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Dear Dr. Wright, Mr. Lipps, and Ms. Koegel:  
 

The Center for Science in the Public Interest (CSPI) submits these comments in 
response to the proposed topics for the 2020–2025 Dietary Guidelines for Americans. CSPI 
is a non-profit consumer education and advocacy organization that since 1971 has been 
working to improve the public’s health through better nutrition and food safety. CSPI’s 
work is supported primarily by the 600,000 subscribers to its Nutrition Action Healthletter, 
one of the nation’s largest-circulation health newsletters. CSPI is an independent 
organization that does not accept government or corporate funding.  
 

CSPI would like to underscore that in the past, the process for developing the Guidelines 
has been driven by strong science, and previous Dietary Guidelines Advisory Committees 
have exhibited expertise and scientific integrity. The DGA recommendations have remained 
relatively consistent over the years—encouraging a diet rich in fruits, vegetables, and 
whole grains, while limiting excess sodium, saturated fat, and sugars. CSPI appreciates the 
U.S. Departments of Agriculture’s and Health and Human Services’ efforts to strengthen the 
process for developing the Guidelines in response to the reports issued by the National 
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Academy of Medicine and the expansion of the Guidelines to offer recommendations for 
pregnant women, infants and toddlers up to 24 months of age in response to the 
Agriculture Act of 2014.  

 
However, CSPI is concerned that determining topics and questions before 

appointing the Dietary Guidelines Advisory Committee (DGAC) has potential pitfalls. Of 
greatest concern, it is not clear whether the final Dietary Guidelines for Americans report 
will include only those topics identified by the agencies. We urge USDA and HHS to include 
topics of public health importance that are not reviewed by the 2020 DGAC by carrying 
over advice from the 2015 DGAs. Furthermore, we urge USDA and HHS to: 
 

• Include recommendations on sodium, alcohol, and cholesterol—topics that have 
been addressed by all previous DGAs. If the DGAC is unable to examine the 
evidence for these topics, it should incorporate advice from the 2015 Dietary 
Guidelines for Americans or Dietary Reference Intake committees. 

• Ask the DGAC to continue to issue quantitative recommendations for sodium, 
whole grains, vegetables, fruits, saturated fat, and added sugars to provide 
actionable advice to the public and to ensure that those recommendations can be 
translated into nutrition programs. 

• Examine the impact of replacing saturated fats with unsaturated fats on the risk 
of cardiovascular disease. 

• Include questions for all relevant life stages: In addition to the proposed life 
stages, also examine the link between saturated fat and cardiovascular disease in 
children aged 2–18 and in adults older than 65; the link between dietary 
patterns and the risk of osteoporosis in adults aged 19–64; and the link between 
dietary patterns and the risk of obesity, cardiovascular disease, type 2 diabetes, 
and cancer in children ages 2–18. 

• Provide advice on how to reduce or avoid dietary exposures to substances of 
concern, especially during pregnancy and early in life, including to substances 
known or reasonably anticipated to cause cancer or affect the developing 
brain in recognition of increased susceptibility and exposures during these time 
periods. While evaluating the evidence on carcinogenicity and/or toxicity for 
many individual substances is beyond the scope of the DGAC, we request that the 
Committee advise the public regarding how to prevent or reduce exposures to 
substances of concern.  

 
Below we expand on these and other issues.  

 
 

I. Introduction 
 

The Dietary Guidelines for Americans for 35 years has provided life-saving advice to 
consumers who want to lower their risk of diet-related disease. This advice has never been 
more critical. Two out of three American adults1 and one out of three children2 are 
overweight or obese. Nearly half of adults have diabetes or prediabetes,3 and roughly half 
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of adults have high blood pressure,4 a major risk factor for heart disease and stroke. 
Furthermore, 13 cancers, including breast, colorectal, esophageal, and uterine, are linked to 
overweight or obesity.5 

 
However, the Guidelines offer more than advice for individual consumers. The 

Guidelines are used as the basis for standards for programs such as the National School 
Lunch and School Breakfast Programs, the Child and Adult Care Food Program, and senior 
meals through the Older Americans Act. They also are used by state and local governments 
and health departments across the country as the basis for many of their nutrition policies 
and programs, including to establish guidelines for healthier food that is sold or served on 
public property. This broad spectrum of uses makes it essential that the Guidelines provide 
clear, quantitative recommendations for a healthy diet. Vague advice to consume less 
saturated fat or added sugar is far less valuable than a recommendation to get less than 10 
percent of calories from saturated fat or added sugars. Similarly, recommendations to aim 
for an intake of saturated fat or sodium within a given range is of limited use. Precise 
quantitative recommendations are both more understandable to consumers and more 
useful for application to public health programs. We urge the Departments to keep these 
important applications of the Guidelines in mind as they proceed. 
 
