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ABSTRACT

This investigation follows the shift in US “healthy diet” guidance
from prevention of nutritional deﬁciencies to prevention of chronic
diseases. In particular, it shows how the Dietary Goals for Americans,
ﬁrst published in 1977, came to be based on the relatively new
science of nutritional epidemiology of chronic disease, a methodology of statistical analysis whose most inﬂuential datasets relied
primarily on white health professionals deeply invested in cultural
norms surrounding dietary health. With this scientiﬁc authority,
health diﬀerences among subpopulations came to be blamed on
a lack of agency at best, if not poor judgment and personal failure.
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Something seems to be amiss within the realm of modern dietary guidance and the
nutrition science on which it is based. The accumulating wealth of nutrition knowledge
has not resulted in decreases in rates of what are characterized as “diet-related”
diseases.1 This paradox, however, rests on how diet-related diseases are deﬁned. Most
diseases related to nutrient deﬁciencies – rickets, pellagra, and goiter – have virtually
disappeared from industrialized countries. Now, “diet-related diseases” refer to chronic
diseases – heart disease, diabetes, and obesity, which is often treated as an equivalent of
chronic disease – and it is often used to raise an alarm about how the rates of these
diseases are rapidly increasing. Even as the phrase “healthy diet” has come to refer to a
diet that reduces the risk of chronic disease, there are obvious gaps in our knowledge
about what sort of diet is this. But the question of what diet will reduce chronic disease
obscures a more basic question, namely, “How did we come to believe diet and chronic
disease are linked in the ﬁrst place?” To examine this question is to explore how, as
Charlotte Biltekoﬀ has described, “nutrition is not only an empirical set of rules, but
also a system of moral measures.”2
Historians of food have frequently examined the ways in which dietary guidance and
nutrition science are shaped by social concerns. Recruitment of food as means to
prevent chronic disease is yet another instance where dietary science has grafted itself
onto existing moral discourses about food and health. The nutrition epidemiology of
chronic disease (NECD), which policy-makers now leverage to create dietary guidance
regarding the relationships between diet and chronic disease, presents those moral
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discourses and the practices accompanying them as an empirical set of rules that
legitimize and reinforce moral obligations to “choose health” through food. This
study examines the history of NECD and how early nutritional epidemiologists helped
shift how a “healthy diet” is deﬁned by providing the scientiﬁc underpinnings for the
creation of dietary guidance for the prevention of chronic disease. It illustrates how
Senator George McGovern and his Senate Select Committee on Nutrition and Human
Needs used this very young science and its unformed conclusions to create dietary
policy that would meet political needs and align with values of middle-class professionals. Finally, it demonstrates how a new generation of nutritional epidemiologists,
led by Walter Willett and researchers at Harvard, used the theory (or lack thereof, as
some have argued3) and methodology of NECD to reproduce, as both science and
federal dietary policy, social norms of white, middle-class professionals. My investigation takes up a critical analysis of archival documents, media reports, nutrition science
articles, and historical accounts to examine the emergence of the idea of a “healthy diet”
as one that prevents chronic disease.
In the middle of the twentieth century, the idea that a “healthy diet” should help
prevent chronic diseases began to replace earlier notions that a “healthy diet”
prevents diseases of deﬁciency. Nutrition messages began to focus less on the value
of eating food that was “good” for you in terms of providing essential nutrition and
more on the importance of avoiding foods that contained components thought to be
“bad” for you because they were linked to chronic disease.4 This focus on avoiding
foods in order to prevent chronic disease was the outcome of the work of scientists
in the relatively young ﬁeld of NECD. Their eﬀorts to link diet to chronic disease
were part of a general shift in public health during the 1970s, from an emphasis on
treatment of disease to personal accountability for prevention of disease through
individual “lifestyle” choices.
However, the dietary guidance built on NECD involved diﬀerent segments of the
population diﬀerently. As others have noted, middle-class consumers typically engage
with nutrition information and advice as part of the role of a responsible citizen who
makes prudent, moderate, informed choices about food.5 In contrast, low-income
consumers, with fewer resources for making “choices” and higher burdens of poor
health to begin with, are often targets of policies that suggest these individuals are
unsuited to manage their own dietary health. This diﬀerential involvement, buttressed
by the scientiﬁc authority of claims from NECD, has worked to reinforce the separation
of the eating and health practices of middle-class professionals from those of the lower
classes. Political economist Robert Crawford describes how taking individual responsibility for health outcomes – particularly through diet and exercise – became a moral
endeavor for many middle-class professionals in the 1970s: “As an ideology it simpliﬁed
the world: . . . One either changed diet and exercised and thereby avoided heart disease
and fatness or not.”6 These were not just changes superimposed from the outside; as
Crawford describes, taking charge of long-term health outcomes by making the right
choices at the grocery store tapped into a “deep well of cultural practices,” including
principles about prudence and restraint, that were central to this group’s identity in the
1970s.7 The methodologies of NECD and the dependability with which middle-class
professionals take up dietary health beliefs and their associated practices have worked
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recursively to determine, legitimize, and reproduce those practices as they pertain to
dietary habits and food choices.
