
May 4, 2015 

Richard D. Olson, M.D., M.P.H. 
Designated Federal Officer, 2015 Dietary Guidelines Advisory Committee 
Office of Disease Prevention and Health Promotion 
Office of the Assistant Secretary for Health 
U.S. Department of Health and Human Services 
1101 Wootton Parkway, Suite LL100  
Tower Building 
Rockville, MD 20852 

Colette I. Rihane, M.S., R.D. 
Lead USDA Co-Executive 
Secretary, 2015 Dietary Guidelines Advisory Committee 
Director, Office of Nutrition Guidance and Analysis 
Center for Nutrition Policy and Promotion 
U.S. Department of Agriculture 
3101 Park Center Drive, Room 1034 
Alexandria, VA 22302 

Re: Scientific Report of the 2015 Dietary Guidelines Advisory Committee 

Dear Dr. Olson and Ms. Rihane: 

The National WIC Association (NWA) thanks the 2015 Dietary Guidelines Advisory Committee 
(DGAC) for the opportunity to submit written comments on the expert report prepared for the 
eighth edition of the Dietary Guidelines for Americans (DGA).   

NWA is the non-profit education arm and advocacy voice of the Special Supplemental Nutrition 
Education Program for Women, Infants, and Children (WIC), the nearly 9 million women and 
young children served by WIC and the 12,000 service provider Agencies who are the frontlines 
of WIC’s public health nutrition services for the nation’s nutritionally at-risk mothers and young 
children.  

The DGAs are the cornerstone WIC nutrition education. We are, therefore, delighted to have 
the opportunity to comment on the DGAC’s expert report.  Successful delivery of nutrition 
education to program participants is critical to achieving WIC’s program goal of assisting 
participants in making positive behavioral changes in their dietary and physical activity habits, 
leading to improved nutritional status and decreased incidence of nutrition-related problems.i 

With the Program reaching nearly 9 million participants every month, the DGAs, play an 
enormously important role in the lives of those served by WIC.  
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As stated in our previous letter to the Dietary Guidelines Advisory Committee, past DGAs have 
been the primary references for both WIC nutrition policy and practices. In 2000, the then 
National Association of WIC Directors (NAWD) published the NAWD Food Prescriptions 
Recommendations position paper,ii stating that “WIC food prescriptions should be consistent 
and compatible with dietary recommendations made in the Dietary Guidelines for Americans…” 
Following the release of the NWA position paper, the Institute of Medicine published its own 
recommendations, “WIC Food Packages: Time for a Change, in 2005,”iii which largely reflected 
recommendations made by NAWD.  Interim federal food package regulations were published in 
2008 and implemented by 2009 with final regulations published in 2014.  
 
The WIC food package is currently under review by the Institute of Medicine, as mandated by 
the Healthy Hunger-Free Kids Act of 2010. The 2015 DGAs will again play an important role in 
this latest endeavor as it is important that the WIC food package continues to reflect current 
dietary recommendations that are grounded in scientific evidence. 
 
Thank you for your attention. If you have any questions, please feel free to contact NWA’s 
Nutrition Program Director, Cecilia Richardson at crichardson@nwica.org.  
 
Sincerely, 
 
        
  
Theresa Landau, MS, RD, CDN    Rev. Douglas A. Greenaway 
Chair, Board of Directors    President & CEO 
 

i USDA/FNS. WIC Program Nutrition Education Guidance. January 2006. 
www.nal.usda.gov/wicworks/Learning_Center/ntreguidance.pdf.  Accessed June 26, 2014. 
 
ii National Association of WIC Directors. Position Paper 00-001: NAWD WIC Food Prescription 
Recommendations, 2000. www.nwica.org. Accessed April 15, 2014. 
 
iii Institute of Medicine. WIC Food Packages: Time for a Change, 2005. www.iom.edu/reports/2005/wic-
food-packages-time-for-a-change.aspx. Accessed April 15, 2014. 
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Introduction 

 

Overall, NWA strongly supports the conclusions and policy recommendations in the expert report 

prepared for the eighth edition of the Dietary Guidelines for Americans (DGA) by the Dietary 

Guidelines for Americans Committee (DGAC).  Specifically, NWA presents these comments: 

 

1. Policy and Environmental Approaches: We strongly support the DGAC’s focus on the broad 
range of factors, including policy and environmental approaches, that influence people’s diet 
and weight-related behaviors.  The final DGA report should continue to reflect these sensible 
and science-based changes to our food environment and public policies to support and 
facilitate Americans making healthier food and beverage choices across the lifespan.  
 

2. Dietary Patterns:  
a. We commend the DGAC’s attention to a variety of healthy dietary patterns and the 

continued emphasis that healthy diets should meet nutrient needs with whole foods. 
b. We recommend further emphasis in the final DGA Report that fortified foods and 

supplements be used only as nutritionally indicated. 
 

