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As a registered dietitian, I was taught that individuals can exert considerable
control over their future health outcomes, particularly those related to chronic
disease, by simply following suggested dietary patterns. However, in my clini-
cal experience, this did not always seem to be the case. Patients would report
following standard nutrition recommendations for a reduced fat, plant-based,
calorie-limited diet, yet were still struggling with chronic conditions this dietary
pattern was supposed to prevent. It is possible that patients were lying about what
and how much they were eating; this is a fairly common assumption in public
health nutrition and in dietetics and one to which I will return. However, this
perspective overlooks the history of controversy and the ongoing debate over
the scientific basis for these recommendations. It also overlooks a paradoxical
relationship between the standard nutrition recommendations that the patients
I saw were trying to follow and diseases thought to be related to diet. Since the
reduced-fat, plant-based, calorie-restricted diet paradigm to prevent chronic dis-
ease became institutionalized through federal dietary guidance in 1980—mak-
ing it the accepted standard for what is considered a healthy diet—the rates of
many chronic diseases have increased. Many experts have explained the fail-
ure of federal dietary guidance to prevent chronic disease by pointing out that,
although there is some evidence that eating patterns of Americans have shifted
toward recommended eating patterns, Americans have not been fully compli-
ant with this guidance (Dietary Guidelines Advisory Committee [DGAC] 2010;
Broad and Hite 2014). This narrative places the responsibility for the effective-
ness of this public health intervention squarely on the shoulders of the population
it is intended to assist, even as nutrition scientists continue to dispute the evi-
dentiary basis for the intervention itself (Bahl 2015). Together, these issues raise
questions about the ethics of current public health nutrition guidance, namely,
“Who is responsible for the outcomes of a public health intervention?”” and “What
quality of evidence is needed to ethically implement a public health intervention,
particularly in a nonemergency situation?”

Since evidence, effectiveness, and ethics are interconnected, a lack of effective-
ness, coupled with concerns about standards of evidence, points to aspects of cur-
rent public health nutrition guidance which are ethically problematic. Carter et al.
(2011) have asserted, “evidence and ethics are implicitly related: evidence-based
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practice may be more ethical, and ethically sensitive practice more effective”
(p. 465). This chapter will explore why the development of effective policy must
begin with ethical considerations regarding what is considered sufficient evi-
dence for a public health intervention directed at changing individual lifestyle
behaviors. I begin by exploring a framework of standards for establishing an ethi-
cal foundation for public health prevention policies oriented at lifestyle choices.
Next, an examination of the origins of U.S. federal public health nutrition guid-
ance for prevention of chronic disease provides a background for recognizing
ethical issues in current nutrition guidance. These ethical issues are summarized
in two problematic assumptions foundational to current public health nutrition
policy: that the scientific justification for federal dietary health recommendations
is firmly established and that there are no potential drawbacks to implementing
these recommendations as policy. The chapter ends with a rationale for develop-
ing ethically responsible public health nutrition policy.

Ethical rationale and standards of evidence
for public health prevention policies

The primary ethical foundation of public health policy is the imperative to pro-
tect the health of the community as a whole, although this obligation often con-
flicts with the desires or rights of an individual (Bayer et al. 2007). A strong
evidentiary base is needed to justify interventions that may impinge upon indi-
vidual values or preferences. However, not all preventive measures are equally
urgent. When the public’s health is in imminent danger—due to outbreak of a
contagious disease, food poisoning or contamination, or breakdown of sanitation
infrastructure after a natural disaster—imposition on individual freedom may be
ethically justified, even when evidence needed to address the situation is not fully
established. However, these sorts of public health measures—quarantines and
closed beaches—are infrequent. Nonemergency preventive health measures are
far more common: seat belt laws, tobacco-free zones, vaccination programs, can-
cer screenings, and dietary recommendations. What criteria determine when it is
permissible for public health officials to impact individual lives in nonemergency
situations? Specifically, for an issue as central to life as food, under what condi-
tions is it ethically justified to provide guidance for asymptomatic individuals to
make dietary changes to prevent chronic disease (Malm 2002)?

