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I am Marianne Smith Edge.  I am a registered dietitian from Owensboro, Kentucky and the President of the American Dietetic Association.  The ADA is a professional association of about 70,000, the nation's largest group of nutrition professionals. 

Dietetics is the science that directly connects food to nutrition and health.  The science was largely explored and developed by governments, beginning about the time of the Napoleonic wars  – in order to understand what foods troops needed in order to stay healthy enough to fight wars for their countries; and to know what steps needed to be taken to assure that soldiers’ and sailors’ food was safe to eat.

Today, Registered dietitians and dietetic technicians, registered are the only scientists and health professionals trained to connect food and the behaviors associated with eating to human nutrition and health. Their training includes the hard sciences such as organic, inorganic, and biological chemistry, zoology, physiology, microbiology, and bacteriology as well as business classes, behavioral sciences, and social sciences. 

When governments around the world realized that an army "marches on its stomach," serious research began to understand diet and health. From the early research, the United States government entered into nutrition policies and programs.  In 1894, USDA published its first dietary recommendation for Americans.  Life expectancy at birth was just over 47 years for both men and women at that time.  The basic threats to health were largely infectious diseases.  At that time, vitamins and minerals had not even been discovered – so there was no real understanding that nutrient deficiencies played a role in overall health.  

LEADING CAUSES OF DEATH:  1900 AND 2000

	1900
	 Percent
	2000
	Percent

	Tuberculosis
	11.3
	Heart Disease
	31.4

	Pneumonia
	10.2
	Cancer
	23.3

	Diarrhea diseases
	8.1
	Stroke
	6.9

	Heart disease
	8.0
	Lung disease
	4.7

	Liver disease
	5.2
	Accidents
	4.1

	Injuries
	5.1
	Pneumonia/influenza
	3.7

	Stroke
	4.5
	Diabetes mellitus
	2.7

	Cancer
	3.7
	Suicide
	1.3

	Bronchitis
	2.6
	Kidney disease
	1.0

	Diphtheria
	2.3
	Liver disease & cirrhosis
	1.0

	TOTAL TOP TEN
	61.0
	
	80.1


But by the First World War, we began to understand that vitamins and minerals had effects in preventing and managing disease.  That was the time when the American Dietetic Association was founded in 1917.    The key message based on the best science of the times was that eating a variety of foods promoted better health.

The American experience in the 20th century helped also frame the issue of nutrition in terms of adequacy.  Think about those national experiences  –  the call-up of men in two world wars, the Great Depression, the focus on poverty and hunger in the late 1950s and the 1960s, the initiation of the food stamp program.  Even today, we continue to be reminded that food insecurity remains a problem for many Americans.  

In terms of public policy, we’ve rightfully taken pride in our efforts to support the efficient production and equitable distribution of abundant, healthful food supplies.  Providing $34 billion annually to the poor, to children and a variety of high-risk groups through society is another demonstration of U.S. nutrition policy.  When we hear that U.S. consumers' high quality diet costs on average, just 10 percent of disposal income – we recognize a remarkable achievement unmatched anywhere else in the world.  It's all testimony to a wonderful food production, marketing, and distribution system that with government support has steadily worked to improve itself.

But then a new realization comes along that shatters the paradigm from which we've considered nutrition policy for the past 100 years or more:  nutrition and adequacy are not synonymous.  The single fact that is reframing the nutrition issue is that overweight and obesity represent the largest manifestation of malnutrition in the United States today – both coexisting with and at times, overshadowing hunger as the most significant nutrition problem.

Nutrition Trends

ADA regularly looks at key trends affecting food, nutrition and health and their implications.  The implications of current trends continuing are enormous. 
 

· The share of the population that is aged and in poor functional status will rise in the next seven to 10 years, leading to greater risk of chronic disease and creating different food, nutrition and health needs.  By 2010, 120 million Americans – 40 percent of the population – will be diagnosed with a chronic condition or disease.

