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Abstract

When Parkinson’s disease (PD) symptoms are no longer effectively managed by 
medication, deep brain stimulation (DBS) can be an effective surgical method of 
managing symptoms. The surgery involves implanting electrodes in targeted brain 
nuclei and administering a high frequency electrical stimulation. Excessive weight 
gain is a commonly reported side effect of the surgery. The current publication aims 
to systematically review the available literature to determine the extent of weight gain 
following DBS surgery of the subthalamic nucleus (STN), globus pallidus internus (GPi), 
ventral intermediate nucleus of the thalamus (VIM) or pedunculopontine nucleus (PPN) 
in patients with PD including the frequency, amount and time period of weight gain 
as well as the differences between DBS targets. Forty studies were identified through 
a systematic search with 14 reporting only the frequency of patients experiencing 
weight changes and 26 reporting post-operative changes in weight, BMI and/or body 
composition.  All of the studies reported weight gain following surgery with between 62 
and 100% of participants affected regardless of surgical target and at intervals from 1 to 
31 months post-operatively. Reported weight gain is greater in STN-DBS, which is more 
commonly used as a target, than GPi-DBS. Fat mass increases in both genders and may 
result in increased central adiposity and risk of chronic disease. Results of the studies 
indicate that weight may begin to decrease between 18 and 24 months following 
surgery. The mechanisms of weight gain are not well understood. Future research 
should focus on documenting the weight trajectory in PD, pre and post-operatively. 
An individualized nutrition intervention has been shown to be successful in managing 
weight post-operatively, and long-term monitoring of weight and nutritional status may 
be necessary to prevent excessive weight changes. 

Introduction

Parkinson’s disease (PD) is one of the most common neurodegenerative diseases1 
affecting adults of any age, but it particularly affects those over the age of 65 years.2 
It is a progressive disease with individual variations in the rate of progression and 
presence of symptoms.3 These symptoms include motor symptoms of bradykinesia, 
akinesia, rigidity and tremor1 as well as non-motor symptoms (cognitive impairment, 
neuropsychiatric symptoms, sleep disorders, autonomic symptoms, gastrointestinal 
dysfunction).4 

The first line of symptom management is the use of dopaminergic medications, 
including the use of levodopa to restore dopamine levels.5 Long-term use of levodopa, 
with the accompanying dose increases, can result in motor symptom fluctuations, 
or “off” times with sub-optimal symptoms management, and dyskinesias (excessive 
involuntary movements), both of which increase in frequency and severity with time.6 
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When the PD symptoms are no 
longer effectively managed by 
medication, deep brain stimulation 
(DBS) can be an effective surgical 
method of managing symptoms.6 

DBS is a modifiable and reversible 
stereotactic surgery and is currently 
considered the gold standard 
for the surgical treatment of PD.7 
The surgery involves implanting 
electrodes either unilaterally 
or bilaterally in the brain and 
providing high frequency electrical 
stimulation to the target nuclei.7 

The current targets for PD include 
the subthalamic nucleus (STN), the 
globus pallidus internus (GPi), the 
ventral intermediate nucleus of the 
thalamus (VIM) and, more recently, 
the pedunculopontine nucleus 
(PPN). The choice of target depends 
on the predominant symptoms 
and other comorbidities. STN-DBS 
provides benefits for a number 
of PD symptoms and is the most 
common surgical target.8 Following 
DBS surgery, medication doses can 
often be decreased or eliminated 
altogether.6

Guidelines for DBS list weight 
gain as a potential adverse event, 
particularly with STN-DBS.6,8–10 
It has been suggested that this 
weight gain may increase the risk of 
cardiovascular disease, diabetes and 
dementia following surgery.11,12 A 
narrative review has been published 
describing this phenomenon and 
the potential causes,12 but the 
extent of the problem is not yet well 
understood. 

The aims of this publication are to 
systematically review the literature to 
determine the extent of weight gain 
following DBS surgery of the STN, 
GPi, VIM or PPN in patients with PD 

including the frequency, amount and 
time period of weight gain as well as 
the differences between DBS targets.

Methods

Study characteristics
Clinical trials of DBS surgery 
in Parkinson’s disease with 
longitudinal monitoring of post-
operative outcomes were included. 
Participants of any age with a 
diagnosis of Parkinson’s disease (as 
defined by the authors of the studies) 
who had undergone unilateral or 
bilateral DBS of the STN, GPi, VIM 
or the PPN and who did not receive 
a structured nutrition intervention 
following the surgery were 
considered. Studies reporting the 
results of surgery introducing lesions 
in the brain were excluded. Studies 
were included if they reported 
changes in body weight (pounds 
or kilograms) from pre-operative 
values to any time point following 
DBS surgery. Differences in follow-up 
times between studies are reported. 
Studies were also included if the 
frequency of weight changes was 
reported without reporting of the 
specific weight changes. 

Report characteristics
Publications were included if they 
presented new and original results 
relating to weight changes following 
DBS surgery. Therefore, protocols, 
conference abstracts where the data 
was also available in a full-length 
publication and existing review/
commentary papers were excluded. 
Publications were limited to the 
English language within the full year 
range available for each database. 

Search methods
Searches were undertaken for 
all available years in the CINAHL 

(Cumulative Index to Nursing and 
Allied Health Literature), Medline, 
PsycInfo, ScienceDirect, WorldCat 
and OpenGrey databases as well 
as the entire Cochrane library. 
The following search phrase was 
used: Parkinson* AND (“deep brain 
stimulation” OR (nucleus AND 
stimulation)) AND weight. The last 
search was conducted on December 
25, 2012. Reference lists of existing 
review articles were reviewed for 
additional publications. The resulting 
flow of studies through the review 
process is shown in Figure 1. 
Review of authors and sample size/
characteristics was conducted to 
identify duplicate publications 
that were then removed. Eligibility 
assessment was conducted in an 
un-blinded manner by the author. 
Studies were excluded firstly by titles, 
followed by abstracts and lastly by a 
full-text review. Letters to the editor 
were excluded. 

Data collection
The author used a custom data 
extraction sheet to extract the 
data including a) participant 
characteristics (gender, age, PD 
duration and severity), b) surgical 
target, c) weight measurement 
methods and frequency, d) weight 
changes, e) length of follow-up, f) 
loss to follow-up, and g) whether any 
other anthropometric measures were 
collected (fat free mass or fat mass). 
Where gender differences were 
reported, the results were included. 

To highlight the risk of bias in the 
studies, the number of participants 
lost to follow-up was documented as 
well as any specific exclusion criteria 
that would have influenced the 
results. The method of obtaining the 
weight changes was documented. 
The aim of the current study is not 



3 | Fall 13 | The Digest

Figure 1
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to evaluate the surgical intervention 
but the frequency and extent of 
weight changes following surgery. 
Therefore, the bias associated with 
the selection of patients for the 
surgery is not evaluated. 

Statistical analysis
The summary measures for weight 
or BMI changes reported in each of 
the studies were used. Individual 
data was provided in the studies by 
Romito (2002)13 and Růžička (2012)14 
which was used to calculate the 
mean±s.d weight change and the 
percentage weight change for the 
entire sample. Due to the variation 
in the frequency and timing of the 
pre-operative and post-operative 
measurements, the data was not 
pooled for meta-analysis purposes.

Results

Search results
The study selection resulted in a 
total of 40 studies from which data 
were extracted (Figure 1). Of the 82 
abstracts screened from the original 
selection of 483, two abstracts 
were excluded because the full text 
records were not available in English, 
and the full text was not available for 
four studies resulting in 53 full-text 
articles, which were assessed for 
eligibility. Fourteen of the 40 studies 
included for analysis reported weight 
only as an adverse event without any 
statistical analyses and are reported 
separately from the remaining 26 
studies.  

Characteristics of the studies
Characteristics and results of the  
26 studies are included in Table 1.  
The criteria to determine which 
patients were eligible for the surgery 
were similar for all studies and 
based on guidelines for selection of 

appropriate patients for DBS.6,8 These 
are not included in Table 1; instead, 
only the criteria used to determine if 
the participants would be included in 
the weight change results are listed. 

The purpose of 16 of the publications 
was to report the presence or 
amount of post-DBS weight change 
and/or potential contributors to 
weight gain.14–30 The remainder 
reported weight as a secondary 
outcome with primary outcomes 
including the long-term efficacy of 
the surgery,13,31–33 efficacy of the 
surgery with a specific technique,34 
change in medication,35 factors 
contributing to osteoarthritic pain 
post-operatively,36 gastric emptying 
rate,37 and the effect of DBS on 
incentive salience attribution.38 

Collectively, these studies represent 
a sample size of 792 patients with 
PD. An additional 14 studies reported 
weight change as an adverse event 
following surgery and provided the 
frequency of occurrence without 
further details of the weight change 
(Table 2).39–52

Surgical targets
The effect of bilateral GPi-DBS was 
reported in two studies,16,49 and the 
results were compared to the effect 
of STN-DBS on weight. The effect of 
bilateral VIM-DBS was reported in 
only one study,18 and the remainder 
included either unilateral15,17 or 
bilateral13,14,16–52 STN-DBS. Lee et al 
(2011)17 included 43 people with PD 
who underwent unilateral STN-DBS 
where 25 of them were eligible 
for staged bilateral stimulation 
within the 2 years following the 
unilateral placement. The two groups 
(unilateral (n=18) and bilateral (n=25)) 
were treated as separate groups for 
comparison of post-operative weight 
changes. 