To be clear, my claim here is not that there is no potential link between diet and
chronic disease but to investigate how nutrition science and policy in the United States
came to assert such links exist. Historians often emphasize the ways in which dietary
advice is built on a framework of moral principles reﬂecting middle-class values, even as
it references the seemingly neutral language of nutrition science for its authority.8 In
her history of food and nutrition during World War I, Helen Viet notes how food
rationing policies during World War II highlighted raced, classed, and gendered aspects
of nutrition concepts.9 Peter Stearns, who also outlines how dietary health has historically been inextricably linked to morality, describes the ways in which moral concerns
about fatness preceded medical ones.10 At the same time, as science studies scholars
demonstrate, scientiﬁc activity and results are inescapably social and contingent.11 For
example, Viet points to dietary guidance from the early decades of the twentieth
century, when fears related to incoming waves of immigrants were transferred to
fears regarding the dangers of their highly spiced meals with multiple ingredients.
When nutrition scientists went looking for evidence that these kinds of meals were
harmful to your health, as Viet notes, “they found it, or at least they thought they
did.”12 In other words, cultural norms can make their way circuitously into dietary
guidance via the historically situated nature of the scientiﬁc enterprise or more directly
through the sociocultural concerns of those in the position to develop such guidance. In
historical accounts of the development of NECD and US public health nutrition
guidance for the prevention of chronic disease, these multiple mechanisms are often
treated separately or overlooked entirely.
Most histories of twentieth-century US dietary guidance focus on the development of
scientiﬁc evidence and nutrition policies that link high-fat diets to heart disease, with
less attention paid to the ways in which linking diet to chronic disease more generally
altered ideas about what a “healthy diet” should be and what responsibility individuals
had for maintaining their health. Marion Nestle’s history of the development of low-fat
dietary guidance in the United States assumes that the science behind this guidance is
“settled” and free of any biases, except for the “misuse” of science by industry.13 Not
only does this perspective fail to acknowledge the ways in which nutrition science
“ﬁnds” what it is looking for, as Viet noted, it disregards entirely the potential for the
expression of progressive social agendas in dietary guidance, despite historical examples
that this is often the case.14 In his recounting of the development of the theory linking
dietary fat and cholesterol to heart disease, Gary Taubes makes the case that it gained
“consensus” within the ﬁeld of nutrition and a prominent place in dietary guidelines
through the eﬀorts of well-placed individuals with a personal investment in the theory.
He too pays little attention to the social and cultural contexts surrounding concerns
about diet–chronic disease relationships more generally.15 Karin Garrety also limits her
investigation of how social context aﬀects scientiﬁc and policy outcomes to theories
linking dietary fat and heart disease and suggests that the science in this matter is
“settled.”16 Finally, although Harvey Levenstein provides a comprehensive view of the
historical context for the development of low-fat dietary guidance, he is less attentive to
ways in which scientiﬁc claims reﬂect that context.17 To extend these previous analyses,
I argue that the development of nutrition policy for the prevention of chronic disease is
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not only the product of historical contingencies and political expediencies, but a
reﬂection of ideological inﬂuences characteristic of white, progressive, upper-middleclass American thinking in the 1970s.

Precursors to NECD
The publication of Dietary Goals for Americans in 1977 by Senator McGovern’s Senate
Select Committee on Nutrition and Human Needs began the process of what Giorgy
Scrinis has called “nutritionism” or translating “nutritionally reductive scientiﬁc knowledge into nutricentric dietary guidelines for the lay public.”18 The recommendations
called for Americans to reduce their intake of fat, saturated fat, cholesterol, salt, and
sugar in order to prevent an array of chronic diseases – heart disease, cancer, stroke,
and diabetes, plus obesity. But these guidelines were built on an earlier history of
nutrition science and dietary guidance, which established a set of logics that would
later be repurposed for prevention of chronic disease through diet, with moral underpinnings that were nominally diﬀerent but similarly centered around the idea that
bodies could be controlled by the “right” dietary choices.