Citing the relative dearth of work on bioethics of preventive medicine, philoso-
pher and bioethicist Heidi Malm (2002) has taken up the particular ethical issues
of common preventive practices, including “encouraging specific dietary changes
as a means to avoid particular diseases” (p. 3). She has suggested that a possible
explanation for this lack of attention is the mistaken assumption that preventive
medicine practices are either not ethically problematic or not significantly different
from traditional biomedical practices. Malm argues that preventive public health
recommendations both warrant their own ethical examination and entail ethical
issues requiring different evidentiary standards than those used in biomedicine.
According to Malm, conditions under which it is ethical to provide preventive
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public health recommendations are when standards of evidence “beyond a rea-
sonable doubt” demonstrate that unmistakably recommendations will provide an
expected benefit to the individual, with minimal risk of harm (p. 5). In clinical
medicine, the weaker standard of “preponderance of the available evidence” is
considered to be adequate; however, preventive medicine must rest on a stronger
standard. This stronger standard is related to two important differences in pre-
ventive public health measures compared to patient—provider interactions: with
whom the interaction originates and the expected benefit to the individual (Malm
2002). In the first place, “our general theory of moral responsibility ... entails
that the more one is responsible for the occurrence of an event, the more one is
responsible for the outcome of the event, and the medical imperative to do no
harm” (p. 4). When a member of the public initiates an encounter with a health
professional, the provider is obliged to offer the best information available, while
the individual assumes a portion of responsibility for evaluating and enacting the
information provided. Additionally, since preventive public health measures may
in fact provide little, if any, benefit to a specific individual, the individual should
also be exposed to little, if any, harm. With public health messages, experts—
not the public—initiate the encounter between individual and information about
behavior change and must assume responsibility for outcomes and be account-
able for negative effects, though these may be unintended or unforeseen. In a pub-
lic health emergency, it may be difficult to determine when providing potential
benefit or ensuring no harm should take priority, and pragmatic concerns about
expediency may trump evidentiary standards. However, when there is no emer-
gency, there is no preexisting moral imperative that “something must be done.”
In this case, the principle of non-malfeasance takes precedence: “... it is more
important not to harm someone than it is to help them” (Holland 2015, p. 38), and
a higher standard of evidence should prevail.

Historical context of public health nutrition guidance

To be clear, this critique is not directed at dietary guidance to prevent nutritional
deficiencies in individuals, but at population-wide dietary health recommenda-
tions to prevent chronic diseases such as heart disease, cancer, and diabetes, as
well as obesity, which is regarded as a disease in public health discourse. Prior
to the creation of the Dietary Guidelines for Americans (DGA) in 1980, official
federal dietary guidance was based primarily on assisting the public in choos-
ing a varied diet that would prevent diseases of deficiency; importantly, no foods
were singled out as uniquely healthful or harmful. In contrast, the DGA were
the first public health nutrition recommendations to suggest that all Americans
could use one dietary prescription to reduce the risk of a wide array of chronic
diseases not specifically nutritional in nature. As the foundation of U.S. federal
public health nutrition policy, the DGA provide the scientific rationale and policy
basis for all government programs and practices related to nutrition, including
research, public health promotion, and federally mandated food labels (United
States 2010). The DGA also create a framework for beliefs and practices that
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drives consumer demand, shapes how food manufacturers formulate products,
and directs the work of scientists, healthcare professionals, food system reform-
ers, and the media. The DGA define a healthy diet as one that reduces or avoids
certain food components—namely fat, saturated fat, cholesterol, and sodium—
and increases others, such as carbohydrate, fiber, and polyunsaturated fats. In
other words, good nutrition to prevent chronic disease means eating less meat
and fewer whole fat animal products; avoiding processed foods high in trans fats,
refined grains, or added sugars; and consuming more fruits, vegetables, whole
grain products, and vegetable oil. Good nutrition also means balancing calories
in with calories out to avoid weight gain. This recommended dietary pattern is
thought to have beneficial effects on those biomarkers associated with chronic
disease whose measurement and monitoring dominate interactions between
patients and healthcare providers: weight, serum cholesterol, and blood pressure
(Dietary Guidelines Advisory Committee [DGAC] 2015). Within the neoliber-
alist framework of “privatized market solutions to public problems” (Crawford
2006), the DGA provide a rationale for having individuals assume responsibility
for their own health outcomes. By indicating which foods and dietary patterns
will either prevent or contribute to the development of disease, the DGA are
a measure by which food eaten by individuals—and indeed individuals them-
selves—may be judged relative to a standard endorsed by the federal government
and promulgated by experts.

In this way, the DGA reflected a long tradition in America of nutrition
guidance acting as an instrument of social management. Along with the
information about how to avoid chronic disease, as established by the DGA,
came the obligation for individuals to apply this guidance to their lives.
Advice about ‘“good nutrition” may reference nutrition science for its
authority, but it has always come with a moral imperative to be a “good
eater” (Biltekoff 2013). Although the DGA are treated as “simply a means of
conveying facts of food and health” (Biltekoff 2012, p. 173), this guidance
emerged from a complex interaction of social norms, historical context, and para-
digmatic thinking that made following the precepts of “good nutrition” a moral
obligation of good citizenship.