 Furthermore, we have concerns about some of the criteria that USDA and HHS 
propose using to identify topics and their implications for the continuity of the Guidelines. 
For instance, the criterion of “importance” states that there might need to be “new, relevant 
data” to warrant a new review of the evidence. This may be a misapplication of the relevant 
recommendations: while the National Academy of Medicine’s report suggested that some 
topics may not warrant a detailed review every five years, it did not recommend that such 
topics be omitted from the Dietary Guidelines for Americans.  
 

Moreover, we have concerns with regard to the “duplication” criterion. Even if a topic is 
addressed through existing evidence-based federal guidance other the Dietary Guidelines, 
we believe it should be included in the Dietary Guidelines if it can help guide individual 
consumers or institutional policies towards healthier diets. If key topics are omitted at this 
stage of the process, it is unclear how they would be addressed in the 2020–2025 
Guidelines, potentially leaving significant gaps in evidence-based federal guidance for food 
and nutrition. It is therefore more useful to consumers and agencies to have key nutrition 
recommendations in one place. This is especially important for those policies and programs 
that are tied through statute, regulation, or guidance to the recommendations in the 
Dietary Guidelines. 
 

II. Topics that should be addressed across the lifespan. 
We are concerned that the life stages approach fails to address issues in all the relevant life 
stages.  

• Saturated fat. The Departments proposed evaluating the relationship between 
saturated fat and CVD only for adults aged 19 to 64, ignoring children aged 2–18 
and adults older than 65. Diet has an impact on CVD at all ages, starting in 
childhood.  
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• Dietary patterns. For children ages 2–18, the Departments proposed evaluating 
the link between dietary patterns (e.g., DASH, Mediterranean, vegetarian/vegan, 
low-carb) and only growth, size, body composition, and bone health. In fact, the 
DGAC should also evaluate the link between dietary patterns and the risk of 
obesity, cardiovascular disease, type 2 diabetes, and cancer. These health 
problems begin in childhood. One out of three children and teens are overweight 
or obese, and type 2 diabetes now occurs in children as young as 10 years old.6 
An estimated 11 percent of children aged 8 to 17 have high or borderline high 
blood pressure, 5.5 percent of male and 7.5 percent of female adolescents have 
high LDL cholesterol, and 8.7 percent of male adolescents and 6.3 percent of 
female adolescents have high triglycerides—all risk factors for CVD.7  

 

• Osteoporosis and bone loss. USDA and HHS proposed evaluating the link 
between dietary patterns and “bone health” for children aged 2–18 and the “risk 
of osteoporosis” for ages 65 and older, ignoring adults aged 19 to 64. Similarly, 
the Departments proposed evaluating the evidence that changes in dietary 
patterns could prevent or reverse declines in bone density only in adults aged 65 
and older. In fact, 54 percent of women aged 50 to 59 have osteopenia and 7 
percent have osteoporosis at either the femur neck or lumbar spine.8 Although 
clinical events due to osteoporosis may largely occur in adults older than 65, the 
risk may depend, in part, on perimenopausal bone loss and on peak bone density 
acquired decades earlier. Therefore, the DGAC should evaluate the relationship 
between dietary patterns and both the risk of osteoporosis and declines in bone 
mass for adults aged 19 to 64. 

 
The Dietary Guidelines should not omit critical topics that were addressed by earlier 
DGA and apply to all age groups. 
 

a. Sodium 
 

It is troubling that USDA and HHS include no questions on sodium when new expert 
guidelines9 classify roughly one out of two adults as hypertensive, and new data from the 
CDC indicate that the average American adult consumes 4,000 mg of sodium per day, well 
above the 2,300 mg per day recommended by the National Academy of Medicine.10 
Furthermore, a convincing body of evidence demonstrates that reducing sodium intake can 
lower blood pressure and the risk of cardiovascular disease, despite confusion created by 
studies that do not measure sodium intake accurately.11 We understand that the Academy 
is in the process of revising the Dietary Reference Intakes for sodium and believe that the 
DGAC should defer to the DRI committee’s conclusions, if available. The Guidelines should 
either include the DRI committee’s advice or—if the DRIs are not available before the 2020 
Guidelines must be finalized—include advice on sodium from the 2015 Guidelines. Ignoring 
sodium entirely would put the public’s health at risk. 
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b. Whole Grains 
 