The ﬁrst part of Scrinis’ summary of current nutritional approaches to chronic disease
prevention is the “energy balance” principle which holds that maintaining or achieving a
“healthy” weight – and thus preventing most chronic diseases – rests in successfully
balancing “calories in” with “calories out.” Developed from the “science of work” done in
late nineteenth and early twentieth centuries, the idea of bodies as of “machines” and
“engines” and the corollary of “eﬃcient work” permeated theoretical conceptualizations
in ﬁelds from psychology to economics to biology and was central to eﬀorts to optimize
the work of the labor force in the service of the growth of national wealth.19 Nutrition
scientists worked to isolate, measure, and count certain components of food in support of
the notion that laborers, like the machines which they operated, could be reduced to a
calculus of “energy in-work out.” To this end, Wilbur O. Atwater led the ﬁrst dietary
surveys conducted in America under the sponsorship of the Massachusetts Bureau of
Labor Statistics. The surveys, along with Atwater’s and Edward Rosa’s respirationcalorimeter studies, were an eﬀort to improve the accuracy of this calculus, “by determining human nutritional requirements as exactly as possible.”20 Atwater saw his eﬀorts to
discover which foods were “both the most healthful and the cheapest” as a way to
improve the intellect and moral condition of the poor: “to improve mind and heart we
must look out for the body also; . . . wastefulness is the cause of poverty and economy the
way to comfort.”21 For Atwater, the ability to make the “right” choices based on calories
identiﬁed behavior that was prudent with regard to ﬁnances; later, the “right” choices
about calories would apply to prudent behavior regarding long-term health outcomes.
The second concept that Scrinis identiﬁed as central to current nutritional
approaches to chronic disease prevention is that of “good/bad” food or food components. When “healthy diet” meant one that would prevent diseases of deﬁciencies, these
“good” components included vitamin, minerals, protein, and calories, things all foods
contain to a greater or lesser extent; no foods could be singled out as “bad” for
everyone. Like calories, food components identiﬁed as “good” provided a way to see
food and bodies as tractable and to separate middle-class eating and health practices
from those of the lower classes. Common diseases of deﬁciency, such as pellagra and
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rickets, were most likely to be found in low-income or minority populations,22 while
advertisements for vitamin-fortiﬁed products targeted middle-class consumers anxious
about potential deﬁciencies and interested in “optimizing” health.23 When the ﬁrst
Recommended Dietary Allowances for vitamins and minerals were created in 1941,
they provided not only a benchmark for fortiﬁcation and enrichment of processed
foods but also a framework for thinking about the responsibility of government in
terms of feeding its poorest citizens, namely, by making them targets of nutrition
policy.24 Policies regarding fortiﬁcation and enrichment directed at low-income and
minority populations suggested, as Atwater’s recommendations did, that these groups
should engage with food in a manner determined by and diﬀerent from the dominant
culture. At the same time, advice about essential nutrition made allowances for a variety
of eating habits: “In addition to the Basic 7 . . . eat any other foods you want.”25 It was
not until diet was linked to chronic diseases that types and amounts of food
became “bad.”

Linking Diet to Chronic Disease: Correlation and Causation
W.O. Atwater’s work on calories and the work of other nutrition scientists on essential
vitamins and minerals suggested that interactions between food and bodies were
measurable and controllable, thinking that was eventually extended to relationships
between diet and chronic disease. During the postwar decades, public health experts
advanced the idea that chronic diseases could be prevented by having individuals
change their behaviors regarding diet, smoking, exercise, and stress. New concerns
about food as a factor in the development of chronic disease mapped onto earlier ones
involving calories, micronutrients, and moral duties related to eating practices, setting
the stage for nutrition scientists to establish links between the development of chronic
disease and “immoderate” dietary behaviors. But linking individual behavior to the
development of chronic diseases called for a new way of thinking about cause and
eﬀect. Because the indirect, observational methodology of NECD could not be used to
deﬁnitively establish cause–eﬀect relationships, nutritional epidemiologists would have
to establish causality through other means.