Senator George McGovern’s Senate Select Committee on Nutrition and
Human Needs, “began life as a soldier in the War on Poverty” (Oppenheimer
and Benrubi 2013, p. 60). Formed in 1968 to address issues of malnutrition, the
work of the Committee had been so successful in developing legislation that led
to the creation of groundbreaking and highly praised hunger relief and food
assistance  programs that it shifted its attention to issues of
“overnutrition” (Oppenheimer and Benrubi 2013). In 1977, the Committee
issued a report called the Dietary Goals for the United States which tied an
“epidemic” of killer diseases—obesity, diabetes, heart disease, stroke, and
cancer—to changes in the American diet, specifically the increase in “fatty and
cholesterol-rich foods” (Select Committee on Nutrition and Human Needs of the
United States Senate 1977a, p. 3). However, many nutrition scientists saw the
situation differently. Alfred Harper, the then chairman of the Food and Nutrition
Board of the National Academy of Sciences, asserted that the apparent increase
in chronic disease was related to the fact that Americans were generally healthier
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and living longer; when adjusted for age, rates of many chronic diseases were
actually decreasing: “A far stronger case can be made for concluding that the
changes in our food supply during this cen-tury have been associated with
improved rather than deteriorating health” (Broad 1979, p. 1061). Despite little
evidence that the recommendations would be benefi-cial or were even needed,
the suggested dietary modifications would become the basis for the first DGA
and all that followed (Truswell 1987), but not because of uniformly convincing
scientific evidence or a public health emergency. Rather, this guidance utilized
nutrition science to respond to numerous social, political, and economic forces
of the time.

In general, the shift in dietary guidance from acquiring adequate nutrition
to preventing chronic disease supported a shift in thinking about public health
that took place during the 1970s. During this decade, efforts to create a national
health insurance plan lost momentum as inflation led to rising healthcare prices
and a focus on cost control (Eisenberg 1977). In addition, after the successful
eradication of many communicable diseases, cures for chronic diseases were elu-
sive. Ideas about public health began to be reconceptualized around programs
of prevention and individual responsibility. Federal dietary guidance to prevent
chronic disease became central to the establishment of a neoliberal social order
where individual responsibility for health, facilitated by products and services
from the marketplace, replaced “collective responsibility for economic and social
well-being” (Crawford 2006, p. 409). Pursuing good health through adherence
to “good nutrition” became a central value in middle-class American life and a
hallmark of responsible citizenship.

Specific recommendations to reduce the use of animal products were tied to
these and a host of other cultural and political issues. During the energy crisis of
the 1970s, food prices, especially for meat, shot up; housewives staged meatless
Monday protests, not to promote vegetarianism, but to force meat producers to
lower their prices. At the same time, droughts in Russia and Africa fueled predic-
tions that the world might run out of food. America’s ability to feed other nations
had a myriad of political implications as well as humanitarian ones; at least
theoretically, reducing meat consumption would divert grain fed to livestock to
hungry populations across the globe. Meanwhile, since the 1960s, the American
Heart Association (AHA) had been promoting a theory that eating less meat and
animal fat could reduce the risk of heart disease. These events played out against
a background of changes initiated by the then Secretary of Agriculture Earl Butz
in response to criticisms that the U.S. agricultural system was inefficient. Policies
he instituted shifted land use to make room for additional corn, wheat, and soy-
bean crops (Butz 1976). The dietary recommendations contained in McGovern’s
1977 Senate report—which told the public to consume fewer animal products, eat
more grain and cereal products, and to use corn and soybean oil instead of animal
fats like butter and lard—fit neatly into the USDA’s (United States Department
of Agriculture’s) mandate to grow the agricultural economy. Typically, animal
products undergo less processing after leaving the farm than corn, wheat, and soy
products. Having consumers shift their purchases from less- to more-processed
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foods adds value to the agricultural economy through increased processing, mar-
keting, and associated labor costs, without increasing production (Pyle 2005).
Reformulating processed grain and cereal products to conform to DGA recom-
mendations by replacing animal fats with corn and soybean oil would not only
increase the amount of processing going into those foods, but also it would allow
manufacturers to advertise these products as healthier alternatives to the original.
At the same time, recommendations for a more plant-based diet supported pro-
gressive visions of conserving resources and feeding the hungry and addressed
middle-class concerns with preventing disease and saving money on food.