Previous Guidelines have advised Americans to “make half of all grains whole grains,” 
yet the Departments’ proposed list of questions lacked any reference to whole grains. 
Addressing whole grains is critical, given that all age and sex groups fail to meet 
recommended intakes of whole grains and nearly all exceed recommended intakes of 
refined grains.12 Since the publication of the 2015 Guidelines, the evidence supporting 
advice to replace refined grains with whole grains has grown. For example, in 2016 
researchers examining 45 studies reported that people who typically consume three 
servings of whole grains a day have about a 20 percent lower risk of dying of heart disease 
and a 15 percent lower risk of dying of stroke or cancer than those who consume no whole 
grains.13 We urge the Departments to either ask the DGAC to provide a quantitative 
recommendation for whole grain intake, or to continue to advise the public in reliance on 
the 2015 DGA’s sound and scientific advice to make at least half of the grains consumed be 
whole grains.  

 
c. Vegetables and Fruit 

 
The 2015 Guidelines recommend a healthy eating pattern with 2½ cup-equivalents of 

vegetables and 2 cup-equivalents of fruit a day (for a 2,00 0calorie diet) and advise 
consumers that “research has shown that vegetables and fruits are associated with a 
reduced risk of many chronic diseases, including CVD [cardiovascular disease], and may be 
protective against certain types of cancers.” Since the publication of the 2015 Guidelines, 

studies have reported additional evidence that consuming vegetables and fruit protects 
health. For example, a meta-analysis of 95 studies reported an 8 percent lower risk of heart 
disease, a 16 percent lower risk of stroke, an 8 percent lower risk of cardiovascular disease, 

a 3 percent lower risk of total cancer, and a 10 percent lower risk of all-cause mortality for 
every 200 grams (7 oz.) of fruits and vegetables consumed per day, up to 600 grams per 
day for cancer and up to 800 grams a day for all other outcomes.14 We urge the 
Departments to either ask the DGAC to provide a quantitative recommendation for 

vegetable and fruit intake or to continue to support the 2015 DGA’s well-founded advice for 

vegetable and fruit intake. 

d. Alcohol 
 

A “key recommendation” of the 2015 Guidelines states that “if alcohol is consumed, it 
should be consumed in moderation—up to one drink per day for women and up to two 
drinks per day for men—and only by adults of legal drinking age.” The Guidelines also 
“does not recommend that individuals begin drinking or drink more for any reason,” and 
notes that “there are many circumstances in which individuals should not drink, such as 
during pregnancy.”  

 
Yet in the scoping proposal, the Departments included only a single question about 

alcoholic beverages (concerning alcohol consumption during lactation and human milk 
composition and quantity). Alcoholic beverages increase the risk of cirrhosis of the liver 
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and cancers of the mouth, esophagus, pharynx, larynx, liver, breast, and colon.15 Given the 
enormous societal damage caused by excess alcohol consumption, the Guidelines must 
include recommendations regarding alcohol consumption. We urge the Departments to 
maintain this 2015 DGA advice as part of the 2020 Guidelines. If the 2020 DGAs include 
only topics reviewed by the 2020 DGAC, the DGAC should examine the evidence that 
alcoholic beverages increase the risk of cancer, cirrhosis, and other health and societal 
problems. 
 

e. Dietary Cholesterol 
 

All previous editions of the Guidelines have included advice on dietary cholesterol, 
including the 2015 edition. Although that edition deleted previous advice to limit dietary 
cholesterol to 300 mg per day, it did advise Americans that, “as recommended by the 
[Institute of Medicine], individuals should eat as little dietary cholesterol as possible while 
consuming a healthy eating pattern.” In fact, the decision to delete the quantitative advice 
about dietary cholesterol was ill-founded, as a number of prominent researchers argued in 
2015.16 Therefore, we urge the DGAC to revisit the issue of dietary cholesterol, or at the 
very least maintain as part of its 2020 recommendations the 2015 DGA advice to eat as 
little dietary cholesterol as possible.  

 
f. Red and Processed Meats  

 
The 2015 Guidelines advise the public that “strong evidence from mostly prospective 

cohort studies but also randomized controlled trials has shown that eating patterns that 
include lower intake of meats as well as processed meats and processed poultry are 
associated with reduced risk of CVD in adults. Moderate evidence indicates that these 
eating patterns are associated with reduced risk of obesity, type 2 diabetes, and some types 
of cancer in adults.” In October 2015, the International Agency for Research on Cancer 
(IARC) concluded that processed meat is “carcinogenic to humans.”17 IARC’s monographs 
on carcinogenesis “are considered the ‘gold’ standard in evaluating evidence on cancer 
causation,” according to the President’s Cancer Panel, and are used by countries around the 
world.18 IARC also concluded that “each 50 gram portion of processed meat eaten daily 
increases the risk of colorectal cancer by 18 percent.”19,20 Therefore, we urge the 2020 
DGAC to adopt IARC’s conclusions. If the 2020 DGAs only include topics reviewed by the 
2020 DGAC, the committee should evaluate the evidence that processed meats increase the 
risk of colorectal cancer.  
 