Although the Framingham Heart Study in Massachusetts, launched in 1948, was the
ﬁrst long-term observational study to collect information on diet and the development
of heart disease, the development of NECD emerged in large part from the work of
Ancel Keys.26 A physiologist who had studied responses to starvation in conscientious
objectors during World War II and created K-rations for the military, Keys was, by all
accounts, a forceful personality, whose vocal commitment to his hypothesis connecting
saturated fat in the diet to heart disease included delivering scathing dismissals of any
work that contradicted his own.27 Keys’ assertion that it was “abundantly clear that
degenerative heart disease is not an inevitable consequence of aging” was based
primarily on comparisons of death rates in the United States to those from other
countries, and his explanation for these diﬀerences – heart disease is related to elevated
serum cholesterol levels, which corresponds to fat intake – was established much the
same way.28 Keys’ assertions that heart disease could be prevented by dietary changes
that limited the consumption of animal fats were widely disseminated in popular
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magazines, such as Newsweek and Time, and through a series of cookbooks Keys
coauthored with his wife.29
Nevertheless, some found Keys’ associations between dietary fat and heart disease to
be “greatly exaggerated,” an assessment based on his reliance on indirect, populationlevel methods that identiﬁed associations between an “exposure” – in this case, diet –
and health outcomes.30 Scientists Jacob Yerushalmy and Herman Hilleboe made this
critique most clearly in response to a statement made by Keys in 1955 at the World
Health Organization. Their objections to Keys’ ﬁndings outline some of the persistent
weaknesses of NECD studies in general: associations may be due to “non-pertinent
extrinsic factors,” the data included in a model aﬀect associations seen, reliability of
measurements of exposures (i.e. diet) and outcomes (i.e. morbidity or mortality) is
limited, and a positive association between a dietary factor and one disease outcome
may be reversed for a diﬀerent disease outcome.31 Support for issuing dietary recommendations to the public based on such indirect observational methods was minimal;
even guidance from the American Heart Association, with which Keys was aﬃliated,
included the caveat that “a wide variety of other factors beside fat, both dietary and
non-dietary, may be important” in the development of heart disease.32 Middle-class
consumers might have been willing to buy the claims that vegetable oils, “heart-healthy”
margarines, and meat substitutes could reduce risk of heart disease, but the US
government remained skeptical. The Federal Trade Commission repeatedly warned
manufacturers to refrain from making false and misleading claims linking food products to the prevention of heart disease,33 even as product labels helped to educate the
public that such links were possible. In the end, however, support for such associations
did come, albeit indirectly, from a diﬀerent behavior: smoking.
The 1964 Surgeon General’s report on smoking, Smoking and Health, was a key
moment for the acceptance of associations from epidemiological observations as cause–
eﬀect relationships in public health, scientiﬁc, and medical circles.34 A year later, Sir
Austin Bradford Hill, who along with Richard Doll had conducted the earliest studies of
the associations between smoking and lung cancer, set forth a list of criteria still in use
today that addresses how claims of cause–eﬀect relationships may be justiﬁed by
observed associations.35 Both Smoking and Health and Hill’s list of criteria stress the
role of “judgment,” rather than “proof,” and both highlight strength and consistency of
associations in assigning a causal relationship to an observed association. Smoking and
Health contains extensive discussions for how these rationales are applied to the
evidence related to smoking and disease. For example, the report notes that, compared
to nonsmokers, male smokers “have approximately a 9- to 10-fold risk of developing
lung cancer and heavy smokers at least a 20-fold risk,” an association strong enough to
establish a causal relationship; in contrast, the authors of the report found the association between smoking and emphysema too weak to establish causality.36
Smoking and Health had a dramatic impact on rates of smoking and on how
nutrition experts viewed relationships between diet and chronic disease. The precedent
set by smoking preempted the argument that “correlation is not causation” with regard
to diet–chronic disease relationships, and the implications of causal relationships
established the moral and civic obligation to take action. Government reports, congressional hearings, and newspaper and magazine articles frequently made the tacit comparison between smoking and dietary patterns, as part of the collective set of personal
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behaviors linked to chronic disease. The 1977 Dietary Goals made this analogy explicit,
with the authors expressing the hope that “this report will perform a function similar to
that of the Surgeon General’s Report on Smoking.”37 Just as scientists and policymakers expected consumers to use knowledge about calories and micronutrients to
make prudent food choices that would ameliorate the social concerns of poverty and
malnutrition, they now expected consumers to use ﬁndings related to “lifestyle factors”
to make choices that would prevent chronic disease.

“Lifestyle” as the Key to Prevention
After the near-elimination of most diseases of nutritional deﬁciencies in postwar
America, nutrition scientists felt that there were few pressing questions in the ﬁeld
left to answer. At the same time, advances in medical technology had failed to make
much of an impact on prevention of chronic disease, which became a far more urgent
political concern after the passage of Medicare in 1965, when inﬂation led to rising
healthcare expenditures and eﬀorts to control costs.38 The possibility of using dietary
interventions to prevent chronic disease not only opened up new avenues of research
for nutrition scientists, it presented policy-makers with a way to contain spending on
heart disease, cancer, stroke, and diabetes. Two overlapping and reciprocal developments worked to make personal behavior the target of public health eﬀorts: an expansion of public health theories to include individual behavior change as means of
prevention of chronic disease and the production of reports, of which Smoking and
Health was a prototype, that provided a science-based rationale for what those changes
should be. These developments made health an individual, rather than collective,
responsibility, and diseases once considered to be a normal part of the aging process
were now called “lifestyle diseases.”