3. Foods, Beverages, and Nutrients and Health Outcomes: We have specific views with regard to 
the following nutrients and food sources: 

a. We unequivocally support the DGAC’s recommendations to reduce consumption of 
added sugars, including the need for a line on added sugars on the Nutrition Facts 
label that includes a percentage of a Daily Value based on 10 percent of calories or less 
in a 2,000-calorie diet, and for amounts expressed in teaspoons as well as grams to 
maximize consumer understanding.  

b. The DGAC should strongly recommend reducing daily sodium intake to 2,300 
milligrams (mg) per day for the general population and to 1,500 mg per day for at-risk 
subgroups.   

c. We support the DGAC Scientific Report’s conclusion that the Guidelines should include 
a recommendation to “limit red and processed meat.”  

d. The DGA should continue to advise Americans to replace foods rich in saturated fat 
with ones higher in monounsaturated or polyunsaturated fats. 

e. Strengthen the trans fat recommendation in the DGA to “avoid all sources of 
industrially produced trans fat” and list the main sources in the American diet.  

f. Given public confusion regarding advice on dietary cholesterol, the final Guideline 
should clearly state the relationships between egg consumption and healthy dietary 
patterns.  

g. We concur with the DGAC report that additional measures are needed to encourage 
consumption of fruits and vegetables as part of a healthy diet.  

h. We recommend that the DGA report should promote the importance of vitamin C to 
women of reproductive age.  

i. We support the Report’s emphasis on whole grains as part of a healthful diet and 
encourage USDA and HHS to provide clear recommendations to help people translate 
this advice into healthier consumption patterns.    

j. We concur with the DGAC Report that enhanced strategies are needed to improve 
calcium intake, particularly for pregnant women. We are pleased that the Report 
highlights concern for the safety of calcium supplements. We suggest the final DGA 
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Report recommends that individuals discuss the use of calcium supplements and 
calcium-fortified foods with a physician or dietitian in order to meet recommended 
levels while avoiding over-consumption of dairy and calcium supplements. 

k. We support the DGAC’s recommendation for increasing fish consumption. But clearer 

messages are required to enable consumers—especially pregnant women—to 

maximize the benefits of consuming fish while minimizing risks.   

l. We recommend clearer guidelines on alcohol consumption for breastfeeding women. 
 

4. Water Promotion: We support the development of policies, as the DGAC recommends, to 
promote water as the primary beverage of choice.  We also support public education and 
policy changes to encourage access to clean water, including a symbol for water as part of the 
graphics for MyPlate.  
 

5. Sustainability: We endorse the DGAC’s recognition of sustainability as an essential component 
of federal dietary guidance. 

 
We strongly urge those tasked with finalizing the Dietary Guidelines to maintain the emphasis in the 

DGAC’s report on changing the food environment to improve the nutritional quality of foods and 

beverages that are widely available, affordable, marketed, and consumed.   
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NWA Comments pertaining to the Scientific Report of the 2015 Dietary Guidelines Advisory 
Committee:  
 
1. Policy and Environmental Approaches 

 
We strongly support the DGAC’s focus on the broad range of factors, including policy and 
environmental approaches, that influence people’s diet and weight-related behaviors.  The 
final DGA report should continue to reflect these sensible and science-based changes to our 
food environment and public policies to support and facilitate Americans making healthier 
food and beverage choices across the lifespan. 

 
Rationale: Reversing current obesity trends and changing dietary patterns on a broad scale requires a 
comprehensive, coordinated system-wide approach that engages all levels of the socio-ecological 
model.  In particular, policy, environmental, and systems changes must make healthy foods and 
beverages more accessible, affordable, and desirable, while making less healthy foods less accessible, 
affordable, and desirable, particularly for at-risk populations.  This approach to improving diet, 
promoting health, and reducing diet-related chronic disease through changing the policies and 
environments where youth and adults spend the majority of their time has been promoted by 
numerous public health authorities, including the Centers for Disease Control and Prevention,1 
Community Preventive Services Task Force,2 Institute of Medicine,3 President’s Cancer Panel,4 and now 
the 2015 DGAC.   

In addition, education and promotion campaigns and initiatives should be considered as important 
complements to policy and environmental changes.  Such “wrap around” efforts increase the 
likelihood that policy, systems, and environmental changes will result in positive habits.  However, 
educational interventions by themselves are less likely to be successful if the surrounding environment 
does not easily enable the behavior change.  Policy, systems, and environmental changes can also be 
used to influence physical activity opportunities and choices and reduce sedentary behavior. 