g. Food Safety 
 

As noted in the 2015–2020 Dietary Guidelines, an important part of healthy eating is 
keeping foods safe. Foodborne illness affects about one in six Americans—648 million 
people. The 2015 Guidelines provides sound recommendations for the general population, 
and a paragraph directed towards at-risk populations on how to reduce the risk of 
foodborne illness. This or similar information should be included in the 2020–2025 edition.  
However, the inclusion of life stage information in the 2020–2025 Dietary Guidelines 
provides an opportunity to provide specific information for each age group. For example, 
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the DGAC could include precautions that parents or caregivers can take to protect against 
Cronobacter in infant formula, which can be fatal for babies. Also, children under the age of 
five are at the highest risk for Salmonella infection,21 because their immune systems are 
still developing. The DGAC could include precautions to protect children from Salmonella 
(e.g., avoiding cake batter and cookie dough, reinforcing the importance of handwashing). 

 
The Departments should amend a number of the proposed topics and questions and 
consider them for all age groups.  

 
a. Beverages and Added Sugars 

 
The 2020 DGAC should examine the evidence on added sugars and sugar-sweetened 

beverages (SSB) together, because SSBs are the largest source of added sugars in the 
average American’s diet.  

 
The 2015 Guidelines recommends that people consume less than 10 percent of calories 

from added sugars to meet their food group and nutrient needs. In addition, the Guidelines 
noted that an eating pattern that reduces the risk of chronic disease is low in added sugars. 
The 2015 DGAC examined the evidence on added sugars and SSBs together in part because 
SSBs are the greatest source of added sugars in the average American’s diet (contributing 
almost half of intake) and in part because SSBs are easier to use in randomized controlled 
trials and easier to examine in observational studies than are added sugars. The 2020 
DGAC should similarly evaluate added sugars and SSBs together. Therefore, the proposed 
questions for added sugars should more clearly state “added sugars in food and beverages.”  
 

b. Saturated Fats 
 

The Departments proposed that the DGAC would examine the relationship between 
saturated fats and risk of cardiovascular disease for adults aged 19–64. Instead, the 2020 
DGAC should examine the effect of replacing saturated fatty acids with polyunsaturated 
fatty acids (and monounsaturated fatty acids) on the risk of CVD for children aged 2–18 
and adults aged 19 and over. The 2015 Guidelines recommends that “intake of saturated 
fats should be limited to less than 10 percent of calories per day by replacing them with 
unsaturated fats….” The 2020 Guidelines should take a similar approach. 

 
It is not possible to evaluate the effect of saturated fats on the risk of CVD without 

considering which nutrients would replace it, as explained by a 2017 Presidential Advisory 
from the American Heart Association.22 Studies that ignore the replacement nutrient are 
effectively comparing saturated fats to refined carbohydrates (largely white flour and 
added sugars), which comprise the largest component of the average American diet. As the 
AHA Advisory explains, meta-analyses of prospective observational studies that did not 
take the replacement nutrient into account have mistakenly concluded that saturated fat 
intake had no significant effect on CVD risk.23,24 In contrast, meta-analyses that evaluated 
the effect of replacing saturated fat with polyunsaturated fat reported a lower risk of CVD, 
while replacing saturated fat with refined carbohydrates yielded no lower risk of CVD.25,26  
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Similarly, randomized controlled trials that replace saturated fats with 
polyunsaturated fats report a lower risk of CVD. The 2015 Cochrane Collaboration review 
of 15 RCTs concluded that reducing saturated fat reduced the risk of cardiovascular events 
by 17 percent, and subgrouping suggested that the reduction in cardiovascular events was 
seen in studies that primarily replaced saturated fat calories with polyunsaturated fat.27 As 
the authors noted, it is not surprising that no effect was seen on all-cause or CVD mortality 
given that trials lasted an average of 4 to 5 years.28 The AHA Advisory further divided RCTs 
into “core” trials that met six criteria (e.g., sufficient duration and adherence) and “non-
core” trials that failed to meet at least one of those criteria.29 A meta-analysis of core trials 
that replaced saturated fats with polyunsaturated fats found roughly a 30 percent 
reduction in CHD events, which is similar to the reduced risk achieved by treatment with 
statins. Some randomized controlled trials have reported differing results because they 
replaced saturated fats with margarines that were high in cholesterol-raising trans fat.30  
 

These bodies of evidence are supported by clinical trials demonstrating that replacing 
saturated fats with polyunsaturated fats lowers LDL cholesterol, a well-established cause of 
atherosclerosis. That evidence informed the 2013 Lifestyle Management Guideline from the 
American Heart Association and College of Cardiology,31 which includes advice to “aim for a 
dietary pattern that achieves 5-6 percent of calories from saturated fat.” In 2016, the AHA 
and ACC translated those guidelines into more specific dietary advice.32  