In 1974, “A New Perspective on the Health of Canadians,” a report led by Marc
Lalonde, the Canadian Minister of National Health and Welfare, was published. This
signaled an important moment in making prevention of chronic disease through lifestyle modiﬁcation a public health priority.39 The Lalonde Report included overweight
and obesity, high-fat diets, lack of exercise, promiscuity, stress, and the use of “mood
altering drugs” – among other things – as “self-imposed” risks to health.40 Although the
report admitted “The scientiﬁc proof underlying cause-and-eﬀect relationships between,
on the one hand, environment and lifestyle and, on the other, sickness and death, is
fraught with disagreement,” it nevertheless argued “many of Canada’s health problems
are suﬃciently pressing that action has to be taken on them even if all the scientiﬁc
evidence is not in.”41 This “new perspective” not only made individuals responsible for
chronic disease prevention but also created a reliance on expert opinions for how this
might be accomplished. Between 1975 and 1985, large numbers of middle-class
Americans began to actively seek out health information and the media began extensively covering and oﬀering advice about matters related to health.42
And there was plenty of advice to choose from: Warnings came from the
American Heart Association about dietary cholesterol, Ancel Keys about saturated
fat, Ralph Nader’s team about chemicals and additives, John Yudkin about sugar,
and Robert Atkins about carbohydrates in general.43 All of this information was
based on evidence limited in scope and application, and much of it was
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contradictory. For example, with regard to the larger discourses linking diet and
other aspects of “lifestyle” to chronic disease, Keys made a point of arguing that
dietary cholesterol, smoking, sugar, obesity, lack of exercise, and stress were not
signiﬁcant factors in the development of heart disease.44 The proliferation of contradictory advice created an opportunity for the McGovern Committee to position itself
as the adjudicator of conﬂicting diet–chronic disease claims. However, without
deﬁnitive evidence from science, the guidance developed by the Committee was a
response to a conﬂuence of related social and political concerns, rather than a report
on scientiﬁc consensus on the matter.
As McGovern’s Committee began to address concerns about food and chronic disease,
they did so against a backdrop that included middle-class anxiety about environmental
and humanitarian impact of food choices, economic and political interests of government
and industry, and health and ﬁnancial worries of consumers. The Committee was itself
under some political pressure. Formed in 1968 to address issues of malnutrition, the
Committee was staﬀed by young, progressively minded activists who developed a number
of pieces of federal legislation that led to the creation of groundbreaking and highly
praised hunger relief and food assistance programs. The work of the Committee had been
so successful that it needed a new “problem” to solve to justify its biannual budget
extensions, and the cacophony of advice surrounding dietary health provided one.45 The
Committee turned its attention to “overnutrition” and its accompanying social ills, many
of which centered around the looming possibility of worldwide food shortages.
Paul Ehrlich’s 1968 book, The Population Bomb, predicted population growth would
outpace agricultural production, and droughts in Russia and Africa during the 1970s
seemed to herald the widespread starvation Ehrlich predicted.46 Grain shortages,
agricultural economics, and rising prices for labor and transportation drove food prices
up dramatically, especially for meat; in 1973, housewives threatened to boycott meat in
order to force producers to lower prices. Media reports publicized a popular vegetarian
cookbook by Frances Moore Lappé, Diet for a Small Planet, as a way to maintain a
slender ﬁgure while saving on the family food budget.47 These purposes were outside of
Moore Lappé’s own rationales for “going vegetarian,” but her cookbook – intentionally
or not – merged concerns about health, body size, and political purpose. Avoiding meat
consumption aligned not only with avoiding chronic disease but also with counterculture values of supplying a growing world population with food in a time of drought
and famine, reducing environmental impacts of agriculture, and looking youthfully
slender.48 Against this cultural backdrop, food choices indicated engagement with
progressive social issues and membership in a middle class with the leisure, wealth,
and cultural capital to direct resources to these concerns.