Length of follow-up
Pre-operative measurements ranged 
in time from 12 months prior to 
surgery to the day of surgery (Table 
1). Post-operative measurements 
ranged in time from 3 months to 
48 months (n=26) (Table 1). Many of 
these studies reported collecting 
data at more frequent intervals than 
those for which data was reported. 
The studies reporting weight as an 
adverse event (n=14) ranged from 
0.5 year to 5 years post-operatively 
(Table 2).

Exclusion criteria and loss-to- 
follow-up
The exclusion criteria were related 
to the aims of the studies (Table 
1). This included bilateral15 or 
unilateral27 electrode placement 
as well as the presence of other 
conditions which could affect 
weight19,24,26 and/or gastrointestinal 
function.37 The retrospective 
studies that excluded those without 
adequate data in the charts did 
not report the reasons.15,17,27 Lack 
of follow-up occurred primarily 
due to complications of surgery, 
including inflammation, infection 
or bleeding.18,20,21,25 Other 
reasons were that the participant 
was deceased20,33 or refused to 
participate post-operatively.20,21,33

Weight measurement
Fourteen studies reported that 
weight was measured in the clinic 
at the time of surgery and in the 
follow-up visits.14,16,19–24,26,28,30,32,34,38 

Five studies reported weight 
changes from a retrospective chart 
review15,17,18,27 or by asking the 
participants for weight changes 
retrospectively.25 For the remainder, 
the method of obtaining weight is 
not known.13,29,31,33,35–37
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First author (year) Participants Exclusions/Lost to follow-up Measurement Weight and/or weight BMI and/or BMI    
  frequency changes (kg)  changes (kg/m2)

Bilateral GPi-DBS

Sauleau (2009)16 n=14 (10 M, 4 F) None Day of surgery  22.9±1.1 
 Age 58.2±7.0 yr  3 mo post-  23.3±0.9
 PDD 11.1±4.1 yr  6 mo post- +1.7±6.2 23.4±0.9
    9 (64.3%) increased,  p=.384 (main effect)
    5 (35.7%) decreased 

Unilateral STN-DBS

Walker (2009)15 n=39 (27 M, 12 F) Staged bilateral STN-DBS 12 months pre- -0.8±2.8
 Age 59.1±10.1 yr  Day of surgery
 PDD 11.4±6.1 yr n=8 incomplete 12 mo  3 mo post- +1.9±6.6, ns
  weight data 6 mo post- +3.4±3.0, ns
   12 mo post- +4.3±3.2, p<.001 +0.4±2.0
    23 (59%) decreased 
    prior to surgery

Lee (2011)17 n=18 (13 M, 5 F) n=9 incomplete Day of surgery  n/a
 Age 60 ± 2.5 yr weight data 3 mo post-
 PDD 10.3 ± 0.92 yr  6 mo post-
   12 mo post-
   24 mo post- +3.9±2.0, p<.001 

Bilateral STN-DBS

Moro (1999)35 n=7 (1 M, 6 F) None Day of surgery 56.1±5.8 n/a
 Age 57.4 ± 5.5 yr  16.3±7.6 mo post- 64.0±6.0 (+12.8%)
 PDD 15.4 ± 7.6 yr   7 (100%) increased

Romito (2002)13 n=22 (11 M, 11 F) Less than 1 year follow-up Day of surgery
 Age 56.3 ± 7.7 yr  23.1±12.1 mo post- +6.7±8.6 (+11.9%), p<.001 n/a
 PDD 14.4 ± 5.9 yr n=1 at 13 mo due to bowel  19 (86.4%) increased, 
  adenocarcinoma  3 (13.6%) decreased

Barichella (2003)29 n=30 (22 M, 8 F) None Day of surgery  21.6±3.0
 Age 60.0 ± 7.1 yr  3 mo post-
 PDD 13.5 ± 3.7 yr  12 mo post- +9.3±6.2 (+14.8±9.8%) 24.7±3.7
    29 (96.7%) increased 

Romito (2003)31 n=33 (19 M, 14 F) Prior brain surgery Day of surgery 56.6±15.0 n/a
 Age 58.8 yr  25.7±13.5 mo post- 73.9±15.9, p<.001 (+11.1%)
 PDD 12.8 yr  

Ford (2004)32 n=30 (19 M, 11 F) n=2 lived too far away to return One week pre-  n/a
 Age 56.8 ± 7.1 yr  12 mo post- +2.8, p=.028
 PDD 13.8 ± 5.5 yr   

Macia (2004)28 n=19 (11 M, 8 F) None Day of surgery  20.6±3.5
 Age 59.9 ± 6.6 yr  12.7±7.8 mo post- +9.7±7.0, p<.0001 25.3±4.3, p<.0001
 PDD 15.0 ± 3.2 yr   18 (62.0%) increased 

Tuite (2005)27 b n=27 (17 M, 10 F) Incomplete weight data 6 mo pre- -1.5lb (-0.7kg)c, p=.0163 27.3±1.4
 Age 64 yr Unilateral DBS Day of surgery  26.6±1.4, p<.02
   1.5 mo post-  26.8±1.4, ns
   6 mo post- +10lb (+4.5kg) c, p=.001 28.0±1.3, p<.02
    22 (81.5%) increased, 
    5 (18.5%) decreased 

Østergaard (2006)33 n=22 (17 M, 5 F) n=2 at 12 mo Day of surgery 73.6±19.3 n/a
 Age 63.0 ± 8.0 yr (incomplete weight data); n=4 at 12 mo post- 79.3±18.7
 PDD 19.0 ± 5.0 yr 48 mo (2 deceased, 1 unable to 48±2 mo post- 78.5±17.9  
  travel, 1 refused)

Montaurier (2007)26 n=24 (17 M, 7 F) Depression, diabetes, thyroid 1 mo pre-  25.2±0.7
 Age 61.1 ± 1.4 yr disease, psychosis,  3 mo post- M: +3.4±0.6, p<.0001 26.3±0.7, p<.0001
 PDD  pre-menopausal  F: +2.6±0.8, p<.05
 (M) 9.9 ± 0.6 yr
 (F) 10.1 ± 1.5 yr  

Table 1: Characteristics and results of 26 studies reporting weight and/or BMI changes following deep brain stimulation (DBS) surgery for Parkinson’s disease

Chart continues on page 6.
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Novakova (2007)25 n=23 (16 M, 9 F) n=2 (1 inaccurate retrospective Unknown time pre-  23.7±2.9
 Age 55 (42-65) yr info, 1 inflammation at 19 (1-45) mo post- +9.4 (range 1 - 25), p<.001 27.0±3.6
 PDD 14 (9-21) yr surgical site) 31 (13-57) mo post- +8.0 (range -4 – 24), p<.001 26.6±3.5
    -1.4 (range -6 – 11) between 
    19 and 31 mo
    6 (26.1%) increased, 
    14  (60.9%) decreased 

Tabbal (2007)34 n=72 (41 M, 31 F) n=38 without follow-up data Day of surgery  n/a
 Age 63.0 ± 8.2 yr  6.2±2.6 mo post- +5.1±0.7
 PDD 14.5 ± 6.5 yr   median 3.7 
    (range -3.6 to +23.9)

Bannier (2009)24 n=22 (15 M, 7 F) Severe depression, diabetes, 1 mo pre-  M: 24.9±0.6
 Age 60.5 ± 1.4 yr    F: 24.2±1.8
 PDD 9.8 ± 0.6 yr thyroid disease,  3 mo post- M: +3.5±0.7, p<.001 M: 26.0±0.5
  pre-menopausal  F: +2.6±0.8, p=.018 F: 25.3±1.5
   16 mo post- M: +6.2±1.1, p<.001 M: 26.9±0.6
    F: +5.5±1.2, p=.028 F: 26.4±1.4

Guimarães (2009)23 n=41 (17 M, 24 F) None Day of surgery  23.3±4.0
 Age 60.0 ± 6.7 yr  2.5±1.6 yr post- +13.2±10.0% 26.8±3.0
 PDD 14.0 ± 6.9 yr  

Sauleau (2009)16 n=32 (21 M, 11 F) None Day of surgery  22.9±0.8
 Age 57.7±8.2 yr  3 mo post-  24.2±0.8, p<.0001
 PDD 11.9±3.9 yr  6 mo post- +5.7±5.4 24.9±0.9, p<.005
    24 (75%) increased, 
    2 (6.3%) decreased 

Moghaddasi (2010)22 n=15 (14 M, 1 F) None Day of surgery  n/a
 Age 51.8 ± 8.3 yr  1 mo post- +3.3±2.6, p<.001
 PDD 8.5 ± 1.5 yr  3 mo post- +5.9±3.7, p=.037 

Strowd (2010)18 a n=88 (54 M, 34 F) Post-operative complications Day of surgery  n/a
 Age 67.5±9.0 yr such as infection or bleeding 2 mo post-
 PDD 11 yr Multiple targets 5 mo post-
   11 mo post-
   24 mo post- +2.5 (no sd), p=.1024 

Escamilla-Sevilla  n=14 (12 M, 2 F) n=6 (1 intracranial hemorrhage,  1 week pre-  25.3±3.8
(2011)21 Age 58.0 ± 13.2 yr 1 skin infection, 4 refused) 3 mo post-
 PDD 11.7 ± 3.9 yr  6 mo post- +5.5±6.3, p=.006 26.5±3.4

Genty (2011)36 n=53 (35 M, 18 F) None 1 mo pre- n/a OA pain 23.2±2.8
 Age 59.9 ± 8.3 yr    No OA pain 23.9±4.2
 PDD 11.5 ± 4.2 yr  6 mo post-  OA pain 25.1±3.2
     No OA pain 26.0±4.0

