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To: Denise Soffel, Ph.D.
Executive Director, Senate Committee on Health

Via Email: denise@tomduane.com

Re: Testimony of the American Cancer Society, Eastern Division (NY and NJ)
In Support of Requiring Calorie Labeling in certain chain restaurants

Date: January 22, 2010

Chairman Duane, members of the Health Committee, thank you for the opportunity to testify

today on food policy. My name is Kris Kim, and I am the Chief Operating Officer of the

American Cancer Society of New York and New Jersey. I will focus my comments today in

support of calorie labeling.

As you point out, obesity is a major epidemic with serious implications for the health and

economic status of New York and our nation. While most know that excess pounds raise the risk

of heart disease, hypertension, diabetes, stroke, few are aware of the link between obesity and

cancer. It is currently estimated that 14% of cancer deaths among males and 20% of deaths

among females are attributed to obesity (Calle et al., 2003).

National health care expenditures are estimated at $70 to $100 billion per year and are expected

to grow with the increasing rates of overweight and obesity (Olshansky, 2005). Healthcare costs

are 56% higher for an obese person compared to a normal weight person. This puts significant

financial pressure on the Medicaid program and the state budget since obesity is approximately

twice as high in low-income populations compared to higher income groups (Willet and

Domolky, 2003). The Centers for Disease Control and Prevention’s Pediatric Nutrition

Surveillance Study of 2002 found that New York State has the 3rd highest rate of low-income

overweight children in the country.

Lessons learned in Tobacco Control can help with the Obesity Epidemic

Comprehensive tobacco control has helped states like New York realize significant declines in

the rates of smoking and tobacco-related illness and death. If we don’t take similar steps to

control obesity, it could well replace smoking as the deadliest cause of cancer. We have learned
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the substantial benefits of taking an aggressive policy-based approach from the fight against

tobacco. Policies that make it easier to pursue healthier behaviors while creating barriers to

unhealthy practices have been very successful. In the early years of tobacco control, states like

California and Massachusetts implemented a variety of interventions before the effectiveness

was clear. When these initial “real-world” efforts were evaluated and proven successful, best

practices began to be utilized in other states. Utilizing lessons learned in tobacco, strategies such

as calorie labeling, or taxing sugared beverages, should be part of a comprehensive approach to

address obesity and the many factors contributing to the problem, drawing on previous success.

Clearly, sugared soda is a major contributing factor to the obesity problem. Our history with

tobacco taxes indicates that higher prices do drive down demand, but it is not so easy to simply

substitute experiences here. With respect to the sugar beverage tax, the state should proceed

cautiously and evaluate the impact carefully, perhaps also exploring different ways to reduce

consumption of sugary beverages. As part of a comprehensive approach, New York should also

consider policies that increase access to physical activity and healthful foods in schools,

worksites, and communities, for example improving the school lunch program and enhancing

physical activity opportunities for youth in schools.

Support for Calorie Labeling

The American Cancer Society promotes initiatives that empower individuals to make healthier

choices, and therefore strongly supports initiatives like calorie labeling. This proposal will help

create the environmental changes needed to impact the current trend in obesity.

Like other voluntary health organizations, ACS disseminates nutrition guidelines in order to

empower individuals with information to make informed decisions about their health. However,

in order for an individual to make an informed decision about what they eat, it is important that

nutritional information be readily available when purchase decisions are being made. People

have grown accustomed to having nutrition information on packaged foods in supermarkets (3/4

of people report using labels) and they want and deserve to have it on menus as well. A recent,

industry-sponsored poll showed that 83% of Americans want restaurants to provide nutrition

information.
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Success in Other Localities

Menu labeling legislation has been introduced in dozens of states and cities across the country, as

well as in the U.S. Congress. California was the first state to implement menu labeling, though it

won’t go into effect until 2011. A few days ago, New Jersey became the 4th state to take this

step; Nassau and Suffolk Counties on Long Island, and Albany County have already adopted

menu-labeling proposals, though they too have yet to take effect. Westchester and Ulster

counties have this provision in effect, though no data is available yet, and New York City has

had menu-labeling provisions in effect since July 2008.

A recent study supported by the Robert Wood Johnson Foundation (RWJF) reviewed the impact

of NYC’s menu labeling provisions. The study determined that after menu-labeling policies

were implemented, 56 percent of customers reported viewing the calorie information, and

customers made lower-calorie food purchases at 9 of the 13 fast-food and coffee chains included

in the study. After only little more than a year in effect, these are very promising results.

While an early study by NYU and Yale University found increased awareness of calorie

postings, but no real change in behavior of consumers at several fast food restaurants in lower

income neighborhoods*, this more recent study determined that customers who used the calorie

information consumed an average of 106 fewer calories than those who did not. (Report Suggests

New York City Menu Labeling Law is Effective at Promoting Health Changes, 10/26/09, http://www.rwjf.org).