Ethical issues in current public health nutrition guidance

In this regard, McGovern’s 1977 report, which was to become the basis for the
1980 DGA, is an example of what Mayes and Thompson (2015) describe as
“nutritional scientism,” an appeal to nutrition science in order to justify cultural
or ideological views about food and health (p. 593). McGovern’s committee was
sympathetic to progressive ideology related to reducing meat consumption; their
report relied on studies of vegetarian populations and a vegetarian cookbook
to make the case that meat and animal products were not only unhealthy but a
waste of resources (Select Committee 1977a). They also knew how controversial
dietary guidance to reduce meat, eggs, butter, and whole milk would be and they
would have to present “the scientific integrity of the report” as “beyond question”
(Austin and Hitt 1979, p. 326). However, scientific support for this dietary guid-
ance was itself controversial and tended to fall along ideological lines. As Weed
(1997) has noted, scientists may “hold different opinions about which scientific
values are important to the assessment of evidence,” and there are indications
that extra-scientific values, not the least of which is the desire to have the correct
hypothesis, influence how evidence is evaluated (p. 118). In general, scientists
who supported the diet—heart hypothesis promoted by the AHA, which posited
a causal link between animal fats in the diet and heart disease, felt that avail-
able evidence was adequate for creating national dietary guidelines; having their
hypothesis ensconced as national policy would be a powerful endorsement of
their view. In contrast, many scientists, including some who were also aligned
with the diet—heart hypothesis, felt evidence was insufficient for population-wide
guidance to be given (Select Committee on Nutrition and Human Needs, United
States Senate 1977b). This conflict points to the ethical question implicit in long-
term preventive public health guidance that Malm (2002) addresses: “What
quality and quantity of evidence should be required before guidance to prevent
chronic disease through lifestyle changes is given to the public?” This question
cannot be answered by science or scientists but is rather a matter of public policy
with significant ethical implications.

Early critics of the first federal dietary guidance for the prevention of chronic
disease called attention to the moral dilemmas inherent in recommending long-
term dietary changes without strong evidence. First, many felt it was inappro-
priate to offer one diet to reduce the risk of multiple diseases across an entire
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diverse population with evidence based primarily on observational studies that
could not establish cause—effect relationships (Select Committee 1977b, p. 705).
Furthermore, scientists argued that without stronger forms of evidence and
explicit testing of the proposed guidance, there was no guarantee that the rec-
ommended dietary changes would not cause harm (Select Committee 1977b, p.
666). Both of these concerns continue to haunt current federal dietary guidance,
raising ethical issues related to quality and quantity of evidence needed to make
recommendations and to uphold the directive to “first do no harm.” Since DGA
standards for “good nutrition” have become hegemonic, scientific uncertainties
and limitations present at the start have become obscured.

Yet as the political power of the DGA has grown, so has the number of
Americans designated as “unhealthy.” The DGA standards for “good nutrition”
have been widely accepted, but as a public health intervention, they have not
been widely successful. Since the creation of the DGA in 1980, age-adjusted
rates of diabetes in the United States have doubled (Centers for Disease Control
and Prevention 2013). Age-adjusted incidence of all cancers has gone up (Siegel,
Miller, and Jemal 2015, p. 12). Although cardiovascular disease mortality has
decreased, incidence of heart disease, as indicated by hospital admission rates,
has not (Cohen et al. 2015). Additionally, although body weight is not necessarily
a measure of health, the prevalence of obesity in the United States has doubled
(DGAC 2010). The failure of the DGA to help Americans prevent increases in
chronic disease is typically seen as a problem of compliance (DGAC 2010), even
though Americans appear to have made some efforts to shift their dietary intake
toward DGA recommendations (Cohen et al. 2015). From this perspective, the
effectiveness of the DGA has been limited due not to concerns regarding their
evidentiary base or ethical implications, but to the failure of Americans to do
as they have been told. This narrative of blame exempts the DGA from criti-
cism, leaving intact two related assumptions regarding the scientific justification
behind the DGA and the presumed outcomes of their implementation as policy:
that nutrition science has reliably determined how food and health outcomes are
related, and that there are no potential negative effects related to public health
nutrition policies to prevent chronic disease and obesity. A reexamination of
these assumptions suggests alternative explanations for the unfolding of nega-
tive consequences predicted by earlier critics and calls for a reexamination of the
ethical and evidentiary concerns present when the DGA were first created.