· Demographic shifts in U.S. ethnicity will produce changes in culture, values, lifestyles and food choices.   Immigrants will make up nearly half of the total population growth over the next decade.  This population relies disproportionately on food stamps, and most frequently goes without health insurance. 

· Absent major policy changes, disparities in health insurance coverage are expected to widen.  The percentage of employers providing health insurance coverage is declining, making it likely that the number of uninsured will grow.  Under a worse case scenario, there could be 65 million uninsured Americans by 2010.

· More food will be prepared and consumed away from home.

· Physical activity levels will continue to decline, unless steps are taken to reverse the trend.  Today, only 29 percent of U.S. children participate in daily physical activity.

· Food security will remain an issue, though the growth of entitlement programs will not be as dramatic as for programs for the elderly.  Spending on food stamps is projected to rise by 42 percent over the next decade.  Spending on child nutrition programs is expected to grow 40 percent in that same timeframe, barring significant policy shifts.  In contrast, Medicaid, Medicare and Social Security are rising at rates double and triple those spent on "nutrition programs." 

· Obesity is already a national epidemic and it is projected to increase further, with related illnesses -- heart disease, diabetes, kidney disease, cancer, and arthritis -- also rising.  Consider the issue of childhood obesity.  It is linked to adult obesity since patterns established early in life tend to continue whether healthful or harmful.  So far, most responses are focused on other segments on the population – making this an interesting target for public policy responses.

· Many consumers have no idea of their own nutritional status, weight or diets.  Many parents also have erroneous perceptions of their children’s nutritional status, and do not recognize the potential long-term health problems for overweight kids.
  

· Many parents are disengaged from their kids' eating habits and only recognize weight as an issue when acute health problems arise or when it is extreme enough to prevent their children from keeping up physically or socially with their peers. 

· Parents hesitate to take action regarding their children's weight, because they believe their children will outgrow weight problems. And, they say they lack knowledge about how to help children control their weight and they fear that their intervention could cause other unhealthy eating disorders, such as anorexia.

· Many do not connect the relationship between overweight and chronic disease. Children and adolescents focus on appearance, but they are not focused on health. Their concerns about weight generally arise as the result of failed athletic performance (more for boys) or dissatisfaction with appearance (more for girls). When children and adolescents try to change their eating behavior to lose weight, they say they skip meals rather than modify their eating habits in healthy ways.

· But some segments of the American population, including baby boomers, are willing to become more involved with their health.  Given than 70 percent of the physical decline among those with chronic disease is associated with modifiable risk factors, targeting nutrition information and services to them may yield results.

Clearly, there is significant potential benefit in addressing food, nutrition and health issues now, before circumstances deteriorate, and to ameliorate human as well as economic costs.  There will be market needs for healthful products and services that can help the public become more involved with their health and health care management.  But there are roles that currently are not being effectively addressed and may rightfully need to be addressed by public policy.

Why address nutrition in public policy?
Improved nutrition is essential for a strong prosperous society.  Today, the incidence of obesity and many associated chronic diseases are skyrocketing, and policies affecting food, nutrition and diet have become matters of national concern.  Indeed, obesity in second only to tobacco as a preventable cause of death in Americans.

Poor nutrition and sedentary lifestyle threaten the nation’s productivity and economic vitality, national security and the overall quality of life of its citizens.  The rising costs of health care – often borne by taxpayers – underscore the need for policies that support healthful lifestyles. 

The costs are significant.  

· Overweight and obesity and associated chronic disease are estimated to cost more than $100 billion every year and that figure is rising.  

· Poor diet and physical inactivity are estimated to be factors in 310,000 to 580,000 deaths annually in the United States from cancer, kidney and cardiovascular disease and diabetes.

Nutritional approaches represent significant opportunities to reduce health care costs, as well serve the general well being of the population.  As primary prevention, nutrition helps promote health and functionality and affects the quality of life at all ages.  As secondary and tertiary prevention, medical nutrition therapy is an effective disease management strategy that lessens chronic disease risk, slows disease progression and reduces symptoms.  For example:

· We spend billions of dollars annually treating babies for ear infections and digestive problems.  Some $3.6 billion could be saved each year just by reaching target levels for breast feeding, with additional benefits derived from improving American women’s and children’s calcium and iron intakes.  