* (Both public health groups and the NYC Department of Health and Mental Hygiene point out

drawbacks of the NYU/Yale study. They note that the research was done weeks after implementation of

the regulation and may not have accurately captured behavior change. They further note that it is more

difficult to change behavior in low-income neighborhoods where individuals are often more influenced by

cost than calories. The more recent RWJF study may be more representative of the impact of the new law

because it included more consumers over a longer period of time and was not limited to outlets in lower-

income neighborhoods.)

Other Implications of the Policy

In addition to providing consumers with information to help them make informed decisions,

menu labeling provides an incentive for restaurants to add new menu items and reformulate

existing options to reduce the calories. We saw this happen when Nutrition Facts labels went on

http://www.rwjf.org/
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packaged foods in 1994 and we see it now with companies lowering or eliminating trans fats in

response to the FDA requiring trans fat labeling. The food industry may think twice about selling

a quad burger (4 beef patties, 4 slices of cheese, and 8 slices of bacon), as a leading fast food

company does, if they have to show the 1,000 calorie price tag that goes along with it.

Even Trained Experts Need Calorie Information

Individuals need calorie labeling information because it is difficult to estimate the calories in

restaurant meals. A study conducted by the Center for Science in the Public Interest and New

York University found that even well-trained nutrition professionals couldn’t estimate the calorie

content of typical restaurant meals. They consistently underestimated calorie amounts and the

underestimates were substantial – by 200 to 600 calories. For example, when shown a display of

a typical dinner, hamburger and onion rings, the dietitians estimated that it had 865 calories,

when it actually contained about 1,500 calories. If trained nutrition professionals can’t estimate

the calories in restaurant meals, the average consumer doesn’t stand a chance.

With approximately half of the food dollar now being spent away from home (almost doubling

since 1970), it is appropriate to make caloric information visible on menus, especially in

establishments where foods are typically higher in fat, calories, and larger portion sizes prevail

(Finkelstein et al, 2004). This is critically important for our youth, as one study found that

children who ate fast food obtained 29 - 38 percent of their total energy intake from that source

and ate more total fat, more saturated fat, more total carbohydrate, more added sugars, more

sweetened beverages, less fluid milk, and fewer fruits and non-starchy vegetables than those who

did not. The same study estimated that on a typical day nearly one third of children in the U.S.

eat fast food (adolescents visit a fast-food outlet twice per week on average) and that these extra

calories pack on an extra six pounds per child per year. Parents especially deserve to have more

easily viewed caloric information to compare menu items and inform their family food purchases

outside the home.

The current voluntary provision of nutrition information by many restaurants, although

inconsistently offered, does show that providing food composition data is feasible, practical,

affordable, and wanted by the consumer. Although having the information on a website or

somewhere behind the counter is a good start, it is inadequate. Consumers should be able to at
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least see the information when ordering their food and drinks. A patron should not be expected to

request the information or go searching to view the caloric content of the food somewhere else

like a poster on the wall with tiny print.

The National Academies’ Institute of Medicine recommends that restaurant chains “provide

calorie content and other key nutrition information on menus and packaging that is prominently

visible at point of choice and use” (2006). The Food and Drug Administration, Surgeon General,

U.S. Department of Health and Human Services, and the 2007 President’s Cancer Panel also

recommend providing point of purchase nutrition information at restaurants as a strategy to

reduce caloric intake and help combat the worsening obesity crisis.

The American Cancer Society supports calorie labeling as part of a comprehensive approach to

addressing obesity, and we believe it is likely to promote reductions in obesity and cancer.

Thank you for this opportunity, and your commitment to the fight against cancer.
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State of the Science Overview: 
Nutrition, Physical Activity and Obesity Link to Cancer 

 
Overweight & Obesity 
Overweight and obesity contribute to 14 to 20 percent of all cancer deaths and have been associated with 
increased risk for several common cancers, including colon, esophagus, kidney, endometrial and breast 
cancer in postmenopausal women.1  The biological link between overweight and obesity to cancer is 
believed to be related to multiple effects on fat and sugar metabolism, immune function, hormone levels 
and proteins that affect hormone levels, and other factors related to cell proliferation and growth.2 
 
Colorectal cancer is the third leading cause of cancer death among both men and women in the U.S.3  
Obese men are more at risk for colon cancer.4  Obese women who are premenopausal or 
postmenopausal and are taking hormone therapy have an increased risk of colon cancer, in similar 
magnitude as obese men.5  In particular, abdominal body fatness appears to increase the risk of colon 
cancer.6  In addition, obese individuals are two times more likely than healthy weight individuals to 
develop cancer in the lower esophagus and at the junction of the esophagus and stomach.7  This is likely 
a result of epithelial damage, metaplasia, and dysplasia associated with gastric reflux. 
 