Assumption: Nutrition science has determined what
dietary patterns prevent chronic disease

The DGA were established under the assumption that nutrition science had
provided policymakers with a consensus on how food and chronic disease are
related. This view relied heavily on a relatively new field, nutritional epidemiol-
ogy of chronic disease, whose methodology cannot be used to directly establish
cause—effect relationships. As a result, causality must be established rhetorically,
through “causal web” or “causal pie” models made up of “risk factors,” which
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can ostensibly account for the multifactorial etiology of chronic disease. Nancy
Krieger (2011) has written extensively about the lack of non-methodological
theory in epidemiology, a situation in which hypothesized causal factors may
be treated as “self-evident, requiring no analysis, or else simply a matter of idio-
syncratic inspiration (or ideological proclivities)” (p. 273). Since one of the pri-
mary conceptual commitments in epidemiology is to biologic causes of disease
in individuals, investigations tend to be limited to factors that can be addressed
through individual behavior change (Krieger 1994). In nutritional epidemiology,
many environmental exposures that could affect food choice—such as dietary
guidance given by authoritative organizations—are disregarded entirely. The
paradoxical effect is that when data are collected from the American popula-
tion, norms based on “good nutrition” guidance are part of the social context
in which respondents live, but their potential influence on reported behavior is
never acknowledged. For example, the educated healthcare professionals who
constitute the datasets commonly used to examine diet—chronic disease rela-
tionships—such as Harvard’s Nurses’ Health Study and Health Professional’s
Follow-Up Study—would not only be familiar with DGA guidance, they would
also be educated in the low-fat, heart-healthy paradigm of the AHA. They would
be exposed to advertising and products proclaiming the health benefits of foods
that conform to DGA and AHA recommendations. Whether or not they followed
this advice, the participants in those studies would have known how a healthy
diet was defined and what the “right” answers to the study questionnaires would
be. Furthermore, these observational studies fail to account for the social pres-
sures within the demographics typically surveyed to follow, or at least to agree
with, “good nutrition” principles.

Influenced by guidance from the AHA and other groups, members of the mid-
dle and upper classes had begun to take up behaviors important to the pursuit of
health, such as reducing fat in their diets and exercising, even before the DGA
were created (Crawford 2006; Woolf and Nestle 2008). Nutritional observational
studies conducted since the late 1960s would be informed by this social context,
potentially confirming normative health behaviors as scientific findings. The
“healthy user” or “healthy adherer” effect is a source of bias in observational
studies that occurs when individuals who are more compliant with health-related
directives have better health outcomes than individuals who are less compliant,
even when “compliance” has no material effect on health. In randomized clinical
trials, adherence to medication regimes appears to reduce risk of morbidity and
mortality from causes not related to the medication’s mechanism; for example,
participants who take their assigned medication faithfully have better results
than those who do not, even if their medication is a placebo (Simpson et al. 2006,
p. 1). Compliant individuals are healthier than their non-compliant
counterparts not because the therapy they are compliant with is necessarily
effective—such as a placebo or a set of dietary rules—but because compliance is
“a surrogate marker for overall healthy behavior” (Simpson et al. 2006, p. 5).

Nutritional epidemiology studies consistently demonstrate that those with better
health outcomes are more likely not only to engage in many health-related behaviors,
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in addition to “good nutrition,” but also to have higher education and income levels
(Satia 2009); in other words, they are more likely to actively pursue health because
they are more likely to have a stake in the moral valuation of its pursuit. In these
studies, there is no way to differentiate between advantages that accompany the
privileged class status of most “healthy adherers,” their other health-related behav-
iors, and actual health effects of “good nutrition”; researchers simply attribute the
better health outcomes of more privileged groups to their better dietary habits. A
self-perpetuating “consensus” of findings results: people concerned about health eat
a “healthy diet;” a “healthy diet” is one people concerned about health eat.

This tautology raises critical ethical issues when examining disparities between
demographics of populations studied and those to which related policy is applied.
The majority of studies produced in nutritional epidemiology are based on data
drawn from white, middle-class, middle-aged professionals, such as the Nurses’
Health Study and the Health Professionals Follow-up Study (Hite and Schoenfeld
2015). Yet it is exactly the populations not represented in these studies—older
adults, young children, minority, and low-income populations—that are most
likely to have their dietary patterns dictated at least in part by regulations drawn
from the DGA. When more diverse populations are studied—minorities or low-
income eaters, for example—a different picture of diet—chronic disease relation-
ships emerges; in these populations, the DGA’s version of “good nutrition” is less
likely, not more likely, to be associated with good health (Zamora et al. 2010;
Ben-Shalom et al. 2012).