Specific Policy and Environmental Change Recommendations: 

We strongly support many of the actions for communities and populations recommended by the DGAC 
and urge the DGA to include and expand upon these recommendations.  We recommend that the DGA 
states the following recommendations: 
 

 Make healthy lifestyles and chronic disease prevention a national and local priority, 
and incentivize collaborations by multiple sectors of influence at all levels that 
promote individual healthy lifestyle behavior change and create a “culture of health;” 

 Integrate prevention within the health care system and provide incentives and support 
for preventive lifestyle screening, referral, interventions, and services; 

 Model prevention and create cultures of health within health care settings; 

 Make healthy foods accessible and affordable; 

 Limit access to high-calorie, nutrient-poor foods and sugar-sweetened beverages in 
public places; 

 Encourage healthy eating and physical activity in child care and education settings; 

 Within schools, maintain comprehensive school meal guidelines that increase intake of 
vegetables without added salt, fruits without added sugars, and whole grains and limit 
sodium, added sugars, saturated fat, and trans fats; make drinking water freely 
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available throughout the day; prohibit marketing of unhealthy foods; eliminate all 
sugar-sweetened beverages, including mid-calorie drinks;  

 Implement Nutrition Facts and Front-of-Package labels that help consumers make 
healthy choices and, on the Nutrition Facts label, provide added sugar amounts in 
grams and teaspoons as well as a percentage daily value; 

 Align nutrition policies, agriculture policies, and food assistance programs with the 
DGA and transform the food system to promote population health; 

 Expand access to and use of healthy built environments and make physical activity 
accessible, affordable, and safe; 

 Promote a sustainable and safe food supply to ensure long-term food security; 

 Encourage consumer behavior consistent with food safety principles to prevent 
foodborne illness. 

 Provide practical advice on how to follow the DGA recommendations when eating at 
restaurants, e.g., eating half or less of most meals; skipping appetizers and desserts; 
ordering “light” menu items; ordering low or no calorie beverages; and ordering 
vegetables instead of rice, potatoes, or pasta as a side dish; 

 In light of the upcoming calorie labeling on chain restaurant menus, provide advice on 
how to use calorie labeling on menus, menu boards, and food display tags to make 
lower calorie choices; 

 Given that the use of electronic technology is so prevalent in the US population, add 
recommendations to use electronic technology to make food and nutrition decisions.  
Examples include reviewing restaurant menus on-line before going out to eat in order 
to select establishments that offer low calorie foods and foods promoted in the DGA, 
and searching for the nutrition content of menu items (particularly fast foods) ahead 
of time. 

 Implement clear guidance on portion size and encourage restaurants to reduce 
portion sizes. 

 
2.  Dietary Patterns  

 
a) We commend the DGAC’s attention to a variety of healthy dietary patterns and the 

continued emphasis that healthy diets meet nutrient needs with whole foods. 
 

Rationale:  We applaud the DGAC’s focus on overall dietary patterns and the common characteristics 
of healthy diets.  We further support the DGAC’s assessment that the overall body of evidence 
identifies a healthy dietary pattern as one that is: 
 

 higher in fruits, vegetables, whole grains, low or non-fat dairy, seafood, legumes, and nuts; 

 moderate in alcohol, among those who choose to drink, except for children and other 
individuals for whom alcohol consumption is not recommended; 

 lower in red and processed meats; and 

 low in sugar-sweetened foods and drinks and refined grains. 
 

Healthy dietary patterns are thought to have greater impact on lowering disease risk than any one 
specific nutrient or food.  A variety of dietary patterns have been linked to reduced cancer and heart 
disease risk and overall health, and they have many of the core elements listed in the recommendation 



5 

 

above. Research has shown that individuals with higher diet scores representing healthy diet patterns 
have reductions in their risk of major chronic disease incidence and mortality.5,6,7,8,9,10,11,12  
 
The American Cancer Society recommends consuming an overall healthy diet with an emphasis on 
plant foods as part of its guidelines on nutrition and physical activity for cancer prevention,13 and 
within this recommendation is a focus on vegetables, fruits, whole grains, limiting processed and red 
meat consumption, and choosing foods and beverages in amounts to help achieve and maintain a 
healthy body weight.  The American Heart Association and American Diabetes Association also have 
similar nutrition and physical activity recommendations.14,15  Greater adherence to the cancer 
prevention diet pattern and lifestyle recommendations for body weight, physical activity and 
moderation in alcohol is associated with 42% lower risk of all-cause mortality, with significant 
reductions in both cardiovascular disease and cancer-specific mortality.16  Similar protective 
associations were observed for cancer incidence and mortality with a score developed based on the 
World Cancer Research Fund/American Institute of Cancer Research guidelines.17,18 

   
b) We recommend further emphasis in the final DGA Report that fortified foods and 

supplements be used only as nutritionally indicated. 
 
Rationale:  Recommendations from the Institute of Medicine (IOM),19 American Cancer Society,20 and 
others show that the nutrient-density of fruits, vegetables, whole grains, and low-fat dairy products 
cannot be duplicated by simply adding vitamins or minerals to nutrition-poor foods.   
 