In June 1974, McGovern’s Committee held a series of National Nutrition Policy Study
hearings to address rising food costs and fears about food shortages.49 After three days of
hearings ﬁlled with pointed comments on how meat consumption in America contributed
to starvation elsewhere, Senator Ted Kennedy opened the ﬁnal day with these remarks:
As a nation we are too fat. Obesity is America’s number one health defect. While the
children of West Africa melt away from starvation during the most devastating famine to
strike that part of the world, America stands in ironic contrast as a land of the overindulged and excessively fed.50

GLOBAL FOOD HISTORY

215

Following Senator Kennedy, Dr William Connor proposed to address heart disease,
stroke, diabetes, obesity, dental caries, and liver disease through a diet that would
strictly curtail calories, saturated fat, cholesterol, salt, and sugar and would speciﬁcally reduce the consumption of meat, butterfat, high-fat dairy products, and egg
yolks. Connor added that not only would this prevent disease, but the legumes and
grains fed to animals could be eaten by people instead, an approach that “would be
less expensive to produce in terms of resources . . . [and have] this additional feature
of ecological soundness at a time of world food shortages.”51 Although nutrition
scientists considered only the connections linking sugar to dental caries and alcohol
to liver disease to be noncontroversial,52 with his testimony, Connor expanded the
diet–heart disease hypothesis to cover all major chronic diseases, plus obesity, and
pinpointed reducing dietary fat as a way to avoid both excess calories presumed to
cause obesity and saturated fat and cholesterol presumed to cause heart disease. In
this same hearing, medical experts and policy-makers identiﬁed “the poor” as a
population of particular concern, for being at high risk for obesity and “least able
to defend themselves against the persistent and pervasive blandishments of the
industries that would sell them things that either increase their intake of ‘empty’
calories or decrease their physical activity.”53 The ﬁnal report from McGovern’s
Committee reemphasizes both Connor’s dietary approach as well as this paternalistic
attitude toward low-income groups.
This report, Dietary Goals for Americans, indicated for the ﬁrst time what foods
Americans should avoid in order to prevent chronic disease. The food components the
Committee advised against – fat, saturated fat, cholesterol, “reﬁned and processed”
sugars, and salt – represent a pastiche of theories in circulation at the time. To the
extent that the report was a product of secular trends,54 it was less an assessment of
available scientiﬁc evidence and more an aﬃrmation of what many middle-class
professionals already believed about diet–chronic disease relationships; Diet for a
Small Planet was included as a reference. At the same time, the report identiﬁes lowincome populations as particularly susceptible to both obesity and the pressures of food
marketing and in need of increased surveillance regarding measures of dietary health.55
That the uncertainty of the science failed to justify the recommendations given was
acknowledged by McGovern himself: “we do not have absolute scientiﬁc proof that we
are going to reduce the number of heart attacks or the number of people suﬀering from
diabetes or strokes or hypertension simply by changing their diet.”56 Mark Hegsted, a
nutrition scientist who otherwise supported the report, told the Committee to rewrite
the ﬁrst draft because “it reads like some health food nut wrote it.”57 Although national
emergencies might justify making public health interventions with limited supporting
evidence, as Anna LaBerge notes, “there was no sense of national urgency concerning
the relationship of dietary fat to heart disease until 1977,” the year the report was
released.58However, there was a sense of urgency for McGovern’s Committee. As one of
McGovern’s staﬀ members said, “It was vitally important that the ﬁrst Dietary Goals
report be issued. Its release seemed all that more signiﬁcant at the time because it
appeared that the Select Committee would be voted out of existence.”59 The controversy
that met the report’s release seems not to have helped the Committee’s cause; they were
defunded by the end of the year.
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Retrospectively, some characterize this controversy as coming almost entirely from
meat and egg producers whose industries would be adversely aﬀected by the new
guidance.60 This stance not only ignores the tacit approval of food manufacturers
who would beneﬁt from the recommendations,61 but assumes the recommendations
in the Dietary Goals and the science used to support them had already been established.
On the contrary, for many nutrition scientists, the prevailing question was not what
guidance should be issued, but whether any should be issued at all. The report was
“discounted at the time by many nutrition professionals,” several of whom argued that
the recommendations were scientiﬁcally unsound and potentially harmful.62 Nutrition
scientists and healthcare professionals criticized the application of a single dietary
prescription to all individuals in order to prevent a wide array of diseases that were
not speciﬁcally nutritional in nature, asserting that nutrition science lacked the ability to
determine these links across a diverse population.63 Critics also argued that the report’s
“new age, neo-naturalist” stance, which echoed popular ideological concerns, precluded
an objective review of available science.64 Still others indicated that the substantial shifts
in American eating habits called for in the recommendations had not been tested for
safety or eﬃcacy, creating the equivalent of a population-wide dietary experiment with
no control group.65
The controversy did little to squelch interest in diet–chronic disease links. The
Senate report was widely disseminated, received expansive media coverage on television
and in print, and was treated by the much of the public as if it were an oﬃcial
government position.66 Middle-class professionals embraced the prospect of securing
good health – as well as serving humanitarian and environmental ideals – through
shopping choices, as policy-makers did the chance to circumvent rising healthcare costs
and many food manufacturers the possibility of marketing reformulated products to
health-conscious consumers. Despite the controversy that surrounded the Dietary
Goals, their basic recommendations, restated with more equivocal language in 1980,
became the ﬁrst Dietary Guidelines for Americans (DGA), which were also “widely
publicized and distributed and . . . have become familiar to substantial numbers of
people.”67 The members of the ad hoc committee that created the DGA, working
under the aegis of the US Departments of Agriculture and Health and Human
Services, addressed the recommendations to consumers but were very aware of the
implications for research and industry.68 They expected the DGA to establish a starting
point for a broader, sustained eﬀort for nutrition research and monitoring. In other
words, there was no longer a debate as to whether dietary guidance should be oﬀered to
the public69; what remained was to solidify an evidence base to support an agenda
already in place.