This disconnect is tied to the logic of public health intervention as a matter
of population, rather than individual, benefit. Associations are based on popula-
tion averages, which only indicate when enough people benefit from a treatment
or observed dietary pattern to create a statistically significant difference from a
comparison group; when populations studied are largely homogeneous, differen-
tial outcomes in minority subgroups are undetectable (Kaput 2008). Furthermore,
when a bell curve shifts due to a population intervention, there is no way to say
whether any given individual or subgroup benefitted (Charlton 1995). In dietary
studies, the size of associations between diet and chronic disease outcomes is so
weak, with relative risks of the order of 0.8—1.2 (Potischman and Weed 1999),
that it is clear that most people do not benefit at all. Nevertheless, when we “treat”
an entire population in order to reduce risk for some members of that popula-
tion, buy-in from individuals is often achieved through a rhetoric of risk: cor-
relation in an observed population becomes causation for an individual; “reduces
the population-level risk of a disease” becomes “prevents this disease for you
as an individual.” This type of persuasion is considered acceptable because it is
accompanied by the assumption that there is little risk associated with recom-
mendations to eat a reduced-fat, calorie-restricted, plant-based diet. However,
prevention through the population strategy, as Paul Marantz (2010) has pointed
out, is a double-edged sword. Small benefits may be magnified when applied
to a population, but so may small harms. In fact, the assumption that there are
no harms to population-based dietary recommendations for the prevention of
chronic disease is an erroneous one.
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Assumption: There are no risks related to public
health nutrition recommendations

The second assumption foundational to the DGA is that highest standards of
evidence were not necessary for providing population-wide dietary recommen-
dations to prevent chronic disease because there were virtually no risks related
to these recommendations. This argument appears to have been based primarily
on the belief that Americans in the early twentieth century, along with many
other populations across the globe, experienced no negative consequences by
consuming a diet similar to the one recommended by federal dietary guidance
to prevent chronic disease (Weil 1979). For example, early supporters of this
guidance argued that at the beginning of the twentieth century, Americans ate
more fruit, vegetables, and grain products and had less chronic disease (Select
Committee 1977a, p. 1). At the same time, critics pointed out that, in the early
1900s, Americans had shorter life spans, which would preclude the development
of chronic disease, and suffered more frequently from diseases of malnutrition
(Select Committee 1977b). More importantly, other populations—including
the American population of the past—were not only vastly different from the
American population being addressed in the DGA, but had arrived at their pre-
sumably healthier dietary patterns through historical, geographical, sociocul-
tural, and economic influences, not through public health directives. This points
to a corollary assumption made by the creators of the first DGA: potential nega-
tive effects of the DGA would be essentially nonexistent because uptake would
be voluntary. When the DGA were first being developed, they were directed at
consumers, with the U.S. Surgeon General asserting, “Individuals have the right
to make informed choices and the government has the responsibility to provide
the best data for making good dietary decisions” (Richmond 1979, p. 2621). This
rhetoric of choice failed to anticipate the exponential manner in which the influ-
ence of the DGA would expand; eventually, policy language would mandate the
application of the DGA to all nutrition-related federal activities, including school
lunches, labeling laws, and research agendas. The assumption that personal
choice would remove any potential for harmful effects related to DGA guidance
not only overlooks unanticipated risks associated with voluntary compliance but
also fails to acknowledge risks associated with effects of dietary guidance that
are beyond individual control. Acknowledgment of these previously unexamined
risks indicates that failure of the DGA to achieve positive health outcomes is not
due solely to lack of compliance.

A general risk associated with urging Americans to alter their dietary patterns
is the risk of divergent food—health interactions: versions of “good nutrition” that
may decrease the risk of one health concern may increase the risk of another. With
heart disease being the leading cause of death in the United States, the science that
formed the basis for the first DGA focused primarily on development of that dis-
ease. Supporters of the DGA point to a decrease in heart disease mortality that has
occurred over the past 35 years, attributing it to dietary changes made in alignment
with DGA recommendations: increased consumption of flour and cereal products
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and vegetable oils (Hu et al. 2000). Although scientists have also acknowledged
that obesity rates climbed when Americans replaced dietary fat with starches
and sugars (Dietary Guidelines Advisory Committee [DGAC] 2000), this has
been attributed to Americans “overeating” rather than the nature of the recom-
mendations. However, a good faith attempt to reduce dietary fat, saturated fat,
and cholesterol does not necessarily mean that the recommended nutrient targets
will be reached. Increased hunger and decreased satiety that might result from
changing dietary patterns could also lead to consumption of more overall calories
(Cohen et al. 2015). Early critics of population-wide guidance to prevent chronic
disease pointed to both risk of malnutrition associated with a reduced intake of
animal products and risk of health problems associated with foods recommended
to replace them (Select Committee 1977b). Now, over 40% of the population has
inadequate protein intake, and adolescent and premenopausal women, particu-
larly from minority populations, are at risk for iron deficiency anemia; animal
products and meat in particular, foods the DGA say should be limited, are rich
sources of both nutrients (U.S. Department of Health and Human Services and
U.S. Department of Agriculture 2016). Vegetable oils may decrease cholesterol
levels—and thus lower the risk of heart disease—but might increase the risk of
cancer (National Research Council Committee on Diet and Health 1989); for indi-
viduals with a family history of diabetes, replacing fat with carbohydrate might
increase the risk of chronic disease, rather than lower it (Reaven 1986).