Lee (2011)17 n=25 (17 M, 8 F) None Day of surgery  n/a
 Age 61.1 ± 1.1 yr  3 mo post-
 PDD 12.7 ±1.4 yr  6 mo post-
   12 mo post-
   24 mo post- +5.6±2.1, p<.001

Rieu (2011)30 n=22 (10 M, 12 F) None 1 mo pre- 64.1±4.5 22.9±1.2
 Age 60.7 ± 1.5 yr  3 mo post- 67.7±4.3, p<.05 24.2±1.2, p<.05
 PDD 9.6 ±0.9 yr  6 mo post- 69.6±4.3, p<.05 24.9±1.3, p<.05
   12 mo post- 72.5±4.5, p<.05 26.0±1.3, p<.05

Serranová (2011)38 n=20 (20 M) None Day of surgery 91.5±11.0 n/a
 Age 58.3 ± 6.0 yr  2.8±2.1 yr post- 83.4±14.0
 PDD 15.7 ± 4.0 yr  

Arai (2012)37 n=16 (7 M, 9 F) Severe liver dysfunction, renal  Day of surgery  n/a
 Age 64 ± 6.9 yr failure, cardiopulmonary disease,  3 mo post- +3.8±1.0, p=.0054 
 PDD 13.7 ± 4.6 yr uncontrolled diabetes,    (+6.5±7.3%)
  GIT disease  12 (75%) increased (>.05kg)

Jorgensen (2012)20 n=10 (7 M, 3 F) n=3 (1 deceased, 1 cerebral Day of surgery  25.5±0.9
 Age 61.7 ± 6.5 yr hemorrhage, 1 refused) 3 mo post-  26.5±0.8, ns
 PDD 13.3 ± 4.8 yr  12 mo post- +4.7 (range 2.0 – 11.5), p<.05 27.0±0.8, p<.05

Table 1: continued from page 5.

Chart continues on page 7.
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Weight changes
All of the studies reported post-
operative weight gain, either as 
changes in weight or BMI (Table 
1). This increase was reported as 
statistically significant at 12 months15 

and 24 months17 post-operatively  
for unilateral STN-DBS. For bilateral 
STN-DBS, weight gain was reported 
as statistically significant at 1 
month,22 3 months,19,22,24,26,30,37  
6 months,19,21,27,30 12 months,20,28,30,32 

18 months,14 19 months,25  

23 months,13 24 months,17  

25 months31 and 31 months25  
post-operatively, and significant 
increases in BMI were reported at  
3 months,16,19,26,30 6 months,16,19,27,30 

12 months.20,28,30 One study reported 
that weight gain at 24 months 
was not statistically significant.18 
Jorgensen et al (2012)20 reported that 
BMI changes were significant at 12 
months following STN-DBS but not 
at 3 months.

Weight gain occurred for 64.5% with 
bilateral GPi-DBS16 and between 
62 and 100% with bilateral STN-

DBS.13,14,16,19,25,27–29,35,37 Following 
bilateral GPi-DBS, 35.7% lost 
weight16 and, with bilateral STN-
DBS, between 6.3 and 26.1% lost 
weight.13,16,19,27 Between the first 
measurement at 19 months and the 
second measurement at 31 months, 
Novakova et al (2007)25 reported  
that 26.1% gained weight and 60.9% 
lost weight.

According to one study, waist 
circumference increased significantly 
at 3 months, 6 months and 12 
months post-operatively (88.3±3.6 to 
91.5±4.9kg (3mo), p<.05, to 93.2±4.1 
(6mo), p<.05, to 96.2±3.7 (12mo), 
p<.05).30

Five studies reported differences 
in body composition.19–21,24,26 At 
3 months, three studies reported 
a significant increase in fat mass 
(24.1± 9.6 to 24.8± 9.8kg, p=.05;19 
19.6±1.9 to 22.6±2.3kg, p<.05;20 
males 17.2±1.4 to 18.4±1.4kg, p<.05 
and females 20.4±3.6 to 22.9±3.0kg, 
p<.0526) while one reported that fat 
mass had not increased significantly 
(males +9.2±3.3%, ns and females 

+20.0±8.0%, ns24). At 6 months, one 
study reported a significant increase 
in fat mass (19.6±1.9 to 23.5±2.5kg, 
p<.0520) while two reported 
that change in fat mass was not 
significant (17.9±13.8% to 19.0±9.8%, 
p=.763;21 24.1± 9.6 to 26.3±10.2kg, 
ns19), one of which reported a 
significant increase at 3 months.19 At 
the 16 month measurement, Bannier  
et al (2009)24 reported that fat mass 
significantly increased in males 
(+5.9±1.3%, p<.001) and in females 
(+30.2±14.1%, p<.01).

Jorgensen et al (2012)20 reported 
that fat free mass did not increase 
at 3 months or 6 months (58.9±3.7 
to 60.1±3.6, ns to 60.6±3.2 kg, ns). 
In other studies, when stratified 
by gender, males had a significant 
increase in fat free mass at 3 
months (59.7±1.4 to 61.7±1.3 kg, 
p<.0001;26 +3.9±0.7%, p<.000124), 6 
months (+2.2± 4.0 kg, p=.0419) and 
16 months (+19.2±5.2%, p<.0124) 
post-operatively. Females did not 
experience significant changes in fat 
free mass at 3 months (42.0±1.8 to 

DBS=deep brain stimulation; F=female; GIT=gastrointestinal; GPi=global pallidus internus; M=male; mo = month; ns=not statistically significant; OA=osteoarthritis; 
PDD=Parkinson’s disease duration; STN=subthalamic nucleus; VIM= ventral intermediate nucleus of the thalamus; yr=year. All weight changes are reported differences from 
the day of surgery. All values are mean±standard deviation unless stated otherwise. 
Ranges are listed when standard deviations were not available, but the study provided range values. Where significance values are not included, the study did not report them.
a Included unilateral and bilateral VIM and STN patients, presented all data as a group so cannot report differences between type of surgery
b Stimulation was initiated at 1.5 months following surgery
c Converted pounds as reported in the publication to kilograms to allow for comparison between studies

Markaki (2012)19 n=23 (15 M, 8 F) Diabetes, thyroid disease,  3 days pre- 79.1±21.0 28.7±4.8
 Age 65.2 ± 8.9 yr severe depression 3 mo post- 82.2±22.1, p=.009 29.8±4.8, p=.007   
 PDD 12.7 ± 6.0 yr   17 (73.9%) increased,  
    5 (21.7%) decreased
   6 mo post- 82.2±21.0, p=.013  29.7±4.4, p=.025
    16 (69.6%) increased, 
    6 (26.1%) decreased

Růžička (2012)14 n=20 (14 M, 6 F) None Day of surgery  n/a
 Age 56.6 ± 5.8 yr  1 mo post-
 PDD 13.2 ± 4.5 yr  2 mo post-
   4 mo post-
   6 mo post-
   12 mo post-
   18 mo post- +6.9±4.5, p<.001
    18 (90%) increased 

Bilateral VIM

Strowd (2010)18 a n=11 (8 M, 3 F) Post-operative complications Day of surgery  n/a
 Age 69.0 ± 8.0 yr such as infection or bleeding 2 mo post-
 PDD 6 yr Multiple targets 5 mo post- 
   11 mo post-
   24 mo post- +3.5 (no sd), p=.0366

Table 1: continued from page 6.
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First author (year) Participant Measurement method  n (%) experiencing
 characteristics and frequency weight gain 

Bilateral GPi-DBS

Volkmann (2001)49 a n=11 Method not reported
 Age 56.6 ± 9.4 yr 1 yr post- 11 (27)
 PDD 10.5 ± 2.7 yr 

Bilateral STN-DBS

Limousin (1998)48 n=24 (11 M, 13 F) Method not reported
 Age 56.0 ± 8.0 yr 1 yr post- 18 (90)
 PDD 14.0 ± 5.0 yr 

Volkmann (2001)49 a n=16  Method not reported
 Age 60.2 ± 9.8 yr 1 yr post- 6 (38)
 PDD 13.1 ± 5.9 yr 

Figueiras–Méndez (2002)47 n=22 Method not reported 16 (73)
   2 yr post-

Martínez-Martín (2002)44 a n=17 (12 M, 5 F) Method not reported
 Age 60.9 ± 7.7 yr 0.5 yr post- 2 (12)
 PDD 16.4 ± 8.5 yr 

Valldeoriola (2002)45 STN - medication  Method not reported
 n=10 18.2 ± 2.1 mo post- 1 (10)
 Age 59.2 ± 8.7 yr
 PDD 15.6 ± 10.3 yr
 STN + medication
 n=16 18.7 ± 1.7 mo post- 1 (6.3)
 Age 61.7 ± 6.3 yr
 PDD 14.6 ± 6.2 yr 

Doshi (2003)51 b n=23 (18 M, 5 F) Method not reported
 Age 58.0 ± 9.3 yr 6 mo to 1 yr post- 2 (9)

Krack (2003)52  n=49 (24 M, 25 F) Method not reported
 Age 55.0 ± 7.5 yr 3 mo post- 41 (84)
 PDD 14.6 ± 5.0 1 yr post- 39 (80)

Tamma (2003)46 n=30 Method not reported
  1 yr post- 30 (100)

Schüpbach (2005)42 n=37 (24 M, 13 F) Method not reported
 Age 54.9 ± 9.1 yr 5 yr post- 12 (32)
 PDD 15.2 ± 5.3 

