified, particularly.with.regard to their safety, 
and monitoring of the diets will therefore continue. . 

The Food Advisory <;::ommittee, in its Guidelines for Preparing 
Information and Advice to the General Public on Healthy Eating·, referred 
to the health risks associated with overweight and obesity. To avoid them, 
it adyised that everyone should determine thei~ ideal body weight' range 
for their height, establish a practical and sustainable level of physical 
activity, integrated into work and leisure time, and then adapt food intake 
to reach and maintain optimal weight. It pointed out that sole reliance 
on dietary energy restriction for weight reduction is usually ineffective 

. over the long-term, and may indeed be detrimental to health. 

The best long-term health and weight control results are therefore likely 
to be obtained by adapting dietary and exercise patterns, rather than by 
short-term dietary measures". 
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Eating 
Disorders 

The inciderice of obesity is high and since it is an independent risk factor for 
many diseases, the prevention and treatment of obesity will-remain an important 
priority in nutrition education programmes. Those charged with the task of 
counselling people on obesity and its risks should, however; be mindful of the 
increasing incidence of eating disorders such as Anorexia Nervosa and Bulimia. 
This is particularly important in schools where a sensible attitude to weight 
should be encouraged. The distribution of health risks related to body weight 
is such that it is almost as undesirable to be excessively thin as it is to be obese. 
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I Vitamins 
and 

Minerals 

As has been stated in the section 'MIXED DIET', the body needs to receive 
the various necessary nutrients in combination in order to use them to produce 
energy or to replace tissues. This is true particularly of the vitamins and minerals. 
Thus experts often express the view that vitamin and mineral supplements are 
not required if a well balanced diet is consumed. 

Unfortunately there are losses of vitamins and minerals during the time from 
haryest to use (for example the vitamin C content of old potatoes may only 
be one third of that in new potatoes), during preparation, and during cooking 
- in the water used and because of the heating applied. It is possible that an 
apparently well balanced diet may be deficient in one or more vitamins. This 
said, there is no evidence to suggest any widespread vitamin deficiency condition 
in the general public - except perhaps of folic acid in women. The quantities 
recommended in the 'Recommended Dietary Allowances' are in excess of the 
levels at which deficiency symptoms have been observed. (Appendix 2). 

Recommendation: Provided a varied diet including all the main kinds of food, 
with fresh vegetables and fruit and red meat included, is consumed regularly, 
vitamin or mineral supplements are inadvisable, for persons in good health and 
not following restricted-calorie diets. 
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Food 
Additives 

A growing concern about the safety of food additives has arisen in recent years. 
Media coverage and marketing campaigns extolling the virtues of additive-free 
foods raise anxiety levels. 

Popular attention focuses on colours, preservatives, synthetic antioxidants and 
swee-teners. Hyperactivity in children is attributed to colours and preservatives. 

It has been suggested (2) that only between 3 and 15 people in every 10,000 
in the general population reacted adversely to some food additives. Some patients 
with chronic urticaria react to some colours and to benzoic acid. 

A 1986 U.S.A. report on Hypersensitivity to Food Constituents (3) states that 
there is no evidence to show that benzoate as a food ingredient is a hazard to 
the general public at its current use levels. It concluded that there is some 
evidence to show that benzoate may induce urticaria in a small subset of the 
population as may tartrazene and aspartame. The adverse reactions are mild 
and generally do not require medical intervention. It is also considered that 
monosodium glutamate is not a significant health hazard to the general 
population but there is some evidence of a dose dependant mild reaction in 
a small portion of the population. 

Eggers et aI, reporting their work at the Department of Immunology and Child 
Psychiatry, Institute bf Child Health and Hospital for SiC;k Children, London, 
(4), found that artificial colours and preservatives were the commonest provoking 
substances but no child was sensitive to these alone. They found that the results 
of double blind control trials to test the hypothesis that colours and preservatives 
sometimes cause the hyperkinetic syndrome were largely negative. 