In order for foods to express or imply a fortified ingredient health claim, the U. S. Food and Drug 
Administration (FDA) recommends that foods contain “10 percent or more of the Reference Daily 
Intake or the Daily Reference Value for vitamin A, vitamin C, iron, and calcium, protein, or fiber per 
reference amount customarily consumed prior to any nutrient addition.”21 However, many 
manufacturers add isolated nutrients to sugary beverages, breakfast cereals, water, fruit and energy 
drinks, candy, and other products that have little nutritional value without the fortification.   
 
Similarly, multivitamins and individual nutrient supplements do not necessarily provide the same 
health benefits as foods and beverages that naturally contain these nutrients.  (Exceptions include folic 
acid for women who could become pregnant, vitamin B-12 for older adults, iron for premenopausal 
women and girls, and, for the general population, vitamin D and calcium when these are not obtained 
in adequate amounts from calcium fortified soy milk or vitamin D fortified fluid milk.22) 
 
3. Foods, Beverages, and Nutrients and Health Outcomes 

 
a) Added Sugars:  

We unequivocally support the DGAC’s recommendations to reduce consumption of 

added sugars, including the need for a line on added sugars on the Nutrition Facts label 

that includes a percentage of a Daily Value based on 10 percent of calories or less in a 

2,000-calorie diet, and for amounts expressed in teaspoons as well as grams to 

maximize consumer understanding.  

We support the DGAC’s recommendation to restrict the consumption of sugar-
sweetened beverages, and that beverages such as water should be consumed in their 
place.    
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Rationale: Excessive added sugar intake increases the risks of obesity, diabetes, cardiovascular 
disease, and metabolic syndrome.23,24 High intakes of fructose-containing sugars raise levels of 
triglycerides, visceral fat, liver fat, blood glucose, insulin, and small, dense LDL cholesterol.25,26,27  
Moreover, the higher diets are in added sugars, the lower they are in a variety of vitamins and 
minerals.28   
 
Sugar-sweetened beverages are the largest sources of both added sugar and calories in Americans’ 
diets.29  Although consumption has slowly been declining, Americans are still consuming far more than 
is healthy.30  The NHANES 2005-2008 found that about half the U.S. population consumes sugar drinks 
on any given day.  Males and females aged 12 to 19 consume an average of 273 and 171 total calories 
per day from sugar drinks, respectively; more than any other age group.31  
 
Convincing evidence from randomized trials suggests that drinking sugar-sweetened beverages leads 
to weight gain in both children and adults.32,33  Sugar-sweetened beverages are also associated with 
cardiovascular disease, type 2 diabetes, metabolic syndrome, gout, and dental caries.34,35,36,37   
 
Soft drinks are the only beverage/food that has been directly linked to obesity, as there is convincing 
evidence from randomized controlled trials that drinking sugar-sweetened beverages leads to weight 
gain.38,39  Evidence from intervention studies shows that calories consumed in liquid form are less 
satiating than the same number of calories consumed from food.  This can lead people to overeat and 
eventually gain weight.40,41     
 
The World Health Organization, 42 the American Heart Association, 43  and the Center for Science in the 
Public Interest 44 recommend limiting added sugars to 6-10% of calories, depending on calorie intake. 
In 2005, the DGA recommended quantitative limits for added sugars combined with solid fats based on 
the discretionary calorie allowance for each level of calorie intake.45 Dividing those calories equally 
between solid fats and added sugars in a 2,000-calorie diet would mean that no more than 133 
calories (33 grams or 8 teaspoons), i.e., 6% of total calories, per day should come from added sugars.  
 

b) Sodium: 
 
Retain the current quantitative targets for sodium intake, i.e., maximums of 2,300 
milligrams (mg) per day for the general population and 1,500 mg per day for at-risk 
subgroups.  

  
Rationale: Sodium continues to be a major public health problem, with Americans consuming an 

average of roughly 3,500 mg per day—far more than the recommended amount.  Excess sodium 

consumption is linked to the development and worsening of high blood pressure and an increased risk 

of heart disease, stroke, kidney failure, gastric cancer, and osteoporosis.  As the DGAC noted, despite 

the methodological flaws and limitations that plague many studies, it is clear that higher sodium 

intakes are associated with a higher risk of cardiovascular disease.46 

 

To help Americans achieve a healthier sodium intake, the Committee has recommended that the 
general population limit sodium to less than 2,300 mg or the age-appropriate Dietary Reference Intake 
(DRI) amount.47  Although we believe the ultimate target intake should be even lower (less than 1,500 
mg per day), 2,300 mg or less can be viewed as an interim recommendation based on current 
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consumption levels and the amount of sodium in the food supply.  Reducing sodium consumption to 
less than 2,300 mg or less per day would be a good first step.  We also agree with the Committee’s 
conclusion that adults who would benefit from blood pressure lowering—namely people with 
prehypertension or hypertension, which includes two-thirds of the adult population—should reduce 
their sodium intake ideally to 1,500 mg per day.    
 