Breast cancer is the most common cancer diagnosed among American women and is second only to lung 
cancer as a major cause of cancer deaths among women.8  There is consistent evidence that increased 
body weight and weight gain during adulthood are associated with increased risk for breast cancer 
among postmenopausal women.9  This increased risk is likely due to the higher levels of estrogens 
produced by extra adipose tissue after menopause; the adverse effect of weight gain is not seen as 
readily among women taking postmenopausal hormone therapy, since it may be masked by higher levels 
of estrogen taken as part of the therapy.10  Obese, postmenopausal women are also more at risk of dying 
from breast cancer compared to healthy weight women because obese women have increased levels of 
estrogen and are more likely to be diagnosed at a later stage.11 
 
Obese women have a two to four times great risk of developing type I endometrial cancer, and even 
overweight women have an increased risk.12  Type I is low grade and the most common type of 
endometrial cancer, associated with hormone function.  In premenopausal women, the increased risk of 
endometrial cancer is attributed to insulin resistance, elevation in ovarian androgens, anovulation, and 
chronic progesterone deficiency associated with being overweight.13  In postmenopausal women, the 
increased risk is attributed to higher circulating concentrations of bioavailable estrogens produced by 
extra adipose tissues.14 
 
There is also suggestive evidence that overweight and obesity are associated with increased risk for 
other cancers, including the pancreas, aggressive prostate, gall bladder, thyroid, ovary, cervix, and for 
multiple myeloma and Hodgkin’s disease.15  Abnormal glucose metabolism as a result of obesity and 
physical inactivity appear to be associated with pancreatic cancer.16  Excessive weight has been 
associated with a worse prognosis after diagnosis and treatment for prostate cancer.17  Body fatness may 
also be associated with cancer of the gall bladder.18 
 
Weight loss 
The science linking weight loss and cancer risk is currently more limited, but emerging evidence 
suggests that weight loss may be beneficial.  Overweight and obese individuals who intentionally lose 
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weight have reduced levels of circulating glucose, insulin, and bioavailable estrogens and androgens – 
all associated with cell and tumor growth.  Recent studies exploring intentional weight loss indicate that 
losing weight may reduce the risk of breast cancer.19  Surgery to treat morbid obesity and short-term 
intentional weight loss have been shown to improve insulin sensitivity and biochemical measures of 
hormone metabolism, which may contribute to the relationship between obesity and cancer.20 
 
Nutrition 
Poor nutrition can increase an individual’s cancer risk through the exclusion of vital nutrients in their 
diet and as a major contributor to overweight and obesity, which is associated with several cancers.21  
Consumption of calorie-dense foods, foods that are high in calories from added sugars, and diets high in 
overall calories and fat contribute to overweight and obesity.  In addition, consumption of foods and 
drinks high in added sugars may contribute to insulin resistance, alterations in the amount and 
distribution of body fat, and increased concentrations of growth factors that may promote the growth of 
cancer.22 
 
Diets rich in certain food groups have been associated with decreased cancer risk.  For example, there is 
extensive scientific evidence establishing that the increased consumption of vegetables and fruits is 
associated with reduced cancer risk.  In particular, greater vegetable and fruit consumption has been 
associated with decreased risk of lung, esophageal, stomach, and colorectal cancer.23  Diets rich in non-
starchy vegetables, such as green, leafy vegetables or broccoli, appear to reduce the risk of cancer of the 
mouth, pharynx, larynx, esophagus and stomach.24  Vegetable and fiber intake may decrease the risk of 
endometrial cancer, and diets high in certain vegetables (including tomatoes, cruciferous vegetables, 
soy, beans) may decrease the risk of prostate cancer.25 
 
Vegetable and fruit consumption is believed to reduce cancer risk when the body uses certain nutrients 
from vegetables and fruits to protect against tissue damage that occurs constantly as a result of normal 
metabolism (oxidation).  These nutrients, called antioxidants, interact and stabilize the free radicals from 
oxidation and may prevent the free radicals from damaging the tissue DNA.  Over time, that damage can 
become irreversible and can lead to disease, such as cancer.26 
 
In contrast, consumption of red meats and processed meats can actually increase cancer risk.  
Consumption of red meats and processed meats are associated with an increased risk of colorectal and 
prostate cancer.27  New studies are assessing the association of red meats and processed meats to 
pancreatic and endometrial cancer.  In addition to being major sources of total fat, saturated fat and 
cholesterol, these meats can contain mutagens and carcinogens, iron, nitrates/nitrites and salt that can 
increase cancer risk.28  Certain methods of cooking meats, such as charring, can also produce 
carcinogens. 
 
The scientific study of nutrition and cancer is highly complex and it is not presently completely 
understood how single or combined nutrients, or foods or how energy imbalance, affect the risk of 
specific cancers.  In particular, while there does appear to be biological plausibility for the use of 
supplements containing specific antioxidants to reduce cancer risk, no study thus far has demonstrated 
this reduced risk.29  In fact, two studies of supplements of high doses of beta carotene and vitamin A 
showed an increase in lung cancer risk in smokers, highlighting the importance of more scientific 
research before any recommendation can be made regarding supplement use.30 
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Physical Activity 
Regular and intentional physical activity helps maintain a healthy body weight by balancing caloric 
intake with energy expenditure.  Regardless of actual weight, physical activity has been shown to 
decrease the risk of colon cancer and breast cancer.31  Physical activity can be beneficial after diagnosis 
as well.  In one study of patients with early- to late-stage colorectal cancer, physical activity decreased 
their likelihood of recurrence or death by 40 to 50 percent compared to those patients who were not 
physically active.32   
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