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ABSTRACT

Background: Obesity prevalence in México is of public health concern with approximately 
1/3 of children under age five categorized as overweight or obese. Obesity is influenced 
by a multitude of factors. Understanding those factors in children’s home and neighbor-
hood environments is important. The nutritional socioecological model captures behav-
iors, nutritional practices, and family and community characteristics considered support-
ive or unsupportive of children’s weight.

Objective: To identify factors supportive and unsupportive of a healthy weight in families 
with young children using the nutritional socioecological model as a theoretical frame-
work.

Methods: Primary caregivers (n=7) in Guadalajara, México with a child 2-5 years of age 
participated in systematic and researcher field observations of their home and commu-
nity, structured one-on-one interviews, a demographic questionnaire, and anthropomet-
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ric measurements. Descriptive data were 
tabulated, and qualitative data from ob-
servations and interviews were analyzed 
for content. Major themes were identi-
fied using the nutritional socioecological 
model and pertinent literature.

Results: Three overarching themes cat-
egorized characteristics supportive or 
unsupportive of child weight based on 
the nutritional socioecological model: 
1) child characteristics (dietary intake, 
mealtime schedule, and child feed-
ing practices); 2) family characteristics 
(mealtime feeding practices, available 
foods, nutrition knowledge, family struc-
ture, and socioeconomic status); and 3) 
community and societal characteristics 
(neighborhood conditions, accessibility 
and availability of convenience foods, 
schools and school meal programs, and 
community education programs).

Conclusions: Influential factors were 
identified as both supportive and unsup-
portive of children’s weight as related 
to an obesogenic environment. Further 
research is needed to confirm prevalence 
of these factors across populations in 
México and to target efforts to optimize 
child health.

INTRODUCTION

México is experiencing the challenge of 
managing conditions of undernutrition 
and overnutrition in young children, pre-
senting a complexity to health recom-
mendations.1,2 While recent data indicate 
México’s rates of child stunting and wast-
ing are declining,3 its rates of childhood 
overweight and obesity have steadily 
risen with one-third of México’s children 
under five years of age currently consid-
ered overweight.4 Additionally, México’s 
rates of adult overweight and obesity 

rank second in the world, just behind the 
United States.5 With seventy percent of 
adults classified as overweight or obese5 
and diabetes the leading cause of death,6 
the public health concern of obesity in 
México is evident.

Myriad factors are involved in this shift 
from undernourished to overnourished 
children. They run the gamut from 
growing urban populations, increasing 
sedentary lifestyles, greater access to 
calorie-dense foods, and genetic suscep-
tibility.7 To slow the progression of child-
hood obesity in México, the government 
has enacted national health campaigns, 
including more nutrition education and 
physical activity in schools,8 food label-
ing regulations,9 and responsible food 
advertising to children.10 Moreover, a 
2014 tax on sugar-sweetened beverages 
(SSB) resulted in a six percent decrease 
in national SSB consumption in the 
first year of its implementation.11 These 
efforts have likely contributed to the 
plateauing of México’s childhood obe-
sity rates;12 however, the prevalence of 
obesity continues, and the need to both 
define and abate the trend is complex.13,14 
Thus, examining childhood obesity 
through the lens of the obesogenic en-
vironment precipitating the epidemic is 
important.12

Influences on the etiology of childhood 
obesity and its relation to the surround-
ing environment are depicted in the 
Davison and Birch (2001) nutritional so-
cioecological model,15 adapted from the 
Bronfenbrenner (1977) socio-ecological 
model.16 The multilevel model empha-
sizes a systematic approach to evaluate 
and assess a child’s nutritional health 
through child characteristics (i.e. dietary 
intake, sedentary behaviors, gender, 

and age), family characteristics (i.e. child 
feeding practices, foods available in 
the home, and caregiver dietary intake 
and food preferences), and community 
characteristics (i.e. accessibility of con-
venience foods and restaurants, crime 
rates and neighborhood safety, and 
socioeconomic status).15 The model high-
lights how each individual characteristic 
influences multiple factors , creating an 
interconnected picture of a child’s nutri-
tional environment and its relationship 
to a child’s weight status.15 While various 
factors influencing obesity prevalence 
in México are known, gaps exist in the 
understanding of the comprehensive 
obesogenic environment surrounding 
early childhood. 