Confusingly, the DGAC also recommended that people with hypertension or prehypertension should 
consume no more than 2,400 mg of sodium per day.  We recognize that 2,400 mg was recommended 
because that was the estimated average urinary sodium excretion when subjects in the DASH sodium 
trial were assigned to a 2,300 mg diet.  However, recommending less than 2,300 mg for the general 
population and no more than 2,400 mg for adults who would benefit from blood pressure lowering 
would result in confusion.   
 
We urge HHS and USDA to simplify the messaging in the final policy document and recommend less 
than 2,300 mg for the general population.  At-risk subgroups should be advised that a greater 
reduction to 1,500 mg would be desirable, and that if they cannot immediately reach either target 
level, that reducing sodium by at least 1,000 mg per day—and more to reach the 1,500 mg/day level—
would be beneficial. 
 

c) Red and Processed Meats: 
 

We support the DGAC Report’s conclusion that the DGA should include a 

recommendation to “limit red and processed meats.”  

We applaud the DGAC for recommending that consumption of healthier protein 

sources—including plant protein sources—be increased.  The DGA should recommend 

other types of protein sources to be consumed in place of red and processed meats.  

Those should include seafood, nuts, legumes, and lean poultry.  

  

Rationale: Many studies have reported a modest but significant association between high intakes of 
processed meats (such as bacon, sausage, luncheon meats, and hot dogs) and red meats (including 
beef, pork, and lamb) and increases in cancer incidence and mortality, the second leading cause of 
death.48,49,50,51  Epidemiologic studies have also reported an association between high intakes of 
processed meats and red meats and overall mortality .52 The American Cancer Society Nutrition and 
Physical Activity Guidelines for Cancer Prevention53 recommend limiting consumption of red and 
processed meats and instead choosing alternative protein sources, including fish, poultry, nuts, or 
beans.  The American Heart Association also recommends limiting the consumption of red and 
processed meats and eating fish high in omega-3 fatty acids at least twice per week.54 55 
 

d) Fats: 
 

The Dietary Guidelines for Americans should continue to advise Americans to replace 
foods rich in saturated fat with ones higher in monounsaturated or polyunsaturated 
fats.  

 
Rationale: In 2010, the DGA recommended limiting saturated fat intake to less than 10 percent of total 
calories based on evidence from controlled trials and prospective cohort studies showing that 
saturated fat intake raises serum total and LDL-cholesterol levels, which increase the risk of 
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cardiovascular disease.  Strong evidence from controlled trials shows that replacing saturated fat with 
polyunsaturated and monounsaturated fats results in favorable effects on lipid profiles and a lower 
risk of cardiovascular events.5657  The DGA should continue to advise Americans to replace foods rich in 
saturated fat with ones higher in monounsaturated or polyunsaturated fats.  
 
Although we support the DGAC’s recommendation to consume less than 10 percent of calories from 
saturated fat, we note that the American Heart Association recommends that healthy Americans over 
age 2 should ideally consume no more than 7 percent of calories from saturated fat.58  This lower 
saturated fat intake would more closely match the DASH, OmniHeart, and DELTA trials and would be 
more consistent with a diet rich in vegetables, fruits, low-fat dairy products, whole grains, poultry, fish, 
legumes, nuts, and vegetable oils, and limited in sweets, sugar-sweetened beverages, and red meat, as 
noted by the AHA/ACC 2013 guidelines. 
 
The DGA should recommend that people replace foods high in saturated fat, such as red meat, full-fat 
dairy products, many desserts, and foods made with palm or coconut oils, with foods rich in 
polyunsaturated and/or monounsaturated fats, such as nuts, seeds, seafood, non-tropical oils, 
soyfoods, and margarines or shortenings with the least saturated fat.  Americans should consume 
those unsaturated fats as part of a diet rich in fruits, vegetables, whole grains, legumes, and low-fat 
dairy products. 
 

e) Trans Fatty Acids: 
 

We agree with the DGAC Report that trans fats should be minimized in the diet. We 
recommend that the final DGA Report strengthens the trans fat recommendation to 
“avoid all sources of industrially produced trans fat” and list the main sources in the 
American diet.  

 
Rationale: Since 2006, the food industry has made major progress in replacing partially hydrogenated 
vegetable oil in the food supply by reformulating or eliminating these products.59,60  However, overall 
progress has slowed over time, particularly from 2008 to 2011.61  Voluntary efforts to limit artificial 
trans fats in foods have been insufficient, as many restaurants continue to use, and processed foods 
continue to contain, substantial amounts of partially hydrogenated oil and trans fat.  In addition, 
consumers cannot rely on foods that are labeled as “trans fat free” or 0 gram of trans fat, since they 
may actually contain up to 0.49 gram of trans fat per serving.   
 
