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Comments from the American Cancer Society and American Cancer Society Cancer Action Network on
Topics and Scientific Questions for the 2025-2030 Dietary Guidelines for Americans

May 16, 2022

These comments are being submitted on behalf of the American Cancer Society (ACS) and the American
Cancer Society Cancer Action Network (ACS CAN). The American Cancer Society is the nation’s largest
voluntary health organization, dedicated to eliminating cancer as a major health outcome through
research, education, and service. ACS CAN is the non-profit, non-partisan advocacy affiliate of the
society. ACS CAN advocates for legislative, regulatory, and policy solutions that will make cancer a
national priority.

ACS and ACS CAN are pleased to provide comments on the scientific questions under consideration for
the 2025-2030 Dietary Guidelines for Americans (DGA). We are particularly pleased to see cancer
included in the scientific questions regarding adults. Given the large volume of existing literature linking
excess body weight, alcohol consumption, diet, and physical inactivity with risk of many different types
of cancer, we would strongly encourage HHS and USDA to utilize reviews from the International Agency
for Research on Cancer (IARC) and/or the World Cancer Research Fund (WCRF)/American Institute for
Cancer Research (AICR) for cancers in which there is sufficient, convincing or probable evidence for
causing cancer in humans by these four exposures. As such, our recommendations below address
factors that would reduce cancer cases and deaths.

Background

Cancer is the second leading cause of death, exceeded only by heart disease, in both men and women in
the United States.! The burden of cancer extends beyond mortality. Individuals who are affected by a
diagnosis of cancer experience physical suffering, distress, and diminished quality of life associated with
disease-related symptoms, diagnostic procedures, cancer therapies, and long-term and late adverse
effects of treatment. Moreover, quality of life can also be substantially impacted for family, caregivers,
and friends of patients with cancer.

Body weight, unhealthful diet, alcohol consumption and physical inactivity account for at least 18.2% of
cancer cases and 15.8% of cancer deaths in the US, the second highest percentages for any risk factor
(after cigarette smoking) in both men and women.? Excess body fatness causes cancers of the female
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breast (postmenopausal), endometrium, kidney (renal cell), esophagus (adenocarcinoma), colon,
rectum, gastric cardia, liver, gallbladder, pancreas, ovary, thyroid, myeloma and meningioma.>* There is
some evidence that excess body fatness probably increases the risk of advanced, high-grade, or fatal
prostate cancer and cancers of the oral cavity, pharynx, and larynx.®> There is growing evidence that
adult weight gain also is associated with the risk of several types of cancer, including cancers of the
gallbladder, thyroid, pancreas, postmenopausal ovary, postmenopausal endometrium, and
postmenopausal breast, as well as multiple myeloma.®”#%10 Sustained weight loss, even modest
amounts, is associated with lower breast cancer risk among women over 50 years of age.!

A study reported that incidence rates increased for multiple obesity-related cancers (colorectum, corpus
uteri, gallbladder, kidney, multiple myeloma, and pancreas) from 1995 to 2014 in the US, particularly
among young adults and in successively younger birth cohorts in contrast to the declining or stabilizing
rates for smoking-related and HIV infection-related cancers. This finding suggests that the future
burden of obesity-related cancers might be exacerbated as younger cohorts age, potentially halting or
reversing the progress achieved in reducing cancer mortality over the past several decades.

This is an extremely disturbing finding given that the obesity epidemic is now well-recognized in the US.
In 2017-2018, 42.4% of American adults had obesity, including 41.9% of women and 43.0% of men.3
The prevalence of obesity varies considerably among racial and ethnic groups, being lowest among non-
Hispanic Asian adults (17.4%), followed by non-Hispanic white (42.2%), Hispanic (44.8%), and non-
Hispanic black (49.6%) adults. Moreover in 2017-2018, 19.3% of youth aged 2 to 19 years had obesity
affecting 14.4 million children. By age group, 21.2% of adolescents aged 12 to 19 years, 20.3% of
children aged 6 to 11 years, and 13.4% of children aged 2 to 5 years had obesity.**
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In order to reduce cancer incidence, suffering and death, weight, diet, alcohol consumption and physical
activity must be addressed. The ACS recently published an updated Guideline for Diet and Physical
Activity for Cancer Prevention.” The guideline provides guidance, support, and evidenced-based
strategies for individuals and populations to reduce cancer risk. Research has shown that people who
follow the majority of the diet, physical activity, weight, and alcohol recommendations in the ACS
Guidelines are less likely to develop or die of cancer,'® 7 cardiovascular disease, or any cause compared
with people who follow very few, if any, of the ACS Guidelines.'®'®! Recognizing the important role a
person’s community plays in influencing their food, beverage, and other lifestyle choices, the ACS
Guidelines includes recommendations for communities to facilitate and promote healthy individual
behaviors.