Nutritional Epidemiology after the Dietary Goals
At the time, it was clear that the scientiﬁc rationale behind McGovern’s Dietary Goals
and the ﬁrst DGA was uncertain and contested. Yet, as time has passed, even as the
general recommendations remain highly stable, the rhetoric surrounding federally
supported dietary guidance related to chronic disease has become less equivocal,
more speciﬁc, and greatly broadened in scope.70 Political scientist Lars Larsen argues
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that belief in lifestyle modiﬁcation as a way of preventing chronic disease was not built
on a solid scientiﬁc foundation:
Evidence linking lifestyle to health may be broad and well-founded today, but it was much
more limited and of a general nature back in the 1970s when policy makers tried to use
this knowledge as the basis for a new direction in health policy.71

Yet Larsen does not explain how evidence shifted from “limited and of a general
nature” to “broad and well-founded” in the course of forty years. There have been no
“deﬁnitive” studies on lifestyle, no breakthrough methodologies that link ways of living
to ways of being sick. How then has our uncertainty disappeared, and what allows
statements that certain lifestyle patterns will prevent chronic disease to be accepted? At
least as far as diet and chronic disease is concerned, that sense of certainty has been
established through a dramatically expanded program of NECD following the same
ﬂawed methodologies as before.
Since 1985, the federal government’s investment in nutrition research has more than
doubled.72 Much of this expansion has been for NECD studies that are relatively less
expensive to administer than randomized, controlled trials and have longer timelines
suited for informing policy regarding prevention of chronic disease.73 It must be
emphasized, however, that the general features of a “healthy diet” that prevents chronic
disease had already been deﬁned in 1977. Any NECD studies undertaken after that
point are confounded by this, magnifying the potential for bias already present in this
kind of research. Importantly, because observational studies require that data be
collected over a period of many years, not just any population is observed. In a selfperpetuating circle, white middle-class professionals most invested in “healthy diet”
information are the populations followed in the most inﬂuential post-1977 observational studies of diet and chronic disease, as indicated by the names of the studies: the
Nurses’ Health Study (NHS), the Health Professionals’ Follow-up Study, and the
Physicians’ Health Study.74 These studies alone have produced thousands of research
articles, many of which – especially from the NHS – inﬂuence national nutrition
policy.75
Taking the NHS as an example, Harvard researchers led by epidemiologist Walter
Willett needed “a large population, of intelligent cooperative, and health-conscious
women” to follow for an extended period of time.76 These nurses were “generally
white, thinner, . . . more highly educated, and have better access to medical care” than
other Americans,77 but their reported eating behaviors would become the basis for
dietary guidance for the general population. However, as Willett acknowledges, “the
most serious limitation to research in nutritional epidemiology has been the lack of
practical methods to measure diet.”78 Because dietary surveys used in large NECD
studies involve asking participants to retrieve from memory details of what they have
eaten over the past year, they may be based not on what was actually eaten, but on
“wishful thinking” about usual intake based on current nutrition beliefs.79 These beliefs
are built into the social context in which the respondent lives, as well as the survey
itself. In the NHS, a primary concern is level of fat in the diet; therefore, questions
frequently focus on this food component: “What type of yogurt do you usually eat?
None, regular, low fat, or nonfat.”80 Finally, a nurse participating in the NHS might not
only be attuned to what the “right” answers to a dietary survey would be, but she may
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have modiﬁed her diet and disciplined her body to align with prevailing beliefs,
including those being “tested” in the NHS.