Including a list of the main sources of synthetic trans fat in Americans’ diets will help consumers be 
more aware of foods likely to contain trans fats and know what to look for when checking food labels 
for those ingredients. 
 

f) Dietary Cholesterol: 
 

Given public confusion regarding advice on dietary cholesterol, the final Guideline 
should clearly state the relationships between egg consumption and healthy dietary 
patterns.  
 

Rationale: In its 2010 report to USDA and HHS, the DGAC concluded that Americans should limit 
dietary cholesterol to less than 300 mg per day, with further reductions of dietary cholesterol to less 
than 200 mg per day for persons with or at high risk for cardiovascular disease and type 2 diabetes.  
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There is additional important evidence from studies of primates,62 as well as humans,63 indicating that 
dietary cholesterol may promote atherosclerosis by mechanisms other than raising blood cholesterol 
(e.g., increased inflammation). Because the WIC Program provides eggs to its participants, we are 
particularly interested in assuring that recommendations for cholesterol intake from eggs and other 
sources be as clear and specific as possible.   
 
The DGAC states that it "will not bring forward [the recommendation in previous editions of the DGA 
to limit cholesterol to 300 mg/day] because available evidence shows no appreciable relationship 
between consumption of dietary cholesterol and serum cholesterol, consistent with the conclusions of 
the AHA/ACC report.”  However, the AHA/ACC did not conclude that there is no appreciable 
relationship between dietary and serum cholesterol.  It concluded that “there is insufficient evidence 
to determine whether lowering dietary cholesterol reduces LDL-C.”  The DGAC report did not present 
evidence to support its conclusion that there is “no appreciable relationship” between dietary 
cholesterol and serum cholesterol.  In fact, that conclusion directly contradicts the AHA/ACC 
conclusion, which specifically states that “there are insufficient data to make a statement.”  
 
There remains questions around the strength of evidence that can inform the final guidelines to lift the 
recommended limit on egg consumption. We strongly advise that the final DGA Report provide clear 
guidance based on strong evidence.  In sum, because the DGAC conclusion on dietary cholesterol has 
been misinterpreted as a recommendation to consume a dietary pattern rich in eggs, it is critical that 
the DGA clarify that such a diet would undermine its recommended dietary patterns.  
 

g) Fruits and Vegetables: 
 

We concur with the DGAC report that additional measures are needed to encourage 
consumption of fruits and vegetables as part of a healthy diet.  
 

Rationale: Fruits and vegetables are important sources of essential nutrients that are under-consumed 
in the U.S.  A diet rich in a variety of fruits and vegetables is associated with a reduced risk of 
cardiovascular disease, including heart attack, hypertension and stroke, certain cancers, and other 
diseases.64,65  While overall fruit and vegetable consumption is low, Americans consume more fruit 
juice and more starchy vegetables than recommended.66  Fried white potatoes (for children and 
adults) and fruit juice (for youth ages 2-18) are the only fruits or vegetables among the top 25 sources 
of calories in Americans’ diets.67   
 
In addition to fruit juices, the market for vegetable juices and vegetable/fruit blend beverages is 
rapidly growing.  Because liquid calories are less satiating than the same number of calories from solid 
foods, people are likely to compensate for liquid calories later, which can lead to weight gain.68  Fruit 
and vegetable juices also do not contain as much fiber, a nutrient of public health concern from the 
2010 DGA, as fruits or vegetables in their whole form. 
 
Over the last five years, policy changes have started to align the 2010 DGA fruit and vegetable 
recommendations with federal nutrition programs.  WIC food packages now include fruits and 
vegetables, and school lunch/breakfast programs now include a wider variety and double the amount 
of fruits and vegetables.  With a goal of strengthening nutrition in the Supplemental Nutrition 
Assistance Program (SNAP), the 2014 Farm Bill includes federal funding to provide incentives for SNAP 
families to purchase more fruits and vegetables.   
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We urge USDA and HHS to: 

1. Strengthen their efforts to encourage all Americans to make half their plates fruits and 

vegetables at every meal; 

2. Strengthen and promote policies that increase children’s access to more fruits and vegetables 

in school meals and the school food environment; 

3. Promote policies that increase access to more fruits and vegetables in all other federal 

nutrition programs; 

4. Fund research on best practices, behavioral economics, and multi-component interventions 

that will add to the evidence base concerning how to most effectively increase American’s fruit 

and vegetable consumption; 

5. Support private efforts to promote the consumption of fruits and vegetables.   

 
h) Vitamin C: 

 
We recommend that the DGA promote the importance of vitamin C for women of 
reproductive age. 