Visser-Vandewalle (2005)50 n=20 (15 M, 5 F) Self-report
 Age 60.9 ± 8.1 yr 4 yr post- 20 (100)
 PDD 15.0 ± 4.4 

Guehl (2006)43 a n=44 (31 M, 13 F) Self-report
 Age 58.8 ± 9.2 yr 3 mo post- 3 (6.8)
 PDD 14.2 ± 5.1 yr 1 yr post- 7(15.9)

Derost (2007)41 Young group (<65yr) Method not reported
 n=53 (38 M, 15 F) 2 yr post- 12 (22.6)
 Age 57.4 ± 0.7 yr
 PDD 11.5 ± 0.6 yr
 Old group (>/=65yr) 2 yr post- 3 (8.8)
 n=34 (24 M, 10 F)
 Age 68.9 ± 0.5 yr
 PDD 12.4 ± 0.7 yr 

Piboolnurak (2007)39 n=33 (24 M, 9 F) Method not reported
 Age 53.4 ± 8.3 yr 3 yr post- 16 (48.5)
 PDD 13.5 ± 4.7 yr 

Romito (2009)40 n=20 (11 M, 9 F) Method not reported
 Age 56.4 ± 6.9 yr 5 yr post- 20 (100)
 PDD 14.3 ± 6.2 yr

Table 2: Characteristics of 14 studies reporting weight gain as an adverse event following DBS 
surgery for Parkinson’s disease

mo=month; yr=year
a only weight gain >10kg reported
b only reported “abnormal weight gain”: 2 kg within a week post-operatively and 10kg and 12kg at final time point

41.9±2.0 kg, ns26), 6 months (-0.86± 
2.81 kg, p=.4319) or 16 months.24

Gender differences
No significant differences in weight 
changes between genders were 
reported by Markaki et al (2012)19 
(M +3.6±5.4kg, F +2.2±4.4kg, p=.20) 
or Macia et al (2004)28 (M +12.2kg, F 
+6.2kg, p=.11). Changes in BMI values 
between genders were also reported 
as statistically similar (M +1.1±0.2kg/
m2, F +1.0±0.3kg/m2).26 Barichella 
et al (2003)29 did report significant 
differences in weight changes 
between genders  (M +8.9±7.3 kg, F 
+10.3±4.0kg; p<0.0001) but not when 
they were expressed as a percentage 
of starting weight (M +13.3±10.7%, F 
+18.7±5.3%, ns).

Surgical target differences
Few studies have compared weight 
outcomes based on the surgical 
target. Sauleau et al (2009)16 reported 
a significantly greater BMI increase 
with bilateral STN-DBS than with 
bilateral GPi-DBS (p<.048). Strowd 
et al (2010)18 reported significantly 
greater weight gain at 24 months 
post-operatively in VIM patients than 
STN patients (p=.0175) while Lee et al 
(2011)17 reported statistically similar 
weight gain, p=0.885  between 
unilateral STN-DBS and bilateral  
STN-DBS (Table 1).

Differences compared to controls
Five studies reported comparisons 
with control groups (Table 
3).15,17,21,28,30 In two of these, patients 
with Parkinson’s disease eligible for 
surgery comprised the controls;21,28 
in two others, patients with 
Parkinson’s disease from a registry 
and matched for age, gender, 
disease severity and medication 
acted as controls;15,17 in the final 
study, controls consisted of healthy 
adults who were matched for age 
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Figure 2

First author Surgical participants Control participants Weight and/or 
(year)   weight  differences (kg)

Macia (2004)28 n=19 (11 M, 8 F)  n=14 (8 M, 6 F)  At 12 months:
 Age 59.9 ± 6.6 yr Age 61.5 ± 59.9 yr  Surgical 70.3 ± 14.8
 PDD 15.0 ± 3.2 yr PDD 12.2 ± 4.0 yr Control 65.8 ± 15.3 
   ns

Walker (2009)15 n=39 (27 M, 12 F) n=40 (29 M, 11 F) At 12 months:
 Age 59.1 ± 10.1 yr Age 60.7 ± 8.7 yr Surgical +4.3 ± 3.2
 PDD 11.4 ± 6.1 yr PDD 10.2 ± 5.2 yr Control -0.34 ± 4.1
   p<.05

Escamilla- n=14 (12 M, 2 F) n=14 (9 M, 5 F) From baseline to 6 months:
Sevilla (2011)21 Age 58.0 ± 13.2 yr Age 63.6 ± 9.8 yr Surgical 73.7 ± 13.9 to 77.3 ± 13.9
 PDD 11.7 ± 3.9 yr PDD 14.7 ± 5.5 yr Control 76.1 ± 11.7 to 76.7 ± 13.1
   p=.031 for differences in change

Lee (2011)17 n=25 (17 M, 8 F) n=21 (17 M, 4 F) At 24 months:
 Age 61.1 ± 1.1 yr Age 59.7 ± 1.7 yr Surgical +5.6 ± 2.1
 PDD 12.7 ± 1.4 yr PDD 11.4 ± 1.0 yr Control -0.8 ± 1.1
   p<.001

Rieu (2011)30 n=22 (10 M, 12 F) n=22 (10 M, 12 F) At 12 months
 Age 60.7 ± 1.5 yr Age 60.4 ± 1.3 yr Surgical 72.5 ± 4.5
 PDD 9.6 ±0.9 yr  Control 74.0 ± 4.7
   ns

Table 3: Differences in weight changes between Parkinson’s disease surgical  
patients and controls

ns=not statistically significant; PD=Parkinson’s disease; yr=year; PDD=Parkinson’s disease duration
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and gender.30 The PD controls and 
surgical patients were monitored for 
the same length of time. Controls 
tended to maintain weight while the 
PD surgical patients gained weight. 
This difference was reported as 
significant in three studies.15,17,21

Time frame of weight gain
Figure 2 outlines the weight 
gain according to follow-up time 
following bilateral STN-DBS for those 
studies that reported average weight 
change.13,14,16–18,20–22,25,27–29,32,34,37 
While there is wide variation in the 
amount of weight gained at each 
time point, the trend indicates that 
weight gain peaks around  12 to 18 
months following surgery and then 
begins to decrease. 

For unilateral and bilateral STN-DBS, 
it was reported that the majority of 
the weight gain occurred in the first 
6 months14,15,17 while for others it 
occurred at 3 months,19 12 months14 
or 18 months.14 

Discussion

Although DBS guidelines and reviews 
commonly list weight gain as an 
adverse effect of the surgery, weight 
changes following DBS surgery 
have not previously been reviewed 
systematically. The results of this 
review indicate that between 62 
and 100% of patients gain weight 
following both STN-DBS and GPi-
DBS with significant weight gain 
occurring as early as one month 
post-operatively and continuing to 
increase until 12-18 months post-
operatively. At this point, weight 
may begin to decrease33 with more 
patients losing weight than gaining 
weight.25 However, overall body 
weight remained significantly higher 
than pre-operative values up to 31 
months following surgery.25 

There was wide variation in the 
amount of weight gained, and there 
were also reports of between 6 and 
26% of STN-DBS patients losing 
weight within the first year post-
operatively. Individual differences 
and differences in the therapeutic 
response to the surgery may 
influence the extent to which weight 
changes occur. This may also be true 
for gender, not in terms of weight per 
se, but for body composition with 
males more likely to gain fat mass 
and fat free mass while females may 
preferentially gain fat mass. Fat mass 
gains in both genders may increase 
central adiposity as indicated by 
the increased waist circumference 
reported by one study.30

Weight gain following DBS is a 
concern due to increases in fat 
mass, and particularly abdominal 
fat mass, which may increase the 
risk of chronic diseases such as 
cardiovascular disease and diabetes. 
This has been investigated in one 
study to date where, out of 22 STN-
DBS patients, five became diabetic 
and two developed metabolic 
syndrome.30  

On the other hand, weight loss 
in Parkinson’s disease has long 
been documented as an issue. This 
may particularly be true in those 
eligible for DBS for whom symptom 
management is poor and disability 
is high. Significant weight loss in the 
months prior to surgery has been 
reported,15,27 and malnutrition may 
frequently occur.53 It has also been 
reported that pre-operative weight 
is inversely correlated with post-
operative weight gain.14,24 Therefore, 
weight gain following surgery may 
potentially help to re-establish 
normal weights and nutritional status 

but this has not been explored. 
Some authors have suggested that 
the weight gain exceeds weight 
previously lost but have failed to 
provide information about long-
term weight loss prior to surgery.24,28 
Additional weight loss following 
surgery, as indicated in some of the 
studies, may also place those patients 
at risk of malnutrition. Therefore, 
weight gain and weight loss should 
be monitored post-operatively. 

Potential explanations for  
weight gain
There is currently no consensus 
about the mechanisms of weight 
gain following DBS. The potential 
causes have not been consistently 
or systematically studied, resulting 
only in the ability to speculate as 
to the mechanisms. The surgery 
has been reported to improve 
mobility and reduce “off” times 
and dyskinesias,6 and it has been 
suggested that reduced energy 
expenditure associated with the 
reduction in involuntary movements 
may contribute to weight gain post-
operatively.26,28 Motor symptoms 
and complications of dopaminergic 
medication (fluctuations and 
dyskinesias) improved significantly 
following surgery in all of the 
reported studies. 