Loss of traditional foods that do not “fit” DGA recommendations is another
risk. Under “good nutrition” principles, foods that are both culturally and nutri-
tionally valuable are often stigmatized as dangerously unhealthy unless prudently
modified. However, some traditional foods are the way they are for a reason. In
Southern soul food cooking, salt pork cuts the bitter taste of greens, while fat-
back provides a vehicle for flavor as well as fat-soluble vitamins. Greens made
with little or no salt or fat do not taste “right” to many people, and as a dietitian,
I found that Southerners who were told to give up salt pork and fatback used to
cook greens were likely to give up greens altogether. In my dietetics training,
I was taught to respect the values of those who, for cultural, religious, or per-
sonal reasons, consumed vegetarian or vegan diets. Similarly, many individuals
value animal products as a central part of their food heritage: sausages of Eastern
Europe and China; ghee, or clarified butter, of India; chorizo and eggs of Latin
America. Although the DGA have paid lip service to the notion that diets from
all cultural traditions can be part of “good nutrition,” when it comes to animal
products, dietitians are trained to engage in what I call “pork-shaming”—coun-
seling people how to eliminate, limit, or modify use of traditional animal-based
foods in order to avoid saturated fat and cholesterol. In this way, the DGA work
to discourage many aspects of ethnic diets in favor of a normative standard based
on Anglo-Saxon food habits. To be “multiculturally competent” as a dietitian is
to ensure that “clients’ traditional health beliefs and diet are being balanced with
healthy American food choices” (Holli et al. 2009, p. 169).

The previous risks assume that individuals make some effort to follow the
dietary guidance they have been given, an assumption few public health experts
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endorse. However, the DGA reach far beyond individual “choice” about what to
eat. The U.S. food system and healthcare system are complex, vast, and intercon-
nected. The DGA affect how healthcare professionals are trained in nutrition, what
goes into food products and how they are labeled, and what consumers come to
believe about diet and disease relationships and about themselves, now and in the
future, as the DGA also influence nutrition research agendas and the education of
scientists. Thus, since the responsibility for limiting harmful “lifestyle” exposures
has increasingly been laid on the individual, environmental levels of an exposure
with its own set of risks have increased, namely dietary health recommendations
based on populations rather than individuals. Even a determined individual with
adequate resources who asks a healthcare provider for an individualized diet to
address health concerns runs the risk of being unwittingly exposed to DGA influ-
ence. Once normative “good nutrition” principles have been established through
acceptance of nutritional epidemiology methods, and these preventive dietary
health recommendations are taught as part of health professionals’ education,
there is a very real risk that a clinician may end up treating individual patients
using a public health “lens.” Before even meeting the patient, outlines for interven-
tion are clearly indicated and healthcare providers may fail to consider—or even
be aware of the existence of—alternative paths to dietary health.

The DGA not only affect nutrition education of healthcare professionals but
also they produce widespread uniform changes throughout the food supply.
Since consumers are taught to reject certain food components as “unhealthy,”
novel ingredients introduced into the food supply to replace them may create
new health risks. Shortly after the first DGA warned Americans to limit their
intake of foods containing saturated fat and cholesterol, a public health advocacy
group, Center for Science in the Public Interest, began a successful campaign to
have food manufacturers use hydrogenated vegetable oils to replace ingredients
like butter and lard, insisting that frans fats posed no health risks: “Nearly all
targeted firms responded by replacing saturated fats with trans fats” (Schleifer
2012). Sixteen years later, the same group began a campaign to have frans fats
removed from the food supply due to concerns about their association with heart
disease. High fructose corn syrup also offered a cheap, plentiful replacement for
saturated fats in manufactured foods, and it also is now considered to pose its
own risks to health (Lustig 2013).

The DGA’s presumption that science has adequately determined which foods
should or should not be eaten in order to reduce risk of disease leads to the inevita-
ble conclusion that individuals should be able to control health outcomes through
the “right” food choices, but in fact the influence of the DGA on the food—health
environment makes notions of individual agency, willpower, and “food choice”
problematic with regard to dietary health. Nevertheless, “‘healthy’ food choice
has become an ethical act expected of all rational individuals” (Mayes and
Thompson 2014, p. 159). One of the risks associated with this assumption is cre-
ation of a population of “worried well,” whose attention is focused on preventing
illness, rather than enjoying the health they have. Food may come to be viewed
as a magic talisman, warding off or inviting evil in the form of chronic disease,
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and health may be seen as an “end in itself,” one which reveals the moral worth
of those who possess it (Crawford 1980; Harper 1988). However, one of the most
serious risks of this assumption is that it permits evaluation of anyone whose
health or body size seems to indicate violations of the dietary-moral code as
somehow inferior or abnormal. For example, the 2010 DGA recognize a discrep-
ancy similar to the one which I noted at the beginning of this chapter, observing
that average caloric intakes recorded from national data “do not appear to be
excessive, [but] the numbers are difficult to interpret because survey respondents,
especially individuals who are overweight or obese, often underreport dietary
intake” (emphasis added; U.S. Department of Agriculture and U.S. Department
of Health and Human Services 2011). In other words, the official conclusion is
that people who are overweight and obese are likely to lic about how much they
eat when asked. The ethical implications of linking body size with moral char-
acter are clearly problematic. Beyond that, it is unclear what public health pur-
pose is served by an enterprise that assumes or compels deception on the part of
the population it means to assist and doubts the character of individuals before
doubting the appropriateness of the advice dispensed.