The problem of adverse reactions to food is not restricted to food additives: 
many natural foods such as milk, eggs and wheat are also involved. A U.K. 
estimate suggested that for every person who experiences an adverse reaction 
to a food additive, possibly as many as 30 or even more experience problems 
from some natural foods. 

The subject of additives seems to attract more attention and anxiety than it 
merits. The small number of people who have genuine intolerance to certain 
additives need to have access to information as to which food products contain 
them. Legal provision in respect of such labelling was made under the European 
Communities (Labelling, Presentation and Advertising of Foodstuffs) 
Regulations, 1982 (5.1. No. 205 of 1982) as amended by the European 
Communities (Labelling, Presentation and Advertising of Foodstuffs) 
(Amendment) Regulations, 1987 (5.1. No. 214 of 1987). Detailed information 
on menus concerning additives would help and legal provision for this is strongly 
recommended. 
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I Pregnancy 
, and 
Lactation 

General Diet 
Nutritional status prior to ,conception, as well as during pregnancy, is seen 
inc'reasingly to be an important determinant of maternal, foetal and neonatal 
health. Congenital defects, maternal anaemia and retarded foetal growth are 
all associated with inadequate maternal nutrition. Improvement of 
preconceptional diet and nutritional status, with particular emphasis on iron 
and folate intake, will reduce the frequency of anaemias of pregnancy. Ac~ording 
to recent evidence, folate supplementation may also reduce the incidence of 
neural tube defects (spina bifida and anencephaly). Adequate energy and protein 
intake during the last trimester 6f pregnancy, particularly in low-weight and 
smoking mothers, will help to decrease the frequency of low birth weight (less 
than 2,500 grams). - , 

Recommendation: Consume a balanced and varied diet, with particular 
emphasis o.n the inclusion of lean red meat (in moderate amounts) and' green 
leafy vegetables. Limit alcohol. Consult a doctor about ~aki~g any medicines. 

Application: Consume moderate amounts of fresh meat regularly, including 
liver once a week. Eat lightly-cooked green leafy vegetables (sprouts, spinach, 
cabbage, etc.) every day. Avoid excessive consumption of tea and' coffee 
(particularly' ~i:rong tea and coffee). If possible, do" not drink alcohol (but, if 
alcohol is consumed, limit intake to occasional drinks - not more than 3-4 
units* per week). A void all unnecessary medication, both prescription and non
prescription. 

*1 unit = 1 half-pint of beer 
1 "glass of wine/port/sherry 
1 small measure of spirits. 
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Breast 
feeding 

H~man milk is a species-specific food which meets all infant nutritional 
requirements for the first 3-4 months of life. Thereafter, weaning foods provide 
an increasing proportion of energy and nutrients to complement breast milk, 
which should where practicable be continued for 6-9 months. In addition to 

the basic nutritional role of breast milk, breast feeding effectively reduces the 
incidence of gastro-enteritis, decreases the frequency of food -allergies (cows' 
milk protein allergy, gluten sensitive enteropathies), promotes normal uterine 
involution, reduces the probability of maternal over-nutrition and contributes 
to physiological birth intervals. It also encourages maternal-infant bonding and 
avoids the health hazards associated with delegated feeding (infection, 
dehydration, over-feeding). 

Breast feeding for even a short period of time will be of benefit to the infant. 
For mothers unable to breast feed, modified infant formulae (breast milk 
substitutes) provide a safe alternative, but only under a?equate environmental 
and social conditions. 

Recommendation: Breast milk should ideally be the source of infant food for 
the first three months of life. 

23 



" 

Appendix 1: 

Appendix 2: 

References: 

Appendices 

Cuideiines for Body Weight published by the Royal College 
of Physicians of London. 

Recommended Dietary Allowances issued by the Food 
Advisory Committee in 1983. 