There is general agreement that 
active DBS stimulation significantly 
lowers resting energy expenditure 
(REE) compared to PD patients on 
pharmacologic treatment28,54 and 
when stimulation is turned off.54 

This reduction in REE approximates 
that in non-PD controls.54 However, 
the relationship between REE 
reduction and weight gain has 
been explored in only one study, 
and a greater reduction in REE was 
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related to greater weight gain.28 

Daily energy expenditure (DEE) 
was also significantly reduced after 
surgery20,26 without a decrease in 
reported physical activity,20 and 
it was similar to that of non-PD 
controls.26 There was no correlation 
between DEE and body weight or fat 
mass following surgery.26 However, 
daily energy intake was not factored 
into this relationship. 

Studies report that daily energy 
intake was no different following 
surgery16,26 or compared to PD 
controls (with higher energy 
expenditure).28,54 With decreased 
energy expenditure, this may place 
the patients in positive energy 
balance. However, one recent study 
reported a significant reduction in 
intake following surgery20 which 
may result in energy balance and 
therefore not explain weight gain. 
The differences here may lie in 
the method by which intake data 
was obtained (retrospective vs 
prospective).

Relationships among many clinical 
factors and weight gain or BMI 
changes related to DBS have been 
explored, many of which have 
been hypothesized to play a role in 
weight gain. However, no significant 
relationships have been found with 
motor symptom score14,17,21,25,28,34,43 
or activities of daily living score,43 
disease duration21,26,28,37,43 or 
age.14,21,26,28,37,43 It has been 
suggested that symptom 
management using levodopa 
may contribute to weight loss in 
people with PD.55 However, only 
one study in the current review 
reported an inverse relationship 
between levodopa dosage and 
weight change,28 while the majority 
reported no correlation.15,21,25,29,34 

Surgical target
There is a paucity of data concerning 
GPi-DBS in the general DBS 
literature,6,8 and this extends to 
reports of post-operative weight 
outcomes. However, available data 
indicate that the weight increases 
following GPi-DBS were less than 
that in STN-DBS despite similarities in 
food intake.16 Volkmann et al (2001)49 
also reported that weight gain 
happened in only 27% of GPi-DBS 
patients compared to 38% of STN-
DBS patients. VIM-DBS may result in 
greater weight gain than STN-DBS.18 

However, VIM is not a common target 
for PD because of its limited ability 
to ameliorate PD symptoms,6 and 
this is reflected in the lack of studies 
included in this review. Therefore, 
understanding the specific weight-
related outcomes of this target 
may not be a priority. However, 
understanding the differences 
among the surgical targets may 
provide some insight into the 
reasons why weight gain occurs. 

One explanation for differences 
may be that the drug dosage is 
rarely reduced to the same extent 
as STN-DBS16 following GPi-DBS.6,8 
Therefore, the same improvements 
in medication complications may not 
be present. In fact, dyskinesias may 
persist resulting in increased energy 
expenditure.16

In addition, the STN is involved in 
the hypothalamic energy balance 
and motivational process control 
centers, the stimulation of which 
may influence adipose storage19,21 
and eating behaviors.16,19 Previous 
studies have reported strong desires 
and compulsions for sweet foods 
following STN-DBS in rat models56 
and humans.57 Increased response to 
food stimuli and reward cues present 

when only DBS is active are positively 
correlated with weight gains.38 

Improved gastric emptying as 
a result of STN stimulation may 
also alter hormonal feedback to 
the hypothalamus and therefore 
alter appetite.37 The hypothesis 
that stimulation of the STN affects 
adjacent brain structures or tracts 
involved in the central regulation 
of energy balance or reward is 
supported by the fact that the 
specific location of the electrode 
within the structure results in 
differing amounts of weight gain.14

Risk of bias
The frequency interval of weight 
measurement and reporting does 
not allow for comparison of weight 
changes at similar times. This also 
prevents the pooling of the data to 
determine an overall effect of the 
weight changes. A number of the 
studies reported weight changes at 
an average time post-operatively 
that included a wide range of 
months. Given that weight gain 
might stabilize, followed by weight 
loss, this may have obscured the true 
weight changes.

Combining data for both genders 
may have resulted in body 
composition changes that were not 
significant while those that analyzed 
and reported each separately found 
gender-specific differences.

As characteristics of those lost-
to-follow up and excluded due to 
incomplete data were not reported, 
the effect of their exclusion cannot 
be evaluated. It may be assumed, 
however, that surgical complications 
would negate any effects of the 
surgery and its outcomes on weight 
and body composition. Inclusion 
of patients with complications and 
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subsequent explantation of one or 
both electrodes in the final data, as 
was done by Tuite et al (2005),27 may 
have introduced confounding. 

Limitations 
There is limited information in the 
current literature about long-term 
weight changes following DBS. The 
majority reported up to 12 months 
post-operatively, and longer follow-
up indicated that weight begins 
to decrease again. Whether this 
change may be due to voluntary or 
involuntary weight loss has not been 
reported. 

A number of studies reported the 
collection of data at numerous 
time points post-operatively but 
provided only one set of final data, 
therefore providing limited data 
with which to plot the trajectory of 
weight changes. Data was reported 
for differing lengths of time post-
operatively, and this might explain 
the variation in the results.

Few studies reported the differences 
in weight changes based on surgical 
targets or gender. The former may 
provide information about why 
weight changes occur and the 
latter may assist with planning of 
interventions.

Only one randomized, controlled 
study conducted to date has 
evaluated the effect of a 3-month 
nutrition intervention conducted 
post-operatively in STN-DBS 
patients.23 The use of individualized 
advice within a protein-redistributed 
diet (majority of protein intake in 
the evening) that provided energy 
in a 65% carbohydrate, 20% fat 
and 15% protein macronutrient 
distribution resulted in significantly 
less weight gain compared to no 

intervention. This is promising 
given that it has been reported 
in another study that reduced 
energy intake post-operatively still 
resulted in weight gain.20 Evidence 
is still limited, however, in regards 
to the effectiveness of nutrition 
interventions post-operatively.

Conclusions and recommendations
Information regarding long-term 
variations in nutritional status in 
people with Parkinson’s disease is 
lacking. Modifications of energy 
metabolism in PD are not well-
understood in spite of common 
beliefs that it may have implications 
for both weight loss and weight 
gain, particularly with dopaminergic 
medication and DBS.23,54 Further 
research is required to provide a 
better understanding of energy 
metabolism in PD. Longitudinal 
studies should be conducted to 
understand the trajectory of weight 
loss and gain in Parkinson’s disease 
before and after surgical intervention 
and their acute and chronic effect on 
health outcomes.

Patients may benefit from dietetic 
intervention to stabilize weight 
before and after surgery10,23 and to 
ensure a nutritionally adequate diet. 
Future study on the mechanisms 
underlying the weight changes 
would assist with nutrition 
intervention planning. Until then, 
dietetic counseling should take into 
account weight history prior to and 
following surgery. Excessive weight 
gain should be managed to avoid 
potential risk of chronic disease. 
Long-term monitoring of weight and 
nutritional status may be required to 
prevent unintentional weight loss in 
the years following surgery.  
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Attending 2013 FNCE®? Make plans now to join your Research DPG 
Colleagues in sunny Houston, Texas for these exciting events! 

Saturday, October 19, 2013
•	 Pre-FNCE	Workshop “Foods That Make You Fertile: 

Nutritional Advice for Women and Men” with free 
CPEs is Saturday October 19th, 1:00-3:00 PM at 
the Hilton Americas in room: Ballroom of the 
Americas D. This Workshop and its reception are 
sponsored by the California Walnut Commission. 
Registration is required - https://www.
surveymonkey.com/s/RDPG_CWC_Event 

Sunday, October 20, 2013
•	 Join	the	Medical	Nutrition	Practice	Group	

Nutrition Round-Up. They have a fun evening 
planned, including line-dancing, hors d’oeuvres, 
games, and prizes. Join them at the Hilton 
America Houston on Sunday, October 20, 2013 
from 6:00 PM to 8:00 PM in Grand Ballroom L.   

•	 2013	HEN	Hunger	and	Environmental	Nutrition	
DPG Film Festival and Awards Banquet at the 
Asia Society Texas Center from 5 – 10 P.M. Come 
celebrate a year of HEN achievement, dine on 
sustainable Texas fare, and network with HEN 
members new and old. Open to all Academy 
members. Discounted rate for HEN members. 

CPE’s offered. Limited space available. Must RSVP. 
Stay tuned to the www.hendpg.org for more 
announcements. Sponsored by Clif Bar, Organic 
Valley Cooperative and Stonyfield Farms. Film 
Festival and Awards Banquet, Asia Society Texas 
Center, 1370 Southmore Boulevard. Advance 
registration required. 

Monday, October 21, 2013
•	 Research	DPG	Spotlight	Session	(ID	Number	445) 

“Getting Off the Chronic Disease Merry-Go-Round: 
What’s the Weight of the Evidence?” Monday 
October 21st, 3:30-5:00PM, at GBCC in Room 372. 