Like the ACS guideline, the DGA must be an evidence-based path forward for individuals, families,
schools, communities, health care professionals and policymakers to achieve and protect health through
diet.

Recommendations

Red and Processed Meat:

HHS and USDA should specifically consider red and processed meat and their impact on health in the
Specific Dietary Patterns Components section of the scientific questions.

The 2015 DGAC's review of the evidence found strong or moderate evidence of associations between
dietary patterns high in red and processed meat intake and increased risk of colorectal cancer,
cardiovascular disease, measures of body weight or obesity, and type 2 diabetes. In 2020, the DGAC's
review of the evidence confirmed the conclusions from the 2015 report, and additionally found strong
evidence of an increased risk of all-cause mortality associated with dietary patterns that are high in red
and processed meat.’® In 2015, IARC?® concluded that processed meat (e.g., hot dogs, bacon, sausage,
deli meats, etc.) is a Group 1 carcinogen and unprocessed red meat a Group 2a (probable) carcinogen,
on the basis of evidence related to colorectal cancer. Likewise, the evidence that diets high in red meat
(e.g., beef, pork, lamb) and processed meat are associated with increased risk of colorectal cancer is also
considered probable and convincing, respectively, by WCRF/AICR, whose Continuous Update Project is
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the world’s most comprehensive resource of scientific literature on food, nutrition, physical activity, and
cancer.?! Current evidence finds an approximately 12 to 16 percent higher risk of colorectal cancer for
each 100 grams (g) of red meat or 50 g of processed meat consumed per day. Positive associations with
cancers of the stomach, pancreas and prostate were also noted by IARC, therefore we recommend
including stomach and pancreatic cancers in the review of evidence on red and processed meat and
cancer risk. Potential mechanisms for these relationships involve pre-formed or endogenously formed
N-nitroso-compounds (NOC), polycyclic aromatic hydrocarbons (PAH) and heterocyclic aromatic amines
(HAA) formed during high-heat cooking (e.g., pan-frying, grilling or barbequing), and also from heme
iron, found in hemoglobin from red meat.

The American Cancer Society’s 2020 Guideline on Nutrition and Physical Activity?? recommends
following a healthy dietary pattern at all ages, and defines a healthy dietary pattern as one that includes:
foods that are high in nutrients in amounts that help achieve and maintain a healthy body weight; a
variety of vegetables—dark green, red and orange, fiber-rich legumes (beans and peas), and others;
fruits, especially whole fruits with a variety of colors; and whole grains. In contrast, a healthy dietary
pattern limits or does not include: red and processed meats; sugar-sweetened beverages; or highly
processed foods and refined grain products.

Given the findings from previous DGAC reports, as well as evidence reviews by other entities, we urge
the Departments to include the following research question in the Specific Dietary Pattern Components
section, and to include stomach and pancreatic cancers in this review:

What is the relationship between consumption of red and processed meat and:

e body composition, risk of overweight and obesity, and weight loss and maintenance?

e risk of cardiovascular disease?

e risk of type 2 diabetes?

e risk of certain types of cancer (breast, colorectal, lung, prostate, stomach, pancreatic)?
e risk of cognitive decline, mild cognitive impairment, dementia, and Alzheimer’s disease?
e risk of sarcopenia?

e bone health?

e all-cause mortality?

Alcohol:

HHS and USDA should include recommendations related to alcohol consumption, even if alcohol is
reviewed under a separate process.

21 World Cancer Research Fund/American Institute for Cancer Research. Diet, Nutrition, Physical Activity and
Cancer: a Global Perspective. Continuous Update Project Expert Report 2018.

22 Rock CL, Thomson C, Gansler T, et al. American Cancer Society guideline for diet and physical activity for cancer
prevention. CA Cancer J Clin 2020.



Alcohol consumption is the third major modifiable cancer risk factor after tobacco use and excess body
weight.?>?* |t is well established that alcoholic beverage consumption increases the risk of oral cavity,
pharynx, larynx, esophagus, liver, colorectum, and female breast cancer. Breast cancer is the most
commonly diagnosed cancer among women, and there is evidence that consumption of alcohol at even
less than one drink per day increases risk. Moreover, the effects of alcohol consumption on cancer risk
are known to increase with increasing amounts of intake. Current recommendations from the ACS* and
WCRF/AICR? are that for cancer prevention, it is best not to drink. It is important that men and women
who choose to drink alcohol recognize the importance of limiting their intake.