 
Furthermore, the DGAC should examine the evidence on saturated fats and CVD for 

everyone aged 2 or older, not merely for adults 19–64, because atherosclerosis begins in 
childhood and continues beyond age 64. Based on a thorough review of the evidence in 
2011, an expert panel of the National Heart, Lung, and Blood Institute recommended that 
children and adolescents get 7 to 10 percent of their calories from saturated fat and 20 
percent of their fat from a combination of poly- and monounsaturated fat.33 Similarly, the 
AHA recommends limits on saturated fat in children aged 2 and older.34 Furthermore, 
people older than 64 have a high absolute risk of CVD, and many prospective studies and 
RCTs involve adults older than 65. Recognizing the decades-long atherosclerotic process, 
AHA and ACC issue guidelines for children over age two and make no distinction between 
younger and older adults. 
 
The Departments should add topics regarding substances to avoid or minimize for 
all age groups, especially during critical windows of susceptibility.  
 

People of all ages are exposed to substances that can disrupt health and 
development. However, some populations receive greater dietary exposures than others, 
especially children, in part because they have higher food and fluid intake per pound of 
body weight than do adults. Children can also be exposed in utero via placental transfer or 
after birth via breast milk. Furthermore, it is widely recognized that exposures early in life, 
during “windows of susceptibility,” when certain tissues and organ systems are developing, 
are of paramount importance to health. Exposures during pregnancy and early in life are 
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increasinglyi linked to health outcomes later in life, including cancer, obesity, diabetes, 
cardiovascular disease, fertility, and neurodevelopmental disease or dysfunction.35,36,37  

 
The American College of Obstetricians and Gynecologists, the American Society for 

Reproductive Medicine, and others are calling for action to identify and reduce exposure to 
toxic environmental agents, recognizing that an important outcome of pregnancy is a 
healthy newborn, as well as a person biologically predisposed to be healthy from birth to 
old age.38,39,40 In particular, it is well established that the developing brain is exquisitely 
sensitive to toxic insults. In cases where there is ample data, such as with certain heavy 
metals and alcohol, no “safe” levels for the developing brain have been identified.41,42,43 

Similarly, the susceptibility to carcinogens from exposures during pregnancy and early in 
life is a well-recognized public health concern. 

 
Thus, in addition to ensuring good nutrition early in life, every effort should be made to 

avoid or minimize potentially harmful dietary exposures. While the current Dietary 
Guidelines address alcohol and provide general advice on caffeine, many other dietary 
exposures of concern have not been addressed. The decision to provide advice at different 
life stages in the 2020 Dietary Guidelines provides a new opportunity to address this topic. 
Consumers need comprehensive advice to help them avoid dietary exposures of concern.  

 
For each life stage, and in particular during pregnancy and early in life, USDA and HHS 

should add the topic “Avoiding or minimizing dietary exposures of potential concern,” and 
the question “How can possible dietary exposures of concern be avoided or minimized at 
this life stage?”, including for:  

a. Contaminants such as lead, arsenic, and persistent pollutants that cause or 
are reasonably anticipated to cause cancer and/or other toxic effects (e.g., to 
the developing brain); 

b. Naturally-occurring and added caffeine (especially during pregnancy, 
childhood, adolescence, and young adulthood); 

c. Additives that cause or are reasonably anticipated to cause cancers, 
according to U.S. government authorities, including Red 3,ii,44,45 BHA, and 
certain flavors;iii,46 

d. Additives that pose risks to certain individuals, including synthetic food dyes; 
e. Pathogens such as Salmonella, Listeria, and Cronobacter; and 

                                                           
i For example, the entire issue of Reprod Toxicol 2017;68:1-214 is devoted to the environment and 
Developmental Origins of Health and Diseases.  
ii In 1990, the FDA determined that Red 3 caused cancer, on the basis of animal feeding studies, and on that 
basis terminated provisional uses of the dye in cosmetics, including lipsticks and ingested cosmetics, 
externally applied drugs, and all uses of Red 3 lake. That same year, the FDA said it would “take steps” to ban 
the use of Red 3 dye in food and ingested drugs, for which the dyes had been permanently approved. 
However, it has not done so and those uses remain. 
iii For example, the flavoring agents methyleugenol and acetaldehyde are listed as “reasonably anticipated to 
be a human carcinogen” in the official U.S. government’s Report on Carcinogens. Fourteenth Edition, 2016. 
https://ntp.niehs.nih.gov/pubhealth/roc/index-1.html. 