 
Rationale: The Special Supplemental Nutrition Program for Women, Infants, and Children (WIC) 
provides supplemental foods for low-income pregnant and postpartum women, infants and children 
that are in compliance with evidence-based nutrition recommendations.69 Though vitamin C 
inadequacy is not currently a concern for children participating in the WIC program, the Institute of 
Medicine (IOM) recommended increasing vitamin C levels for women of reproductive age as a priority 
in the revision of WIC food packages.70 According to data from NHANES 2003-2004, low socioeconomic 
status is a risk factor for vitamin C deficiency, and women in this population are more than twice as 
likely as women of higher socioeconomic status to be vitamin C deficient.71 
 
Many public health organizations have recognized the importance of vitamin C intake in reducing the 
risk of iron deficiency in women of child bearing age. The 2010 DGA emphasize vitamin C’s importance 
in improving iron absorption in women and adolescents who are capable of becoming pregnant and 
describe that women can improve their iron status by choosing foods that are “enhancers of iron 
absorption such as vitamin C-rich foods.”72  USDA provides the public health message that “many 
teenage girls and women in their child-bearing years have iron-deficiency anemia [and should 
consume] foods rich in vitamin C, which can improve absorption of non-heme iron.”73 This 
recommendation is echoed by the Academy of Nutrition and Dietetics (AND) in their position paper, 
“Nutrition and Lifestyle for a Healthy Pregnancy Outcome.”74  The WIC program has been successful in 
decreasing iron-deficiency anemia75,76,77 and this may be, in part, because of nutrition education and 
the provision of easily identified vitamin C-rich foods,78,79 which aid in the absorption of iron.  
 

i)  Whole Grains: 
 

 We support the Report’s emphasis on whole grains as part of a healthful diet and 

encourage USDA and HHS to provide clear recommendations to help people translate 

this advice into healthier consumption patterns.    
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Rationale: Whole grains are an important part of an overall diet.  Foods made from whole-grains are 
higher in fiber, certain vitamins, and minerals, compared to foods made from processed (refined) 
grain.  As noted in the 2010 DGA, whole grain consumption is associated with a reduced risk of 
cardiovascular disease, lower body weight, and a reduced incidence of type 2 diabetes.80  Additionally, 
limiting refined grains in the diet may lower blood pressure.81 
 
The current advice to consumers to “increase whole grain intake” may be confusing. In 2010, the 
average American consumed 134 pounds of total grains, compared to 95 pounds in 1970.82  People 
may interpret the advice to mean “Eat more whole grains;” a message that could lead people to 
overeat. 
 
The Guidelines should advise consumers to look for foods that are 100 percent whole grain, or at least 
with whole grain as the first ingredient.   
 

j)  Dairy Products: 
 
We concur with the DGAC Report that enhanced strategies are needed to improve 
calcium intake, particularly for pregnant women. 

 
We are pleased that the Report highlights concern for the safety of calcium 
supplements. We suggest the final DGA Report recommends that individuals discuss 
the use of calcium supplements and calcium-fortified foods with a physician or 
dietitian in order to meet recommended levels while avoiding over-consumption of 
dairy and calcium supplements. 

 
Rationale: The 2010 DGA recommends increasing intake of fat-free or low-fat milk and milk products 
because they contain important nutrients, e.g., calcium, vitamin D, and potassium that are under-
consumed in the population. The 2010 DGA recommends two to three servings of dairy a day, 
depending on calorie intake.   
 
The American Cancer Society recommends following recommendations for calcium intake from the 
IOM.83  According to the IOM, upper tolerable intake levels start at 2,000 mg calcium for men and 
women over 51,84 but there are no explicit limits on dairy consumption.  People could exceed this level 
by consuming more than three servings of dairy foods along with calcium supplements and/or calcium-
fortified products (e.g., calcium-fortified orange juice). Several studies support an inverse association 
between consumption of calcium and milk with colorectal cancer risk, and the WCRF/AICR review 
considered an association for both with colorectal cancer to be “probable.”85   
 

k) Canned Fish:  

 

We support the DGAC’s recommendation for increasing fish consumption. But clearer 

messages are required to enable consumers—especially pregnant women—to 

maximize the benefits of consuming fish while minimizing risks.   

 
Rationale: Prenatal and infant periods are critical points of neurological development.  Advising the 
public, especially pregnant and breastfeeding mothers, to consume fish high in fatty acids and low in 
mercury would greatly benefit the public health, particularly cognitive development.  Advice to 
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pregnant women regarding fish consumption needs to balance two important objectives: women need 
to eat more fish to obtain neurodevelopmental benefits from omega-3 polyunsaturated fatty acids, 
but they should choose low-mercury fish, to minimize methylmercury exposure, which poses 
substantial, well-documented hazards to neurodevelopment. 

 
The Institute of Medicine’s (IOM) report: WIC Food Packages, Time for a Change,86 recognized that 
providing tuna as the only canned fish option for women participating in WIC increased risks of 
methylmerucry exposure. The IOM report recommended including a variety of canned fish in the WIC 
food package for women, ‘New options include canned salmon and other canned fish that do not pose 
a mercury hazard as identified by advisories from the FDA and EPA.’ This recommendation became 
policy in 2008. States must now offer at least two varieties of canned fish.  The approved options are 
tuna, salmon, sardines, or mackerel.87 
 

l) Alcohol: 
 
We recommend clearer guidelines on alcohol consumption for breastfeeding women.  