1. Dietary Fats and Oils; Food and Nutrition Paper No.3, (Food and 
Agriculture Organisation 1977). 

2. Commission of the European Communities, Reports of the Scientific 
Committee for Food (12 Series) EUR 7823. 

3. Meeting of the Advisory Committee on Hypersensitivity to Food 
Constituents, Washington D.C. May 1986. 

4. Lancet, 9 March 1985. 

25 



I, 

METRIC 
Height 
without 
shoes 
(m) 

1.4'5 
1.48 
1.50 
1.52 
1.54 
1.56 
1.58 
1.60 
1.62 
1.64 
1.66 
1.68 
1.70 
1.72 
1.74 
1.76 
1.78 
1.80 
1.8i 
1.84 
1.86 
1.88 
1.90 
1.92 
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Appendix 
1 

'Guidelines (or Body Weight 

Men Women 
Weight without clothes (Kg) Weight without clothes (Kg) 

Acceptable Acceptable Acceptable Acceptable 
Average weight range Obese average weiglit range Obese 

46.0 42·53 64 
46.5 42-54 65 
47.0 43-55 66 
48.5 44-57 68 
49.5 ' 44-58 70 
50.4 45-58 70 

55.8 51-64 77 51.3 46-59 71 
57.6 . 52-65 78 52.6 48-61 73 
58.6 53-66 79 54.0 49-62 74 
59.6 54-67 80 55.4 50-64 77 
60.6 55-69 83 56.8 51-65 78 
61.7 56-71 85 58.1 52-66 79 
63.5 58-73 88 60.0 53-67 80 
65.0 59-74 89 61.3 55-69 83 
66.5 60-75 90 62.6 56-70 84 
68.0 62-77 92 64.0 58-72 86 
69.4 64-79 95 65.3 59-74 89 
71.0 65-80 96 
72.6 66-82 98 
74.2 67-84 101 
75.8 69-86 103 
77.6 71-88 106 
79.3 73-90 108 
81.0 75-93 112 

22.0 20.1-25.0 30.0 20.8 18.7-23.8 28.6 
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Appendix 
1 . 

NON-METRIC 
Height Men 
without Weight without clothes (lb) 
shoes Acceptable Acceptable 
(ft, in) Average weight range Qbese 

4.10 
4.11 
5. 0 
5. 1 
5. 2 123. 112-141 169 
5. 3 127 115-144 173 
5. 4 130 118-148 178 
5. 5 133 121-152 182 
5. 6 136 124-156 187 
5 . .7 140 128-161 193 
5. 8 145 132-166 199 
5. 9 149 136-170 204 
5:10 153 140-174 209 
5.11 158 144-179 215 
6. 0 162 148-184 221 
6. 1 166 152-189 227 
6. 2 171 156-194 233 
6. 3 176 160-199 239 
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Women 
Weight without clothes (Ib) 

Acceptable Acceptable 
average weight range Obese 

102 92-119 143 
104 94-122 146 
107 96-125 150 
110 99-128 154 
113 102-131 157 
116 105-134 161 
120 108-138 166 
123 111-142 170 
128 114-146 175 
132 118-150 180 
136 122-154 185 
140 126-158 190 
144 130-163 196 
148 134-168 202 
152 138-173 208 



+ 

"able 01 Recommended 

C 
H 
I 
L 
o 
R 
E 
N 

A 
o 
o 
L 
E 
~ 
C 
E 
N 
T 
S 

M 
E 
N 

W 
o 
M 
E 
N 

AGE 
RANGES 
(YEARS) 

LESS 
Infants THAN 

1 YEAR 

1-3 

Children 4-6 

7-10 

Male 11-14 

Adolescents 
15-18 

Female 
11-14 

Adolescents 
15-18 

MEN 
~ent8ry 

Moderately 
Active 19-34 

Very Active 

Sedentary 

Moderately 
Active 35-64 

Very Active 

Moderatelv 
65-74 

Active 75 + 

IWOMEN 

~c~~pations 
19-54 

Very Active 

Moderately' 
55-74 

Active 75 + 

Pregnancy 
(Second Half) + 

Lactation 
IFirst Si. Months' + 

REFERENCE 
WEIGHT 

k. I. 