Tuesday, October 22, 2013
•	 Research	DPG	Annual	Member	Business	Meeting	

& Breakfast is Tuesday October 22nd, 7:30-9:00 AM 
at the Hilton Americas in Ballroom J. Come hear 
our guest speaker is Dr. Helen Lane of NASA! 
RSVP requested to ResearchDPGChair@gmail.com

 Visit the RDPG website, www.researchdpg.org, 
or the FNCE website, www.eatright.org/fnce, for 
additional information.
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Research DPG CPE Article Questions

Deep Brain Stimulation/Parkinson’s 
Disease Article
Author: Caroline Sullivan, MS, RD, CSSD, LD

 1. With which common side effect of   
  deep brain  stimulation (DBS) might  
  a dietitian be concerned?
  a. Muscle loss
  b. Muscle gain
  c. Weight loss
  d. Weight gain

 2. Why is DBS used as a treatment for   
  patients with Parkinson’s Disease?
  a. To delay the onset of initial symptoms
  b. To manage dyskinesias in specific  
   patients
  c. Treatment when medications are not  
   effective
  d. A method to slow the progression of  
   the disease

 3. Which DBS target nuclei has shown   
  the greatest impact on weight?
  a. Subthalamic nucleus
  b. Globus pallidus internus
  c. Ventral intermediate nucleus
  d. Pedunculopontine nucleus

 4. Which of the following characteristics  
  was included in the search for articles  
  investigating DBS?
  a. Populations over 55 years
  b. Structured nutrition plan
  c. Surgeries introducing brain lesions
  d. Tracked weight changes over time

 5. What characteristic of the studies   
  made gathering results challenging?  
  a. Weight changes were reported as a  
   secondary outcome
  b. Results focused more on efficacy of  
   the surgery
  c. Details of the participants weight   
   changes were limited
  d. All of the above

 6. From the literature review, what   
  general  statement about the study   
  participants post-operatively is true?
  a. Lost significant weight 
  b. Gained weight over time
  c. Lost fat mass immediately
  d. Gained muscle mass

 7. What can be concluded about weight  
  outcomes and surgical target?
  a. Bilateral targets produced increased  
   weight gain
  b. Unilateral targets produce decreased  
   weight gain

  c. Inconsistent results among all nuclei  
   targets
  d. Insufficient data to draw conclusions  
   about weight

 8. When were the initial weight changes  
  seen post-operatively?
  a. 1 mo
  b. 2 mo
  c. 3 mo
  d. 4 mo

 9. Why is weight gain a concern after DBS?
  a. Increased dosage needed of PD   
   medications
  b. Increased need for continued DBS   
   procedures
  c. Increased severity of PD symptoms
  d. Increased risk of chronic disease

 10. What is an area for further exploration  
  with regards to weight and DBS?
  a. Presence of comorbid conditions and  
   weight changes
  b. Age related weight gain and DBS target  
   nuclei
  c. Pre-operative medication regimen and  
   weight loss
  d. Pre-operative weight loss related to post- 
   operative gain



16 | Fall 13 | The Digest

The Chair’s Message
Nancy Emenaker, PhD, RD
RDPG Chair

Hopefully your summer was filled 
with adventure and fond memories 
of fun times with family and friends! 
For many, the beginning of fall also 
marks a fresh start filled with new 
challenges and opportunities.  As 
nutrition researchers, we often 
challenge ourselves to make 
meaningful differences in the health 
and well-being of others around 
us.  Whether it is educating the next 
generation of dietetics practitioners 
who will lead us into the future or 
making the next new innovation 
in clinical nutrition, I challenge you 
to make a fresh start. Think outside 
the box. Invest in yourself and those 
around you. Sound like a recurring 
theme in my Chair’s Message? Well, 
it is! 

We are investing in you, our 
members! So I invite you to send 
comments and suggestions as 
we invest in developing targeted 
programs that support our RDPG 

mission and its members. First, we 
are planning to update our website 
over the months to come.  Later this 
year, we are also planning to update 
our RDPG website, dusting off our 
Webinar series and beginning our 
Research DPG Member Mentoring 
Program! I am happy to report 
updates to our electronic mail list 
(EML) were recently completed! 
Kudos to our secretary, Dr. Lauri 
Byerley, for this leading this effort. 
Not on our EML? To join, see this 
issue of The Digest for details. It is a 
great way to stay current so you do 
not miss any great opportunities!

Attending 2013 FNCE®? Make plans 
now to join us in sunny Houston, 
Texas for these exciting Research 
DPG events!  
•	 Pre-FNCE®	Workshop “Foods  

That Make You Fertile: Nutritional 
Advice for Women and Men” with 
free CPEs is Saturday October 
19th, 1:00-3:00 PM at the Hilton 

Americas. This Workshop and its 
reception are sponsored by the 
California Walnut Commission. 
Registration is required. (Please 
email emenaken@mail.nih.gov for 
more information)

•	 Research	DPG	Spotlight	Session	
(ID Number 445) “Getting Off the 
Chronic Disease Merry-Go-Round: 
What’s the Weight of the Evidence?” 
Monday October 21st, 3:30-5:00PM, 
at GBCC in Room 372.

•	 Research	DPG	Annual	Member	
Business Meeting & Breakfast is 
Tuesday October 22nd, 7:30-9:00 
AM at the Hilton Americas in 
Ballroom J. Come hear our guest 
speaker, Dr. Helen Lane of NASA! 
Registration requested. (Please email  
emenaken@mail.nih.gov for more 
information)

Hope to see you there! 

Best wishes,
Nancy Emenaker, 2013-2014 Chair



17 | Fall 13 | The Digest

Hot Topics in Food Science and Health:

Raw Broccoli versus Cooked Broccoli
Robin A. Ralston, MS, RD
Center for Advanced Functional Foods Research and Entrepreneurship
Department of Food Science and Technology, The Ohio State University

Much to  President George H.W. 
Bush’s  dismay, broccoli and other 
cruciferous vegetables  are thought 
to play a role in prevention of 
a variety of cancers, including 
prostate,1 bladder,2 lung,3 and 
stomach.4 Glucosinolates, a class 
of phytochemicals unique to 
cruciferous vegetables, are often 
touted as being a cause of broccoli’s 
beneficial effects. Glucosinolates 
are not biologically active in 
their parent form, but when the 
vegetable tissue is disrupted, such 
as following chopping, chewing, or 
digestion, the enzyme myrosinase 
is released, which converts 
the inactive glucosinolates to 
biologically-active compounds called 
isothiocyanates. Much research has 
been done to increase the amount 
of glucosinolates in broccoli5 and 
to improve the conversion of 
glucosinolates to isothiocyanates.6,7 

Studies have shown that 
glucosinolates in raw broccoli 
hydrolyze to isothiocyanates more 
completely  than glucosinolates 
in cooked broccoli8 and ,similarly, 
that consumption of fresh broccoli 
results in higher isothiocyanate 
concentrations in vivo compared to 
consumption of frozen broccoli.9 The 
reason for this is that myrosinase 
is heat-sensitive and is denatured 
during cooking and during the 
blanching pre-treatment that occurs 
before freezing broccoli. With less 
active myrosinase, glucosinolates 
remain intact, and there is less 
formation of isothiocyanates. 
When a cruciferous vegetable with 
inactivated myrosinase is consumed, 
some isothiocyanates can be 
formed in the large intestine from 
a similar enzyme produced from 
gut microbiota, but unfortunately 
re-absorption and metabolism of 

isothiocyanates is much lower than 
when myrosinase is active in the 
food.10

This evidence points to the benefits 
of eating fresh, raw broccoli, but 
unfortunately consumption of 
cooked broccoli is more  common in 
the United States. The good news for 
consumers of cooked broccoli is that 
there are still benefits of consuming 
it: other compounds besides 
glucosinolates and isothiocyanates  
contribute to its health benefits, 
such as vitamin C, folate, lutein, 
kaempferol, and quercetin. A 
recent publication reports that 
consuming one cup of steamed 
broccoli resulted in short-term 
improvements in antioxidant levels 
in the plasma, greater resistance 
against DNA damage in smokers, and 
possible improvement in the phase 
II detoxifying enzyme glutathione 
S-transferase (GST).11 However, 
food scientists are still searching for 
preservation methods that retain 
the health benefits of broccoli. 
Researchers  at the University of 
Illinois recently discovered  that  the 
myrosinase activity in frozen broccoli 
can be maintained by adding a small 
amount of daikon radish. This is 
another cruciferous vegetable that 
is extremely high in myrosinase; 
inclusion of daikon root on frozen 
broccoli at just 0.25% contributed 
enough active myrosinase that the 
production of isothiocyanates was 
similar compared to raw broccoli, 
thus preserving much of the health 
benefits of raw broccoli.12 This 
product is not yet available in the 
supermarket. In the meantime, 
consumers should not only be 
aware of the benefits of consuming 
raw broccoli and other cruciferous 
vegetables but should also recognize 

that there are benefits to consuming 
broccoli prepared in a variety of 
ways.

References    
1. Steinbrecher A, Nimptsch K, Husing A, Rohrmann 

S, Linseisen J. Dietary glucosinolate intake and risk 
of prostate cancer in the EPIC-Heidelberg cohort 
study. Int J Cancer. 2009;125(9):2179–86.

2.  Michaud DS, Spiegelman D, Clinton SK, Rimm 
EB, Willett WC, Giovannucci EL. Fruit and 
vegetable intake and incidence of bladder cancer 
in a male prospective cohort. J Natl Cancer Inst. 
1999;91(7):605–13.

3. Wang LI, Giovannucci EL, Hunter D, Neuberg D, 
Su L, Christiani DC. Dietary intake of cruciferous 
vegetables, Glutathione S-transferase (GST) 
polymorphisms and lung cancer risk in a 
Caucasian population. Cancer Causes Control. 
2004;15(10):977–85.

4. Steevens J, Schouten LJ, Goldbohm RA, van den 
Brandt PA. Vegetables and fruits consumption and 
risk of esophageal and gastric cancer subtypes in 
the Netherlands Cohort Study. Internat J Cancer. 
2011;129(11):2681–93.