 

https://ntp.niehs.nih.gov/pubhealth/roc/index-1.html
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f. Other substances indirectly added to food from packaging, processing, or 
cooking, such as acrylamide, polycyclic aromatic hydrocarbons, heterocyclic 
amines, and phthalates and other plastic-related chemicals that cause or are 
reasonably anticipated to cause cancer or other toxic effects (e.g., to the 
developing brain). 

 
It is not necessary for the DGAC to review evidence for each potential exposure of 

concern. Rather, the focus should be on providing practical, actionable advice and guidance 
to minimize exposures at the most sensitive times during windows of development, 
incorporating and building on practical adviceiv provided by the 2008–2009 President’s 
Cancer Panel47 and other sources.v Moreover, if the DGAC declines to address specific 
exposures of potential concern, it should publicly indicate which it is not addressing, so 
that consumers are aware that the list of addressed exposures is not exhaustive. 
 

III. Infants and Toddlers 
 
a. Introduction 
 

Good nutrition as well as avoidance of toxic exposures throughout the first two years of 
life helps to lay the foundation for a child’s future health well into adulthood. New research 
in the fields of neuroscience and the early origins of adult health is shedding light on how 
infants’ brains develop, how children and adults become susceptible to diseases, and how 
capacities and skills are either nourished or thwarted, beginning during pregnancy and 

through the first two years of life. 

In addition to being more susceptible to toxic insults, infants aged 0–6 months may 
consume a sole source of food—breast milk or infant formula—and consume higher 
amounts of food relative to body weight compared to adults, during a period of important 
developmental processes.48  
 

A growing body of scientific research indicates that the foundations for lifelong 
health—including predispositions to obesity and certain chronic diseases—are largely 
determined during pregnancy and the first two years. Emerging research also indicates 
that the effects of poor nutrition as well as toxic or carcinogenic exposures early in life 
impact not only a child’s health but also that of the child’s offspring. In this way, the 
damaging effects caused by poor nutrition and adverse exposures in early life have the 

                                                           
iv For example, the Panel states, “Avoiding or minimizing consumption of processed, charred, and well-done 
meats will reduce exposure to carcinogenic heterocyclic amines and polyaromatic hydrocarbons” and, 
“Microwaving food and beverages in ceramic or glass instead of plastic containers will reduce exposure to 
endocrine-disrupting chemicals that may leach into food when containers are heated.” 
v For example, the National Institute of Environmental Health Sciences (see 
https://www.niehs.nih.gov/health/topics/agents/sya-bpa/index.cfm), noting that animal studies suggest 
that infants and children may be the most vulnerable to the effects of BPA, provides advice on how to prevent 
or reduce exposure to BPA, for example by not microwaving polycarbonate plastic food containers, reducing 
use of canned foods, and when possible, opting for glass, porcelain, or stainless steel containers, particularly 
for hot foods or liquids.  

https://www.niehs.nih.gov/health/topics/agents/sya-bpa/index.cfm
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potential to cascade down through generations of children and lock families into a cycle of 
poor health. 
 
The DGAC should consider the following additional topic for infants and toddlers. 
 

a. Reducing and Avoiding Exposures of Concern 
 

The DGAC should consider certain chemical exposures as well as Cronobacter, which 
can be found in powdered infant formula. Cronobacter illnesses are rare, but they are 
frequently lethal for infants. The Centers for Disease Control provides guidelines to 
caregivers to protect babies from Cronobacter, and it would be helpful to include similar 
advice in the Dietary Guidelines.49  
 

The DGAC should consider lead and arsenic, which are especially toxic to the developing 
brain, contributing to learning and behavioral problems in children. In addition, lead and 
lead compounds are considered “reasonably anticipated to be human carcinogens” and 
arsenic and inorganic arsenic compounds are listed in the official Report on Carcinogens as 
“known to be a human carcinogen.”50 Analysis of FDA data shows that lead levels in baby 
food versions of certain foods, such as apple and grape juice, exceed those in the regular 
versions.51 Testing has found six times more arsenic in infant rice cereal compared to other 
types of cereal.52 
 

IV. Children and Adolescents 
 

The DGAC should consider the following additional topics for children and 
adolescents. 

 
a. Caffeine 

 
The Diagnostic and Statistical Manual of Mental Disorders, Fifth Edition (DSM-5) states 

that caffeine intoxication can occur “with low doses (e.g., 200 mg) in vulnerable individuals 
such as children, the elderly, or individuals who have not been exposed to caffeine 
previously.”53 Children are more vulnerable to adverse effects from caffeine than adults 
due to their smaller size, developing brain, and lack of habituation. In addition, caffeine is 
being used in a wide range of food and beverage categories that appeal to children, 
including gum, candy, popcorn and other snack foods, and waffles and other breakfast 
foods. Adolescents are also more vulnerable to caffeine than adults, because the brain 
continues to develop in adolescence, particularly those parts of the brain important in 

impulse control, and because certain caffeinated products are aggressively marketed and 
appeal to adolescents, especially energy drinks and energy shots.  Sales of energy drinks— 
which provide far more added caffeine (up to 500 mg per container) than soda (typically 
34–53 mg in a 12-ounce soda)54—have continued to increase every year since 2011.55 The 