· Consider prescription drug costs:  diet/lifestyle modifications have multiple effects – making prescriptions more effective, and often reducing or eliminating the need for prescription drugs or therapies.

· Nutrition interventions for diseases such diabetes, kidney and cardiovascular disease result in few hospitalizations and lower incidence of complications for patients.

Common sense?  Yes.  

Are these strategies being implemented?  Not fully.  

Why not?  A number of factors are involved which we can explore later, but this much I can tell you:  

The American Dietetic Association is active in all of the areas in food, nutrition and health, within the agencies, on Capitol Hill, within the states and even at the local level where food, nutrition and health issues are considered.  It is our experience that everyone – EVERYONE regardless of political affiliation -- is on the side of good nutrition.  Our experience would tell us that nutrition is good politics.

What’s needed for Public Health Nutrition?

U.S. nutrition policy rests on several critical elements:

· Nutrition assistance

· Nutrition education

· Labeling

· Research

Nutrition or food assistance began with the distribution of surplus commodities during the Great Depression.  Over time, food distribution policies have evolved into three principle components – food stamps, school lunch and the WIC (Women, Infants and Children) program.

Given that the primary priority of public health nutrition in the majority of the 20th Century was eliminating hunger, it is no surprise that our greatest successes and our greatest knowledge gains are in that arena.  We can feed troops in the desert, the astronauts on the space station, and kids in school enough food to make sure that they get a square meal there.  Those accomplishments are to be commended. 

What we don’t know is how to get people to make healthy choices while swimming in a sea of abundance. How do we express nebulous concepts such as “variety” and “moderation” in a way that is meaningful and manageable to consumers? And how do we communicate it to those populations that are most at risk of malnutrition resulting in obesity and chronic disease?

The statistics would indicate that we don’t know the answers to those questions.  According to 1996 data from the USDA’s Healthy Eating Index, 7 out of 8 or almost 88 percent of American diets fall into the categories of “poor” or “needs improvement.” 
 In other words, we know a great deal about what a healthy diet is. What we don’t know is how to get 88 percent of Americans to choose one.
  

Which brings us to the second policy component, generally called “nutrition education.” Beginning with Farmers’ Bulletins at the turn of the 20th century, to the designation of the food groups, to the dietary goals inspired by Senate Select Committee on Nutrition in the 1970s, USDA’s work has integrated the best science available into information for the public.  Today, the dietary guidelines and the food guide pyramid have become the icons used to convey basic nutrition information to Americans.  ADA members rely on the guidelines and the pyramid in their every day work.  As revisions are considered, we recommend keeping the focus on food and diet, and we have recommended nutrient density – related to micronutrient and protein levels -- to help consumers choose well for themselves and their families.  In addition, consumer messages offered in the guidelines and pyramid need to be tested an evaluated.  If implemented, these steps would make the guidelines and pyramid more valuable. 

Nutrition labeling is a third component of our nutrition policy.  Labels are required for food, including standard serving sizes, nutrient content, product descriptors for labeling a product low calorie, low fat, light or reduced cholesterol.  Labels must adhere to scientific evidence in order to present health claims regarding heart disease, osteoporosis, hypertension or cancer.  Nutrition content requirements are specific in terms of calories, calories from fat, saturated fat, trans fat, cholesterol, total carbohydrates, sugar, dietary fiber, protein, sodium, vitamins A and C, iron and calcium.  These requirements have evolved from labels that provided content requirements for product identity and package fill, and the listing of ingredients in order of quantity in a food product.

And finally there is research.   This may be the most important single component of U.S. nutrition policy.  In the past century, government research produced critical breakthroughs – about vitamins and minerals, catechins, and free radicals in foods.  

Today, researchers use computers to model how nutrients work in the body, study the special needs of distinct populations, work to understand how genetics determine nutrient needs and how genes might influence health or increase risk for diseases.  Government researchers are focused on human health and nutrition, and exploring how foods night be enriched to promote better living.