5. Mithen RF, Faulkner K, Magrath R, Rose P, 
Williamson G, Marquez J. Development of 
isothiocyanate-enriched broccoli, and its 
enhanced ability to induce phase 2 detoxification 
enzymes in mammalian cells. Theor Appl Genet. 
2003;106(4):727–34.

6. Matusheski N V, Juvik JA, Jeffery EH. Heating 
decreases epithiospecifier protein activity and 
increases sulforaphane formation in broccoli. 
Phytochem. 2004;65(9):1273–81.

7. Wang GC, Farnham M, Jeffery EH. Impact of thermal 
processing on sulforaphane yield from broccoli 
(Brassica oleracea L. ssp. italica). J Agric Food Chem. 
2012. Epub ahead of print. Available at: http://
pubs.acs.org/doi/abs/10.1021/jf2050284. accessed 
August 29th, 2013.

8. Hanschen FS, Platz S, Mewis I, Schreiner M, Rohn S, 
Kroh LW. Thermally induced degradation of sulfur-
containing aliphatic glucosinolates in broccoli 
sprouts (Brassica oleracea var. italica) and model 
systems. J Agric Food Chem. 2012;60(9):2231–41.

9. Saha S, Hollands W, Teucher B, et al. Isothiocyanate 
concentrations and interconversion of sulforaphane 
to erucin in human subjects after consumption 
of commercial frozen broccoli compared to fresh 
broccoli. Mol Nutr Food Res. 2012;56(12):1906–16. 



18 | Fall 13 | The Digest

10. Lai R-H, Miller MJ, Jeffery E. Glucoraphanin 
hydrolysis by microbiota in the rat cecum 
results in sulforaphane absorption. Food Funct. 
2010;1(2):161–6. 

11. Riso P, Del Bo’ C, Vendrame S, et al. Modulation 
of plasma antioxidant levels, glutathione 
S-transferase activity and DNA damage in smokers 
following a single portion of broccoli: a pilot study. 
J Sci Food Agric. 2013;Epub ahead of print. Available 
at: http://onlinelibrary.wiley.com/doi/10.1002/
jsfa.6283/pdf. accessed August 29th, 2013.

12. Dosz EB, Jeffery EH. Modifying the processing 
and handling of frozen broccoli for increased 
sulforaphane formation. J Food Sci. 2013. Epub 
ahead of print. Available at: http://onlinelibrary.
wiley.com/doi/10.1111/1750-3841.12221/pdf.
accessed August 29th, 2013.



19 | Fall 13 | The Digest

Notes from the Secretary’s Desk
Lauri O. Byerley, PhD, RD, LDN
RDPG Secretary

Another year has begun.  We are off 
a great start – 808 total members, 
247 new members as of August 2013.  
I know we all love data so here is the 
detailed breakdown:  Honorary, 1; 
International, 9; Life, 6; Practitioner, 
573; Retired, 13; Staff, 7; and Student, 
199.  Most important….Encourage 
anyone you know to join our great 
DPG!  

One of the benefits of membership 
is our electronic mailing list*.  This 
is free to all members of our group.  
What does it offer? You will find job 
ads, requests for grant applications 
and calls for position papers and 
reviewers to name a few. You can 

also network directly with your RDPG 
peers. In the near future you will be 
getting an email with instructions 
for joining.  Please note the new 
email address for the electronic 
mailing list is:  ResearchDieteticsPG@
googlegroups.com. If you are already 
receiving RDPG electronic mailing list 
messages, no action is required.  Your 
membership will continue for the 
coming year.

*The Academy/RDPG is not 
responsible for information posted 
by participants. Opinions expressed 
by members are not necessarily the 
views of the Academy/RDPG.  Please 
use your professional judgment 

in evaluating the appropriateness 
and application of the information 
posted. Commercial advertisements, 
defamatory remarks, fees or salary 
recommendations or comparisons 
shall not be included on this forum. 
All copyrighted material, including 
individual e-mail messages and 
proprietary information, should 
not be forwarded or distributed 
without the owners’ permission. The 
Academy/RDPG reserves the right to 
revoke participation that violates this 
policy.

See you at FNCE® in Houston, TX!

Letter from the Editor
Ashley Vargas, PhD, RD, CSG
The Digest editor

Dear Research DPG’ers,

Thank you for continuing to 
support the Research DPG and 
our newsletter, The Digest. We are 
currently soliciting applications 
for the next Editor-in-Chief as 
well as assistant editors for The 
Digest. If you are interested and 

have more questions email me 
at AshleyVargasRDN@gmail.com. 
We are open to applications until 
October 15th, 2013. To apply please 
send me your current C.V. and a 
statement that explains your desire/
qualifications for volunteering with 
The Digest.

Regards,

Ashley Vargas, Ph.D., R.D., C.S.G.

P.S. Not able to commit to an 
editorial position? We are always 
seeking articles to publish in 
our wonderful quarterly, peer-
reviewed newsletter, The Digest.
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Fall Greetings  
Research DPG Members!
Karin Pennington, MS, RD, LD
RDPG Treasurer

Treasurer ’s Report

Fall Greetings Research DPG 
Members!
 I hope you all are having 
nice autumn weather and that you 
will have a good visit to FNCE this 
year!  I look forward to meeting 
all of the Research DPG members 
that will attend the conference as 
a whole, the member breakfast, 
and the pre-FNCE event.  Solae has 
generously provided sponsorship 
for us already this year in the 
amount of $3000, we have a signed 
contract with the California Walnut 
Commission for FNCE sponsorhip, 
and membership continues to drive 
revenue – Thank you!  Our most 
recent expenses have been related 
to the Summer Digest – lead writer, 
CPEU writer, and designer.  Based on 
our minimal expenses thus far, our 
reserve is at 125%, exceeding the 
100% suggested reserve.  Most of 
our annual expenses are related to 
FNCE, and we expect the reserve to 
decrease as receipts are submitted 
and processed.

Karin Pennington, M.S., R.D., L.D.
RDPG Treasurer

Research DPG 2013-14 Budget
  Annual  As of August
  Budget ($) 2013 ($)
Revenue Membership 18,580 4,213
 Grants/Contracts 8,000 3,000
 Interest Income   — 692
  26,580 7,905
    
Expenses Lodging/
 Subsistence 1,393 0
 Transportation 5,130 0
 Professional/
 Consulting 1,500 940
 Postage/Mailing Services 150 0
 Teleconferences 90 29
 Member Dues/
 Fees 973 319
 Outside Services 5,200 100
 Awards 4,600 200
 Audio Visual  3,000 0
 Food Service 5,250 0
 Printing/Copying 100 0

 Other 50 0
  28,119 1,588
               NET -1,536 6,317  
  
Reserve July 2013 
 Reserve 28,116 37, 726
 Reserve  
 Percentage — 134%
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Member Spotlight

Ronni Chernoff, PhD, RD, FADA 
FASPEN 
Erin Gaffney-Stromberg, PhD, RD
Nutrition Fellow, ORISE in support of USARIEM

Ronni Chernoff, PhD, RD, FADA, 
FASPEN is the Associate Director for 
Education/Evaluation at the Geriatric 
Research Education and Clinical Center 
(GRECC), Central Arkansas Veterans 
Healthcare System; Director of the 
Arkansas Geriatric Education Center 
and Professor of Geriatrics in the 
Reynolds Department of Geriatrics; 
and Professor of Health Behavior and 
Health Education at the Boozman 
College of Public Health, University of 
Arkansas for Medical Sciences, Little 
Rock, AR.

Presently Dr. Chernoff directs health 
professions education programs in 
geriatrics at both the Central Arkansas 
Veterans Healthcare System and the 
University of Arkansas for Medical 
Sciences as the PI on a grant from 
HRSA (Health Resources and Services 
Administration, DHHS) that has 
been renewed through four cycles. 
In addition, as a co-investigator, she 
directs national outreach education 
projects which offer professional 
development and experiential training 
in geriatrics through a grant from the 
Department of Veterans Affairs Office 
of Rural Health. 

Dr. Chernoff, please tell us about 
your background. How did you get 
to where you are now?

I started out as a nutrition major at 
Cornell University College of Human 
Ecology because I was inspired by 
my high school chemistry teacher 
who took a sabbatical to work 
for Campbell’s Soup to develop 
an ester that gave their Cream of 
Celery Soup its flavor. During the 
summer I worked at the New York 
Hospital-Cornell Medical Center 
as a vacation relief diet aide in the 
formula room making the specialized 

baby formulas – the memorable one 
was a formula for PKU infants!  Upon 
graduation, I decided to enroll in a 
dietetic internship (DI) to increase 
my career options. I completed my 
DI at Beth Israel Deaconess Hospital 
in Boston, and it was there that I 
discovered human research. After 
my DI, I moved back to New York 
City and enrolled in the Master of 
Science in Nutrition program at 
Columbia University. I was fortunate 
to return to The New York Hospital-
Cornell Medical Center and work 
as a research dietitian while taking 
courses toward a Master’s degree. 
While completing my degree, I 
left the New York Hospital-Cornell 
Medical Center and moved across the 
street to Memorial Sloan-Kettering 
Cancer Center (MSKCC) to join 
one of the first nutrition support 
teams in the U.S. After working as 
a Master’s level dietitian at MSKCC 
for several years, I was recruited to 
the University of Pennsylvania to 
conduct research in the Harrison 
Department of Surgery. While I was 
at UPenn, I became involved in a new 
doctoral program and went back to 
school for my doctorate in health 
professions education; since I was 
doing a lot of continuing professional 
education programs, it seemed like a 
natural progression. Before I finished 
my degree, I was offered a job to 
establish a new program in health 
professions education and conduct 
nutrition research at the Little Rock 
GRECC. The opportunity to create a 
new program was irresistible, and the 
rest, as we say, is history. I spent the 
first summer in Little Rock writing a 
book chapter on geriatric nutrition 
and learning that part of my new 
job. Over the years, I have had the 
opportunity to conduct research on 

nutrition support and aging, pressure 
ulcer healing, and the impact of 
continuing education on clinical 
practice. I have been fortunate to 
have received over $7 million in both 
research and education grants over 
my career. I certainly did not end 
up where I originally thought I was 
heading!
 