Substance Abuse and Mental Health Services Administration reported more than a 13-fold 
increase in emergency room visits between 2005 and 2011 due to energy drinks.56 
Meanwhile, the sale of very large containers of coffee and other traditional beverages 
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containing caffeine has become commonplace. For example, Starbucks sells 16-ounce and 

20-ounce sizes that contain 330 mg and 415 mg of caffeine, respectively,57 compared to the 

standard 100 mg per 5-ounce cup.  

Particularly dangerous products include powdered and concentrated liquid caffeine. 
Just one teaspoon of powdered caffeine is equivalent to about 28 cups of regular coffee. 
Adverse effects including at least two deaths have been associated with the use of these 

products.58  

Concerns about energy drinks and/or caffeine exposure have been expressed by the 
FDA,vi the Substance Abuse and Mental Health Services Administration,vii Institute of 
Medicine,viii American Academy of Pediatrics,ix Sports Medicine Advisory Committee of the 
National Federation of State High School Associations,x and numerous scientists, clinicians, 

and public health professionals.xi  

                                                           
vi The FDA Deputy Commissioner in 2013 stated, “Our concern is about caffeine appearing in a range of new 
products, including ones that may be attractive and readily available to children and adolescents, without 
careful consideration of their cumulative impact … Meanwhile, ‘energy drinks’ with caffeine are being 
aggressively marketed, including to young people.  An instant oatmeal on the market boasts that one serving 
has as much caffeine as a cup of coffee, and then there are similar products ... The proliferation of these 
products in the marketplace is very disturbing to us.”  Food and Drug Administration. Caffeine and kids: FDA 
takes a closer look. May 3, 2013.  Available at 
https://www.fda.gov/ForConsumers/ConsumerUpdates/ucm350570.htm. 
vii “Consumption of energy drinks is a rising public health problem because medical and behavioral 
consequences can result from excessive caffeine intake. A growing body of scientific evidence documents 
harmful health effects of energy drinks, particularly for children, adolescents, and young adults.” From 
Substance Abuse and Mental Health Services Administration (SAMHSA).  The Dawn Report: Update on 
Emergency Department Visits Involving Energy Drinks: A Continuing Public Health Concern.  January 10, 2013.  
Available online.  http://www.samhsa.gov/data/2k13/DAWN126/sr126-energy-drinks-use.pdf. 
viii The Institute of Medicine recommends that school foods and beverages be caffeine-free, with the exception 
of trace amounts of naturally occurring caffeine-related substances.  This is a Tier 1 recommended standard 
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https://www.fda.gov/ForConsumers/ConsumerUpdates/ucm350570.htm
http://www.samhsa.gov/data/2k13/DAWN126/sr126-energy-drinks-use.pdf
http://pediatrics.aappublications.org/content/pediatrics/early/2011/05/25/peds.2011-0965.full.pdf
http://pediatrics.aappublications.org/content/pediatrics/early/2011/05/25/peds.2011-0965.full.pdf
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http://www.nfhs.org/media/1014749/nfhs-smac-position-statement-for-use-of-energy-drinks-october-2014.pdf


Page 13 
 

 

b. Artificial (synthetic) food dyesxii 
 

Dyes have no nutritional or public health benefit—they are added for aesthetic purposes 

and are often used to make unhealthy foods more appealing, particularly to children. For 
example, Tropicana Twister Cherry Berry Blast, despite its name and a label showing 
images of cherries and berries, has no cherry or berry juice. Much of its dark red color 
comes from Red 40, and there is more high fructose corn syrup than even apple and grape 
juice concentrate. Furthermore, the Food and Drug Administration reported in 2011 that 
synthetic dyes are associated with adverse behaviors in some susceptible children with 
Attention Deficit/Hyperactivity Disorder or other problem behaviors59 and possibly in 
other susceptible children from the general population.60 At the time, the FDA concluded 
that the evidence was not sufficient to establish a causal relationship between exposure to 
synthetic food dyes and hyperactivity in the general population.61 Since 2011, eight 
additional reviews of the evidence, including two meta-analyses, concluded that excluding 
food dyes—or a diet that eliminates dyed foods and certain other foods and ingredients—
reduces adverse behavior in some children.62,63,64,65,66,67,68,69 The American Psychiatric 
Association states in the most recent edition of the Diagnostic and Statistical Manual of 
Mental Disorders (DSM-5) that "a minority of cases [of Attention-Deficit/Hyperactivity 
Disorder] may be related to reactions to aspects of diet,"70 and cites two of these 
reviews.71,72 Throughout the European Union, a warning notice—“may have an adverse 
effect on activity and attention in children”—is required on foods that contain certain dyes, 
including the three most widely used food dyes in the United States.73 Yet many Americans 
are unaware that synthetic food dyes can trigger adverse behavioral reactions in certain 
individuals.  