These areas are all important and exciting.  From initial steps, they have evolved along with the American food and agricultural system.  As leaders, we need to assure that progress continues, in order to deal with our gravest nutritional challenges today and tomorrow.  

Four Steps to Improve U.S. Nutrition Policies

Four steps are needed, however, that will strengthen our national nutrition policy so that we can have a healthier, better-nourished population.

Let’s begin with nutrition education.  Some have observed that there is a reason why we call this the “information age” and not the “knowledge age” or “wisdom age.”  Consumers are drowning in nutrition “information” and have few means of separating the useful or desired from the irrelevant or unwanted.  Related to that is that the consumer cannot easily evaluate the quality of information obtained.  As often as not, consumers are likely to end up misinformed as informed.  The challenge is how to ensure, that in a world of multiplying sources of unregulated information, consumers are guided to scientifically sound information and that they will have the basic skills and knowledge to appropriate evaluate and use the information they obtain.

A first step is to make nutrition materials simpler and easier to understand.

RDs and DTRs can guide consumers to scientifically sound information and give them the basic skills and knowledge to evaluate and use information to stay healthy, or to deal with diet-related conditions.

ADA is an advocate of grading the science behind recommended diets, nutrition guidelines and product label claims, and teaching consumers how to read, analyze and use that information.  ADA has its own system of evidence grading that is serving as a model to government regulators and nutrition experts here and around the world.  But information is not education – otherwise we’d all be PhDs.  

Labels and pamphlets alone do not lead to behavior change. People have to be taught, and their educational experience needs reinforcement.  For example, outcome studies have shown that medical nutrition therapy is effective in improving health outcomes because it blends nutrition education with health behavior counseling in a way that gives individuals the knowledge, skills, tools and reinforcement they need to make healthy choices to manage chronic diseases through diet. 

The good news is that nutrition education that works is a worthwhile investment. Economic Research Service scientists have looked at the connection between nutrition knowledge and food choices.  They have learned that in socio-economically matched individuals, a 1-point improvement on a nutrition knowledge scale correlates to a 7-percent improvement in diet quality. In matched households, an improvement in the primary meal preparer’s knowledge translates to a 19-percent improvement in household meal quality.  Clearly, nutrition education is one key to nutrition health. 

The second recommendation is to improve child nutrition.

Children need to learn early in life about choices and behaviors that will keep them healthy for life.  They need to be taught nutrition, how to choose and enjoy food, and they need to be taught how and encouraged to engage in physical activity.  They need reinforcement of healthy eating and activity in order to make healthy living a habit.  Yet, school environments may not be teaching healthful nutrition or even offering healthful choices beyond the reimbursable school meal.  Rushed meal times, reliance on calorically dense vending, pressure to increase revenues, and elimination of physical education all send the message the health is not really a priority.

As a nation, we need to accept that public health nutrition needs to be more than raw information, textbook material, pamphlets or icons.  How you write the message, how often you present it, who you present it to, and in what context has everything to do with whether it results in healthier lifestyle choices.   Saying one thing and doing another – like saying, “choose sensibly” but surrounding children with food options that don’t include healthy choices will not work.

In the case of schools, the ADA supports local districts developing comprehensive nutrition policies that take into account the multifactorial nature of nutrition behavior and thus address the breath of modifiable factors including food availability, food marketing and advertising, meal timing, meal length, meal locations, nutrition education, and activity opportunities in their district. These policies should be developed to the meet the needs of communities by those who know the issues best: certified nutrition professionals, school staff, parents, and students.   We want to assure that kids with special needs see dietetics professionals to plan their in-school diets.  

Surgeon General Carmona has identified health literacy as a top priority in our nation today.  Promoting health literacy means educating and motivating young people and adults to sort through the mass of mixed messages and emerge with an understanding of balancing intake with output while meeting daily needs.  Accomplishing this goal will take comprehensive nutrition education campaigns.