Therefore, this exploratory ethnographic 
pilot study sought to capture the multi-
factorial obesogenic influences in a 
convenience sample of Mexican families 
with a young child in their natural home 
environment. The nutritional socioeco-
logical model was used as the theoretical 
framework to capture behaviors, nutri-
tional practices, and family and commu-
nity characteristics considered support-
ive or unsupportive of a child’s weight 
related to an obesogenic environment 
(See Figure 1).

METHODS

Participants for this pilot study were 
a convenient sample of families (n=7) 
living in two neighborhoods in Guada-
lajara, México. Families were identified 
through established relationships with 
research colleagues and faculty mem-
bers at the Universidad Autónoma de 
Guadalajara (UAG). To avoid researcher 
bias, the UAG colleague involved in se-
lecting the families did not participate 
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in the observations, and researchers had 
neither contact with the families nor 
prior knowledge of the families’ char-
acteristics before beginning the study. 
Inclusion criteria for the families included 
having at least one child 2-5 years of age 
(n=4 male; n=3 female) who was consid-
ered the primary child to which all ob-
servations and questions were directed. 
All participants were primarily Spanish-
speaking. An interpreter fluent in both 
Spanish and English was provided for 
each family, and all written material was 
translated into Spanish by professional 
translators as well as reviewed by col-

leagues at UAG for cultural fluency and 
precision. Prior to data collection, adult 
participants signed an informed consent, 
and child participants signed an assent 
giving voluntary participation in the 
observations. A compensation of $50 
USD (in equivalent Mexican pesos) was 
given to each family upon completion of 
data collection, and the families were un-
aware they would be compensated when 
they agreed to participate. The study was 
approved by the University of Idaho and 
UAG Institutional Review Boards. 

Data collection was conducted following 
highly detailed protocols developed for 

a larger ethnographic research project 
examining mealtimes, feeding, and the 
food environment in multiple interna-
tional settings of families with young 
children.17 The study protocol is outlined 
and published elsewhere17 and included: 
a demographic questionnaire, system-
atic observations of the family’s home 
and community, structured one-on-one 
interviews with the primary caregiver, 
anthropometric measurements, and 
researcher field observations of the fam-
ily’s built environment, mealtime interac-
tions, and indicators of socioeconomic 
status18 (see Table 1). The data collection 
served to identify food systems, food 
access and availability, beliefs, attitudes, 
and knowledge about nutrition, family 
dynamics, and the mealtime behaviors of 
young children and their relationship to 
obesogenic environments (see Figure 1).

DATA ANALYSIS

Upon completion of data collection, 
anthropometric measurements were 
used to calculate primary caregiver body 
mass index (BMI) and primary child BMI 
z-scores and analyzed for mean and 
standard deviation. Descriptive statistics 
were gathered from categorical ques-
tions on the demographic question-
naire, such as education level, income 
level, and caregiver perceptions of child 
weight. All calculations were analyzed 
using Microsoft Excel for Mac 2011 ver-
sion 14.6.0 (151221). 

Videotaped interviews were first tran-
scribed verbatim into Spanish by a fluent 
Spanish speaker, and then translated 
to English; a second fluent Spanish 
speaker back-translated the transcribed 
interviews for accuracy. Two researchers 
(first and third authors), experienced in 

Table 1:  Summary of research instruments used and examples of data collected

Research 
Instruments:

Examples of Data Collected:

Demographic 
Questionnaire

Gender; age; education level; income range; caregiver percep-
tions of primary child’s level of physical activity and weight 
status; family mealtime practices; consideration of nutrition 
and health in the selection of foods offered to children; and 
factors influencing the foods offered to children.