Could you please summarize your 
current research for us?

Currently I am winding down 
education intervention projects in 
anticipation of academic retirement 
in 2014.

How did you become involved/
interested in your current line of 
research?

Doing some of the research I have 
done over the years has been 
somewhat serendipitous. Curiosity 
has been the driver; wanting to 
understand why things happen and 
not being able to get satisfactory 
answers from the literature. I taught 
graduate students for more than 
10 years, and supporting them 
through masters programs and 
research projects helped to shape my 
perspective on research. While there 
are basic tenets to follow for the 
successful conduct of research, there 
are also different ways of getting to 
the goal.

Dr. Chernoff, what advice would 
you give to a young researcher  
for developing a successful line  
of research?

Over the years, I have always 
encouraged students to keep an 
open mind on where their interests 
lead them. Many important 
discoveries have been made as 

Ronni Chernoff, PhD, RD, FADA FASPEN 
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accidents or aberrant data that 
require additional thought. Find  
a passion, read as much as you 
can on the topic, and keep your 
mind open to new ideas. Don’t put 
blinders on and stay the course, 
rather, take opportunities to explore 
the landscape and think creatively. 
Research should be exciting, 
intellectually stimulating, and 
relevant.

What are your career goals?

Career goals are moot at this point 
as I am expecting to retire in 2014 
but have created a new consulting 
company with two colleagues of 
mine. I guess my goal is to have a 
successful business to keep me busy 
after working full time since 1969 (!!!!) 
except for 2 ½ years to complete my 
doctoral research and degree.

How has your affiliation with the 
Academy impacted your career 
progression?

My affiliation with the Academy 
provided me opportunities to 
network with colleagues from 
around the U.S. and around the 
world. For example, the RDPG, before 
it was even a DPG, was a consortium 
of RDs who worked in NIH General 
Clinical Research Centers. We were 
about 50 RDs who learned from each 
other and, when DPGs came into 
existence, this lead to the natural 
formation of new practice groups. 
Since the founding members of the 
RDPG were from across the country, 
this gave each of us an opportunity 
to interact and problem-solve as 
a diverse group of dietitians with 
unique experiences. The DPGs also 
provided leadership opportunities 
that previously were more limited.  

As President-elect and President, I 
was invited to several conferences 
and meetings that took me to Puerto 
Rico, Canada, England, France, 
Switzerland and Israel.

Dr. Chernoff, if someone were to 
ask you to explain why research is 
important to the field of dietetics, 
what would you say?

Research is important to the field 
of nutrition and dietetics because 
it is the supporting base of our 
profession. Conducting research to 
explain the phenomena of what we 
observe is the hallmark of a higher 
functioning profession – those who 
only use the research of others are 
only messengers, not the experts. 
If we truly want to sit at the table 
with strategists, policy makers, and 
scientists, we must have the ability 
to conceive, explore, and interpret 
the relationships among nutrition, 
dietetics, and the human health 
condition. Research is the way we 
lead, not follow. Without it we are 
merely technicians; with it, we are at 
the edge of new knowledge that will 
improve the health of our people.

One last interesting fact about Dr. 
Chernoff:
She edited the first newsletter for 
the NIH research dietitians, and her 
father named it The Digest!
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October 10-12, 2013
National Eating Disorders 
Association Conference
(Washington, DC)
Website: http://www.
nedaconference.org/

October 19-22, 2013
Food & Nutrition Conference & 
ExpoTM

(Houston, TX)
Call for abstracts: Closed
Website: http://www.eatright.org/
fnce/sessionproposals/

October 26-29, 2013
American Academy of Pediatrics 
National Conference & Exhibition
(Orlando, FL)
Call for abstracts: Closed
Website: http://www.aapexperience.
org/

November 2-6, 2013
American Public Health  
Association: 141st Annual 
Meeting and Exposition
(Boston, MA)
Call for abstracts: Closed
Website: http://www.apha.org/
meetings/sessions/

Upcoming Conferences
November 7-8, 2013
2013 American Institute for Cancer 
Research Conference
(Bethesda, MD)
Call for abstracts: Closed
Website: http://www.aicr.org/cancer-
research/conference/#index.html

November 12-16, 2013
Obesity Society Annual Scientific 
Meeting
(Atlanta, GA)
Call for abstracts: Closed
Website: http://www.obesity.org/
meetings-and-events/annual-meeting.
htm

March 23-26, 2014
Society of Adolescent Medicine and 
Health Annual Meeting
(Austin, TX)
Call for abstracts: Closed
Website: http://www.adolescenthealth.
org

March 27-29, 2014
International Conference on Eating 
Disorders
(New York, NY)
Call for abstracts: Closed
Website: www.aedweb.org

April 4-6, 2014
Women’s Health 2014: The 22nd 
Annual Congress
(Washington, DC)
Call for abstracts:  
 Deadline November 15, 2013
Website: http://
academyofwomenshealth.org/

April 26-30, 2014
Experimental Biology
(San Diego, CA)
Call for abstracts: 
 Deadline November 8, 2013
Website: http://experimentalbiology.
org/2014/Home.aspx

May 21-24, 2014
Annual Meeting of the 
International Society of 
Behavioral Nutrition & Physical 
Activity
(San Diego, CA)
Call for abstracts:
 Opens- October 28, 2013
 Closes- December 6, 2013
Website: http://www.isbnpa2014.
org/

Research DPG CPE Article
Deep Brain Stimulation/Parkinson’s 
Disease Article
Answers
 1.) c 
 2.) c
 3.) a
 4.) d
 5.) d

 6.) b
 7.) c
 8.) a
 9.) d
 10.) d
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Research DPG Elected Officials 2013-2014

Executive Committee

Chair
Nancy Emenaker, PhD, RD
Division of Cancer Prevention
National Cancer Institute
Bethesda, MD
emenaken@mail.nih.gov

Chair-elect
Alanna Moshfegh, MS, RD
Beltsville Human Nutrition  
Research Center
United States Department  
of Agriculture
Beltsville, MD
Alanna.Moshfegh@ars.usda.gov

Secretary 
Lauri O. Byerley, PhD, RD, LDN
Department of Physiology
Louisiana State University 
Health Sciences Center 
New Orleans, LA
lbyerley@msn.com

Treasurer 
Karin Pennington, MS, RD, LD
St. Louis, MO
karin.pennington@gmail.com

Past-chair (2012-13)
Christopher Taylor, PhD, RD
The Ohio State University
Columbus, OH
taylor.1043@osu.edu

Nominating Committee Chair
Joan Milton, MS, RD
Joan.E.Milton@providence.org

Nominating Committee
Sabrina Peterson Trudo, PhD, RD
trudo@umn.edu

Jennifer A Hanson, PhD, RD
jhanson@latech.edu
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RDPG List of Official Volunteers  

The Digest Editors Team
Editor-in-Chief 
Ashley Vargas, PhD, RD, CSG
AshleyVargasRDN@gmail.com

Advisor, Past Chief Editor
Ines M Anchondo, DrPH, MPH, RD,
LD, CSP
ines.anchondo@ttuhsc.edu

Assistant Editor
Judy Gould, MA, MS, RDN
jaye43@gmail.com 

Assistant Editor
Lori Stockert, RDH, BS, MS
lcstockert@verizon.net

Special Reporters for The Digest
Jody L Vogelzang, PhD, RD, LD,
FADA, CHES
jovord@verizone.net

Erin Gaffney-Stomberg, PhD, RD
egaffney@snet.net

Virginia Quick, PhD, RD
gingerquick@hotmail.com 

Robin Ralston, MS, RD
ralston.67@osu.edu

Student Research Editors for  
The Digest
Danielle Vassallo, MS
DMV@email.arizona.edu

CPEU Coordinator for The Digest 
Ines M Anchondo, Dr PH, MPH, RD,
LD, CSP
ines.anchondo@ttuhsc.edu

Membership Committee
James Swain, PhD, RD
james.swain@case.edu

Subcommittee on Sponsorship 
(SOS)
James Swain, PhD, RD, LD
james.swain@case.edu

Awards Committee 
Jeanene Fogli, PhD, RD, LDN
jeanenefogli@gmail.com

Website Coordinator
Elizabeth Droke, PhD, RD
elizabeth.droke@sdstate.edu

Webinar Coordinator
Gabriela Riscuta, MD, CNS
gabriela,riscuta@nih.gov

Website Advisory Committee
Nancy Emenaker, PhD, RD
emenaken@mail.nih.gov

Julia Jordan, MS, RD, LD
jordanju@ohsu.edu

Amy Biedenharn
Abiedenharn@eatright.org

Professional Issues Delegates  
for Research
Carol Ireton-Jones, PhD, RD
cireton-jones@foodtherapyrd.com

Manager, DPG/MIG/Affiliate
Relations, AND Headquarters
Amy Biedenharn
Abiedenharn@eatright.org

Weight Management DPG Liaison
Catherine Champagne, PhD, RD
catherine.champagne@pbrc.edu
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