Finally, the DGA present broad risks to public health more generally. Early
critics of federal dietary guidance for the prevention of chronic disease suggested
that a focus on individual responsibility for prevention would result in “trivial
and superficial approaches to health promotion” and shift attention away from
the government’s responsibility to improve economic, environmental, and social
conditions related to health (Eisenberg 1977, p. 1232). Public health campaigns
and research agendas based on the DGA represent money and effort diverted
from public health endeavors which may have proved more effective in safe-
guarding health. Importantly, basing widely promoted public health directives
on insufficient evidence presents a risk of misuse of public health authority and
loss of trust when better evidence contradicts original guidance or when prom-
ised results do not materialize (Harper 1988). Also, when evidentiary and ethical
considerations are not addressed at the creation of preventive public health poli-
cies, such reversals and failures are inevitable.

Toward the creation of ethical public health nutrition policy

To be sure, these are not a full accounting of the potential risks associated with
population-wide dietary guidance based on limited evidence (see Charlton 1995;
Malm 2002; Mayes and Thompson 2014); however, those risks outlined above,
as well as others, relate on the whole to the issue of scientific uncertainty. As
Sheila Jasanoff (2003) has pointed out, “To date, the unknown, unspecified, and
indeterminate aspects of scientific and technological development remain largely
unaccounted for in policy-making” (pp. 239-240). This is particularly true in
public health nutrition policy making, where methodologies available for ascer-
taining links between diet and chronic disease all have distinct limitations, and
an evidentiary standard of “beyond a reasonable doubt” may be difficult to reach
in many cases. Employing Jasanoff’s (2003) “technologies of humility” — which
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call for admitting uncertainties and risks, revealing the normative within the
scientific, and acknowledging the diversity of bodies and values served by public
health nutrition policies—would be a move toward development of more ethical
public health nutrition policy.

When public health officials encourage asymptomatic individuals to change
their lifestyle habits in order to prevent diseases which may or may not develop
in a given individual regardless of behavior, it is imperative that the principle of
non-malfeasance be openly addressed. When unambiguous evidence is unlikely
to be forthcoming, as is the case with nutrition, uncertainties and risks should
be evaluated with input from bioethicists and experts in policy development, not
just nutrition scientists. Furthermore, policymakers should recognize that gen-
eration of nutrition knowledge is in and of itself a normative practice. Population-
level aggregate data may not adequately address differences—genetic, economic,
social—that impact health in ways separate from and overlapping with diet. At
the very least, populations observed should be commensurate with populations to
which a policy will be applied. In addition, public health nutrition policy must be
developed with an awareness of the diversity of meanings and values surround-
ing both food and health. Mayes and Thompson (2014) argue, “those who use
nutrition evidence to command individual food choices have an ethical burden
to articulate why the biomedical value of food should be prioritized over and
perhaps to the exclusion of values such as pleasure, comfort, belonging or well-
being” (159). This ethical burden is heightened when there is an honest acknowl-
edgment of limitations of that evidence.

The above approaches may serve to ameliorate public health nutrition policy
already in place, as the DGA are revised, expanded, and further implemented;
however, they do not fully address a central ethical issue tied to current narratives
of responsibility surrounding the DGA. Public health nutritionists have main-
tained that deciding “whether the evidence is good enough to recommend pop-
ulation-based dietary changes comes down to a matter of subjective
judgment” (Woolf and Nestle 2008, p. 263). However, outside of public health
emergencies, it is not the case that recommendations have to be made at all.
When a decision is not morally imperative and evidence linking diet and chronic
disease is unclear enough to render its evaluation “a matter of subjective
judgment,” whose judgment prevails and whose values are represented are issues
of politics, power, and privilege, not issues of science or public health. In those
cases, when what is truly needed is “less advice and more information” (Reaven
1986), the ethical burden for the outcome of a policy lies with those who insist it
is necessary.
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