 
The FDA estimates that all American children ages 2 to 5 and teenage boys ages 13 to 

18xiii consume foods and beverages dyed with Red 40, Yellow 5, Yellow 6, and Blue 1.74 One 
study found that more than 90 percent of child-oriented candies, fruit-flavored snacks, and 
drink mixes and powders are artificially colored.75  

 
V. Pregnancy and Lactation 

The DGAC should consider the following additional topic for pregnant and 
postpartum women. 
 

a. Avoiding or Reducing Exposures of Concern 
 

Pregnancy is an especially critical time for pregnant women to avoid or reduce dietary 
exposures of concern, such as alcohol, caffeine, lead, listeria, and others, and the DGAC 

                                                           
particularly among children, adolescents, and young adults.”  Arria, A et al.  Letter to The Honorable Margaret 
A. Hamburg, MD, Commissioner, Food and Drug Administration, Re: The Use of Caffeine in Energy Drinks, 
March 19, 2013.  Available at: http://www.sfcityattorney.org/wp-content/uploads/2015/07/Herrera-
Scientists-letter-to-the-FDA-re-caffeinted-drinks.pdf. 
xii Refers to FD&C color additives, including Blue 1, Blue 2, Green 3, Red 3, Red 40, Yellow 5, Yellow 6. 
xiii Other age and sex groups were not studied.  
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should provide specific, practical advice to assist pregnant women to do that, as noted 
above.  
 

For example, caffeine poses a risk of adverse pregnancy outcomes including 
spontaneous abortion, stillbirth, preterm delivery, as well as childhood leukemia. This 
evidence does not support the common advice that up to 200 mg of caffeine per day is safe 
for pregnant women. Doses as low as 100 mg per day have been associated with a 14 
percent increase in risk of miscarriage, a 19 percent increase in the risk of stillbirth, and 
increased risks of small-for-gestational-age fetuses and low birth weight.76 Furthermore, 
there is compelling evidence linking maternal coffee consumption during pregnancy and 
childhood acute leukemia, which has not received much attention.77  

 
VI. Adults 

 

While we are pleased that the Guidelines will offer recommendations to a broader, 
more diverse population through the lifespan approach, the proposed age groups and 
topics fail to address issues in all relevant life stages. Therefore, sodium, whole grains, 
fruits and vegetables, alcohol, dietary cholesterol, saturated fats, added sugars and 
beverages, and dietary exposures should be considered for all age groups aged two and 

older, as addressed in Section II above.  

Furthermore, the Guidelines should consider recommendations on powdered or 
concentrated liquid caffeine, as well as energy drinks and energy shots, especially for 
young adults for whom these products particularly appeal due to their positioning as 
athletic performance enhancers. As noted previously, adverse effects, including deaths, 

have been associated with the use of these products. 

 
VII. Older Adults 

 
Several questions proposed by USDA and HHS create an arbitrary distinction between 

adults ages 19–64 and adults aged 65 and older. In fact, most of evidence concerning diet 
and risk of disease applies to both age groups. Rather than review the evidence for the two 
age groups separately, the DGAC should consider the evidence for all adults for most 
outcomes. The DGAC could conduct a separate review for older adults for problems that do 
not occur as frequently at younger ages, such as impaired dentition and reduced muscle 
strength. An estimated 15 percent of men and 22 percent of women aged 80 or older—but 
only 2 percent of men and women aged 60 to 79—have “weak muscle strength.”78 As noted 
above, DSM-5 states that caffeine intoxication can occur with low doses (e.g., 200 mg) in the 
elderly.79  
 

VIII. Conclusion 

Thank you for the opportunity to provide comments on the proposed topics for the 
2020 Dietary Guidelines for Americans. In summary, we appreciate the lifespan approach 
and the addition of guidance for pregnant women, infants, children and adolescents, adults, 
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and older adults. We also support opportunities to make the DGA process more 

transparent.  

We strongly encourage the Agencies to consider adding to and amending several of the 

proposed topics to better serve Americans with more complete nutrition advice. 

Respectfully submitted, 

 

Bonnie Liebman, MS 

Director of Nutrition 

Center for Science in the Public Interest 

 
 

 
Lisa Y. Lefferts, MSPH 
Senior Scientist 

Center for Science in the Public Interest 

 
Angela Amico, MPH 

Policy Associate 

Center for Science in the Public Interest 
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