The good news is that there are effective nutrition campaigns underway. The bad news is that we don’t know enough about what is working.  We have not invested in the research necessary to identify and replicate the best practices.  

Therefore, our third recommendation is in the area of research.   

Only the federal government has the public mandate and resources to carry out research on human nutrition needs, motivators, and biological, epidemiological, social and environmental factors.   The private sector may commission research into food products and consumer preferences but businesses by themselves generally do not have incentives to conduct research on basic human nutrition.  

ADA has identified priority areas for research in the areas of dietetics, nutrition, behavioral and social science, management, basic science, and food science leading to the promotion of optimal nutrition and well being for all people. 
 These are areas where the current research base is not significant enough to draw conclusions regarding best practices.  These are areas where we need answers in order to promote nutrition in the 21st Century: 

· Prevention and Treatment of Obesity and Associated Chronic Diseases

· Effective Nutrition and Lifestyle Change Interventions

· Translation of Research into Nutrition Interventions and Programs

· Effective Nutrition Indicators and Outcome Measures

· Access to safe and secure food supply

· Customer Satisfaction

· Outcomes research on nutrition education, nutrition labeling and food assistance programs.

The fourth recommendation is to provide the resources necessary to carry out a comprehensive policy that leads to improvements in the nation’s nutritional health.  

Surgeon General Carmona last year referred to obesity as “the terror within.”  The total annual cost of obesity in the U.S. is estimated to be $117 billion and growing.  Yet, legislation currently under consideration in Congress authorizes a mere $60 million in funding to state and local entities.  Even if this legislation passes and is signed into law, the appropriation of funds is not guaranteed.   

Obesity is just of many nutrition issues.  Similar stories can be told about nutrition initiatives for older adults, for child nutrition, nutrition monitoring, nutrition research, and Medicare and Medicaid.  Resources deployed to address nutrition must be allocated on a level more closely aligned with the scope and impact of the problem or the opportunity of making progress.

Promoting nutrition will take a coordinated effort among practitioners, policy makers, and private industry.

What’s Missing?

A moment ago, I mentioned that our experience tells us that in federal agencies, state capitals, on Capitol Hill and around the country, nutrition has many supporters.  But today, it has few champions.

We need a few champions today to address the now out-of-date perception that a safe, affordable, varied supply of food necessarily leads to a well-nourished, healthy population.  It is time to shift to a new paradigm that is founded on people being able to choose healthy diets for themselves and their families.

ADA is an organization with a philosophy that science can guide us.  Our mantra is that all foods can fit in a healthy diet, in a lifestyle that includes daily exercise.  

ADA does not support telling people what they must eat – it isn’t practical and it isn’t effective.  Consumers here have countless food options and they revere the freedom to make their own choices.

But a policy based upon choice implies our citizens have the information, knowledge and skills to make informed choices.  If we expect consumers to take personal responsibility for making healthy choices, then we must make sure that they are adequately prepared.  The public sector must invest more in the nutrition research and nutrition education necessary to give Americans with the knowledge and tools they need to make their own nutrition decisions. 

ADA's trends work confirms what we hear in political analyses -- that people want greater commitment to nutrition from their government and that they will become more active in managing their health, choosing products and services perceived to be of benefit – so we are optimistic about the future.  

Addressing nutrition issues requires a shared commitment by individuals, as well as governmental, social, business, academic and health care institutions.  We know that the model of shared commitment can yield progress:  a case study is the effort by these groups to change public behavior and use seat belts.  These groups coming together have saved untold lives.  We look forward to that model working again to promote healthy diets and lifestyles.

We believe that it is right that nutrition move to the forefront of food and health issues – that public interest calls for that to happen and that the best approach is through a more integrated policy built upon 21st century knowledge of diet and health interactions.  We need strategies to help Americans of all ages to make informed food choices for healthy lives and implement strategies for disease prevention and disease management through diet and exercise.   

Nutrition is a potentially powerful issue.  If it fails to be addressed in public policy at this time, it will be significant failure, affecting Americans today and well into the future.
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