9 20 

13 29 

20 44 

28 62 

45 99 

66 145 

46 101 

55 120 

70 154 

70 154 

70 154 

70 154 

70 154 

70 154 

70 154 

70 154' 

55 120 

55 120 

55 120 

55 120 

- -

- -

Based on 7516 biological utilization. 

REFERENCE 
HEIGHT ENERGY PROTEIN· THIAMIN 

em ;n MJ kcah • mg 

0.48-0.44 115- 2.8-
71 28 x kg 105 :II: 2.5 )I; 0.3 

kg kg 

90 35 5.6 1300 33 0.5 

112 44 7.0 1700 43 0.7 

132 52 8.5 2000 51 0.8 

157 62 11 2600 66 1.1 

176 69 12 2900 72 1.2 

157 62 9 2100 53 0.9 

163 64 9 2100 53 0.9 

178 70 10.5 2500 63 1.0 

178 70 12 2900 72 1.2 

178 70 14 3300 84 1.3 

178 70 10 2400 60 1.0 

178 70 11.5 2700 69 1.1 

178 70 14 3300 84 '1.3 

178 70 10 2400 60 1.0 

178 70 9 2100 54 0.9 

163 64 9 2100 54 0.9 

163 64 10.5 2500 62 1.0 

163 64 8 1900 47 0.8 

163 64 7 1700 42 0.7 

- - 10 2400 60 1.0 

- - 11.5 2700 69 1.1 

These figures are based on USA 7980 figures and refer. in the infant range, to the 6-72 month age group. 

Refers to women in 'most occupations 
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Die~ary Allowances 
ASCORBIC 

B'2 
PYRID 1 VIT. 

RIBOFLAVIN NIACIN ACID FOLATE -OXINE A 
mg mg mg I1g I1g mg I1g 

0.4 5 35 1.5 50 0.6 450 

0.7 8 45 20 '00 0.9 300 

0.9 '0 45. 25 200 , 3 300 

'.' '2 45 3.0 200 , .6 480 

'.4 '6 50. 3.0 300 1.8 725 

1.7 '9 6Q 3.0 300 2.0 750 

1.4 16 50 3.0 300 1.8 725 

1.7 19 60 3.0 300 2.0 750 

1.6 18 60 3.0 '300 2.2 750 

1.6 18 60 3.0 300 2.2 750 

1.6 18 60 3.0 300 2.2 750 

1.6 18 60 3.0 300 2.2 750 

1.6 18 60 3.0 300 2.2 750 

1,6 18 60 3.0 300 2.2 750 

1.6 18 60 3.0 300 2.2 750 

1.6 18 60 30 300 2.2 750 

1.3 15 60 3.0 300 2.0 750 

i.3 15 60 30 300 2.0 750 

1.3 15 60 3.0 300 2.0 750 

1.3 15 60 3.0 300 2.0 750 

1.6 18 80 4.0 500 2.6 750 

1.8 21 80 4.0 400 2.5 1200 
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VIT. 
D 

I1g' 

10 

'0 

'0 

'0 

10 

10 

10 

10 

7.5 

7.5 

7.5 

7.5 

7.5 

7.5 

7.5 

7.5 

7.5 

7.5 

7.5 

7.5 

10 

'0 

Appendix 
2 

VITI 
ZINC E CALCIUM IRON 

mg mg mg mg 

4 540 7 5 

5 800 8 10 

6 800 9 '0 

7 800 '0 10 

8 1200 13 '5 

'10 '200 '4 15 

8 1200 14 15 

8 1200 14 15 

10 800 10 15 

10 800 10 15 

10 800 10 15 

10 800 10 15 

10 800 10 15 

10 eoo 10 15 

10 800 10 15 

10 800 10 15 

8 800 14 15 

8 800 
" 

15 

8 800 9 15 

8 800 9 15 

10 1200 15 20 

11 1200 15 25 
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