We strongly urge the Departments to incorporate strong recommendations to limit or avoid alcohol into
the 2025-30 Dietary Guidelines. If the Departments review the evidence for the impact of alcohol on
health outcomes outside of the DGAC process, we urge that this be done with the same level of
scientific rigor as the DGAC process and be done on a timeline that coincides with the DGAC evidence
review so recommendations can be included in the 2025-30 DGA.

Beverages:

We support the current proposal to examine the relationship between consumption of various
beverages and anthropometric parameters, weight gain and loss, and risk of type 2 diabetes, and
encourage the committee to present results for each of these beverages and outcomes separately.

Added Sugars:

We likewise support the plan to examine the association of food sources of added sugars consumed
and these same outcomes and recommend evaluating the association of total added sugars with
anthropometric outcomes.

Ultra-Processed Foods:

We support an examination of these foods in relation to growth, size, body composition, risk of
overweight and obesity and weight loss and maintenance. Ultra- (or highly-) processed foods tend to
be higher in sugar, fat and salt, and to be of low nutritional quality. The WCRF/AICR concludes that ‘fast
foods’ and sugar-sweetened beverages are associated with weight gain, overweight and obesity, and
both categories can be defined as highly processed.

Incorporating Strategies to Support Healthy Dietary Patterns:

We strongly encourage HHS and USDA to consider a broad range of factors, including policy and
environmental approaches, which influence people’s diet and weight-related behaviors. The ability of
an individual to maintain a healthy diet and avoid many unhealthy lifestyle factors, including those
related to food and beverage intake and physical inactivity, is often influenced by factors outside of an
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individual’s direct control. Social, economic, and cultural factors strongly influence an individual’s body
weight, physical activity, dietary patterns, and alcohol intake.?” We urge the Departments to include
specific actions for all segments of society to support and promote healthy eating and physical activity.

We urge the Departments to address the unique challenges of populations that have been
marginalized and provide strategies to assist them in achieving a healthy diet and weight.

Critically important, the ACS guideline for diet and physical activity for cancer prevention recognized
that although most Americans face obstacles to engaging in health-promoting behaviors, these
challenges are often compounded for lower income individuals, communities of color, persons with
disabilities, and those residing in rural communities, who frequently face additional barriers to the
adoption of cancer-preventive behaviors.??°

Importantly, these barriers, partially impacted by living in areas that are socially and economically
disadvantaged, contribute in part to the greater health disparities documented among Black and
Hispanic adults.3® Lack of access to affordable healthy foods, an abundance of “fast food,” convenience
stores, and liquor stores, and lack of access to safe, affordable places to be physically active contribute
to these disparities.

The COVID-19 pandemic has exposed gross health disparities in communities of color, rural and low SES
populations (ref), with higher mortality from the disease among these populations.3,32 Populations that
have been marginalized have a higher prevalence of excess body weight, diabetes and hypertension,
putting them at greater risk not only of COVID-19 but of cardiovascular disease and cancer. In general,
fewer opportunities exist for engaging in health-promoting dietary and physical activity patterns among
populations who have been marginalized thus further increasing health inequities. Initiatives must
address the unique challenges and barriers that certain groups (e.g., people of color, people with low
incomes) often face when attempting to modify lifestyle behaviors, with culturally appropriate tailoring
and equitable support to promote healthy behaviors. It is critically important for the DGA to incorporate
recommendations and strategies that address populations that have been marginalized in order to
“support healthy eating patterns for all.”

We urge the Departments to address food insecurity in the DGA.
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Food insecurity has a negative impact on dietary quality — it is associated with a lower intake of
vegetables, fruits, and dairy®?, which may contribute to malnutrition and an increased risk of chronic
disease such as depression, diabetes, hypertension, hyperlipidemia, and sleep disorders.?*,* In addition,
evidence suggests a higher risk of obesity among food insecure women.3%%” A large national survey
found that food insecurity was associated with 41% and 29% higher odds of overweight/obesity among
white and Hispanic women, respectively.>®

Food insecurity is an underlying condition preventing millions of Americans from having good health and
protecting them from serious illness. Any recommendations for individual choices or implementation
strategies to support those choices must address food insecurity directly.
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