 
Rationale: We strongly support the recommendation that pregnant women and women who may be 
pregnant should not consume alcohol. However, the guidelines for breastfeeding women require 
further clarification. The DGAC Report states: 
 

“If the infant’s breastfeeding behavior is well established, consistent, and predictable (no 
earlier than at 3 months of age), a mother may consume a single alcoholic drink if she then 
waits at least 4 hours before breastfeeding. Alternatively, she may express breast milk before 
consuming the drink and feed the expressed milk to her infant later.”88 
 

This is not aligned with the advice from the American Academy of Pediatrics (AAP). A 2012 Policy 
Statement from AAP states: 
 

“Alcohol is not a galactogogue; it may blunt prolactin response to suckling and negatively 
affects infant motor development. Thus, ingestion of alcoholic beverages should be minimized 
and limited to an occasional intake but no more than 0.5 g alcohol per kg body weight, which 
for a 60 kg mother is approximately 2 oz liquor, 8 oz wine, or 2 beers. Nursing should take 
place 2 hours or longer after the alcohol intake to minimize its concentration in the ingested 
milk.”89 

 
The Final DGA should clarify the recommendation for alcohol consumption for breastfeeding women.  

 
4. Water Promotion 

 
We support the development of policies to promote water as the primary beverage of 
choice.  We also support public education and policy changes to encourage access to clean 
water, including a symbol for water as part of the graphics for MyPlate.  

 
Rationale: Science-based organizations, such as the Institute of Medicine’s Committee on Accelerating 
Progress in Obesity Prevention,90 Centers for Disease Control and Prevention,91 and the American 
Heart Association’s Voices for Healthy Kids,92 embrace the importance of water in chronic disease 
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prevention and have called for improvements in community-wide drinking water access.  The 
American Academy of Pediatrics encourages water as the best source of hydration for young people.93 

We recommend that HHS and USDA promote plain tap water as the primary beverage of choice.  In 
addition to including strong language on drinking water in the 2015 DGA, including such slogans such 
as “Water: First for Thirst.”  We recommend education and promotion to encourage water as a 
preferred beverage.  In 2014, national leaders in nutrition urged DGAC to encourage a symbol for 
water on MyPlate.94  MyPlate is a powerful teaching tool for young people, to whom SSBs are heavily 
marketed.95  The addition of a water symbol would enable MyPlate to promote water consumption 
along with its other messages.  Such a MyPlate message would synergize with the Partnership for a 
Healthier America’s Drink Up campaign to raise public awareness about the benefits of drinking 
water,96 as well as with key strategies of the Centers for Disease Control and Prevention designed to 
decrease consumption of SSBs.97 

Finally, adding water to the MyPlate graphic would support effective implementation of the provisions 
of the Healthy, Hunger-Free Kids Act of 2010 requiring ready access to water in childcare and in 
schools, also recommended by the DGAC. 
 
5. Sustainability 

 
We endorse the DGAC’s recognition of sustainability as an essential component of federal 

dietary guidance. 

 
Rationale: To improve population nutrition while ensuring food security over the long-term, dietary 
patterns and the food production methods to support them must be sustainable.  We specifically 
endorse the conclusion of the DGAC that “the availability and acceptability of healthy and sustainable 
food choices will be necessary to attain food security for the U.S. population over time.”   
 
Our nation’s ability to meet future food needs will depend on those environmental outcomes, 
particularly in the context of a changing climate, with more extremes in weather such as drought, 
resource shortages, changes in global dietary patterns, and population growth.98  The DGAC’s review of 
the effects of individual and population-level dietary patterns on sustainability is both timely and in the 
interest of public health. 
 
The Committee’s findings on sustainability reflect a rigorous and comprehensive assessment of the 
latest scientific evidence and were prepared in close consultation with experts spanning nutrition, 
agricultural, and environmental sciences.  Its prioritization of sustainability is consistent with a range of 
scientific consensus organizations, including the National Research Council, a committee of the 
Institute of Medicine, and the Academy of Nutrition and Dietetics.99,100,101 Furthermore, the DGAC’s 
findings on sustainability are well aligned with dietary guidance published by the governments of 
Germany, Sweden, the Netherlands, Australia, and Brazil.102,103,104 
 
More specifically, the DGAC’s comprehensive review of the literature found moderate to strong 
evidence that, “dietary patterns that promote health also promote sustainability.” The DGAC’s 
conclusion supports the assertion that sustainable dietary choices support both long-term and short-
term nutritional health and are closely linked to the choices recommended for optimal nutrition.  Less 
resource-intensive dietary patterns support nutrition and reduce greenhouse-gas emissions, land, 
water, and energy use, and ecosystem harm. 
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