The acknowledged complexity of humans, food, and chronic disease as subjects of
study should lead to tentativeness in describing food–health relationships, and early
NECD researchers were slow to make claims of causality. However, in post-1977
studies, advances in computer technology allowed for ﬁndings based on the analysis
of multiple variables from thousands of people with the assumption that larger numbers
and more complex models would provide more deﬁnitive results. Indeed, NECD
researchers often use cause–eﬀect language, make policy recommendations, and overgeneralize their ﬁndings to populations not included in their samples.81 Yet “causal
web” models used to account for the multifactorial etiology of chronic disease may
include “risk factors” not causally related to the outcome in question.82 What variables
epidemiologists include or exclude from a model may be treated as “self-evident,
requiring no analysis, or else simply a matter of idiosyncratic inspiration (or ideological
proclivities).”83 Many of the variables may themselves be linked to problematic assumptions, such as the food surveys described above. The size of associations between foods
or dietary patterns and chronic disease outcomes is small; relative risks on the order of
0.8–1.2 are common.84 Repeated studies that show a consistency of small associations,
meta-analyses that pool the data from many studies with small associations, and everlarger datasets may seem to be ways of overcoming the weakness of ﬁndings but instead
may add an artiﬁcial level of precision that reinforces systematic biases.85
NECD studies, then, do not simply “discover” relationships between “healthy diets” and
“chronic disease,” but they help produce those relationships. Dietary guidance to prevent
chronic disease and the knowledge production processes of NECD on which this guidance
is based are ultimately dependent on a tautological account of food–health relationships
that rests on two well-characterized phenomena. First of all, the methodology of NECD
maps onto a long tradition in Western culture of moral concerns and class distinctions
connected to eating practices: wealthier, better educated individuals tend to eat diﬀerently
than their less-wealthy, less-educated counterparts, and those diﬀerences are often based on
what is believed to be “healthy.”86 Second, persistent health diﬀerences exist within US
populations, which are typically related to socioeconomic status and structural inequalities
based on racial/ethnic identities.87 NECD studies consistently demonstrate that better
health outcomes are more likely to be associated with many other health-related behaviors
besides “good nutrition”;88 in addition, these healthy behaviors are linked to higher
education and income levels.89 This is true even in a relatively homogeneous population
such as that of the NHS.90 In NECD, there is no way to diﬀerentiate between health
advantages that accompany class status, other health-related behaviors, and eﬀects of the
“healthy diet” that participants report eating. Whether this deﬁnition of “healthy diet” is
appropriate to all is an open question; however, it is clear that when NECD studies survey
more diverse populations, diﬀerent deﬁnitions for “healthy diet” emerge.91

Failure and Blame
The shifting deﬁnition of a “healthy diet” from one that provides essential nutrition
to one that prevents chronic disease marked signiﬁcant changes in public health
guidance, in the epistemological framework of nutrition science, and in the
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sociocultural place of food in the lives of many Americans. In creating the ﬁrst
national nutrition policy, expectations from policy-makers and some sectors of the
public far outstripped the strength of available evidence linking diet to chronic
disease prevention. The inconclusiveness of the science meant that it could be
shaped to ﬁt the political needs of its authors and the ideological concerns of the
era. Health-conscious, middle-class professionals, many of whom had taken up
lower-fat diets before public health nutrition guidelines were in place, were followed
in subsequent NECD studies, conﬁrming the tautology that “healthy” Americans eat
the kind of “healthy” diet prescribed by public health nutrition guidelines. Within
this context, NECD provides the scientiﬁc authority for understanding health diﬀerences as a lack of agency or opportunity at best, if not an inexplicable failure to care
suﬃciently about one’s own health.92
All dietary recommendations for the prevention of chronic disease aimed at the
general population are arguments constructed from evidence that is inconsistent and
inconclusive. As nutrition researcher Christopher Gardner asserts, “There is no ‘gold
standard’ for putting together inadequate evidence in the best possible way.”93 As a
result, the possibility that these arguments reproduce the values and lifestyle preferences
of dominant social groups is manifest. That dominant social groups may both impose
their eating practices on others and use scientiﬁc evidence as a justiﬁcation for this
imposition are not new phenomena to food historians. However, the emphasis on
personal responsibility as a means to prevent chronic disease is particularly
problematic.94 As bioethicist Christopher Mayes has argued, “when the bodies and
choices of individuals deviate from norms associated with the health of the population,”
this allows social relations to be structured so that those individuals may be treated
diﬀerently.95 They may be excluded from care, as with obese patients who are denied
surgeries until they lose weight. Or they may become the target of increased surveillance, as with low-income or minority populations whose lives and communities are
recommended as sites for intensive interventions.96 There is no doubt that structural
inequalities exist across the food–health system; however, the logics of chronic disease
prevention through diet not only make individuals “responsible for outcomes that are
not necessarily within their control,”97 but they ensure that certain bodies marked as
“obese” and “sick” from a “preventable” disease, particularly ones already set apart by
race or class distinctions, will be seen as proof of poor judgment and a lack of civic
responsibility. Understanding that current deﬁnitions of a “healthy diet” are historically
situated and not inevitable allows an interrogation of assumptions behind dietary health
interventions and brings attention to the dominant values at work in the formulation of
dietary health problems and the development of solutions.
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