Systematic 
Observations

Foods in the home; meal preparation techniques; amount and 
types of foods consumed by primary child; family mealtimes; 
community characteristics such as the condition of the roads 
and sidewalks; proximity and content of markets and conve-
nience stores; access to transportation.

One-on-One 
Interview with the 
Primary Caregiver

Caregiver beliefs, attitudes, and knowledge about child feed-
ing practices.

Anthropometric 
Measurements

Height and weight of primary child and primary caregiver.

Researcher Field 
Observations

School schedules of older school-age children; diet of all fam-
ily members; mealtime schedules; community resources such 
as access to nutrition information; interactions between the 
primary child and family members during mealtimes; eco-
nomic assets such as cars, kitchen appliances, and type and 
condition of the family home.
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qualitative research and analysis,19,20 com-
pleted content analysis of the translated 
interviews, systematic observations, 
demographic questionnaire, anthropo-
metric measurements, and researcher 
field observations guided by the specific 
categories defined in the nutritional 
socioecological model.15 Procedures 
for analysis followed that of Margot Ely 
(1991)21 for continuous data review and 
Kathy Charmaz’s (2006)22 grounded 
theory approach. Coded and categorized 
data were reviewed multiple times by the 
authors individually and twice discussed 
jointly to evaluate coding discrepancies 
until 100% agreement was reached.23 
Data triangulation24 generated emergent 
themes within the framework of the nu-
tritional socioecological model.15 

RESULTS AND DISCUSSION

PRIMARY CAREGIVER AND PRIMARY 
CHILDREN SOCIODEMOGRAPHIC RESULTS 

Seven families with a child 2-5 years of 
age participated in the research. The pri-
mary caregivers consisted of four grand-
mothers, aged 53-70 years with BMIs of 
overweight (n=1) and obese (n=2) (one 
declined being measured) and three 
mothers aged 22-34 years with BMIs clas-
sified as obese (n=3). The highest level 
of education attained ranged from pri-
mary school (grades 1-6) (n=2) to senior 
high school (n=1). Household incomes 
(in USD) ranged from less than $123 
per month (n=2) to more than $837 per 
month (n=2) (see Table 2). The primary 
children (n=4 male; n=3 female) were 
2-5 years of age with BMI z-scores of 
-0.17±0.78 (see Table 3). Caregiver weight 
status, nutrition knowledge, and SES are 
included in the nutritional socioecologi-
cal model as factors influencing caregiv-

er parenting and feeding practices, and 
thus potentially influencing children’s 
weight.15

Closed-ended questions on the demo-
graphic questionnaire were used to cap-
ture information about the caregivers’ 
perceptions of the children’s weight (per-
ceived as normal weight n=6; perceived 
as underweight n=1), and the caregivers’ 
reported level of the children’s physi-
cal activity (PA) (more physically active 
than most children of the same age and 
gender n=4; equally physically active 
as most children of the same age and 
gender n=3). Perceptions of children’s 
weight status and PA level have been as-
sociated with the development of eating 
behaviors and inclination towards PA.25 
Parents’ correct perceptions of children’s 

weight has been associated with greater 
encouragement of PA,25 and greater PA 
levels may decrease children’s risk of 
weight gain.15

Close-ended questions regarding meal-
time practices revealed the majority of 
caregivers sit with their child and help 
him/her to eat (n=4). Family mealtime 
is a practice consistent with children’s 
maintenance of a healthy weight.26 Fam-
ily mealtimes also allow children to de-
velop the fine motor skills necessary for 
self-feeding, an important child feeding 
practice.27 Caregivers noted they often 
or always consider nutrition and health 
in the selection of foods offered to the 
children (n=6) and consider time to be 
the largest factor influencing the foods 
offered to the children (n=4). Other influ-

Figure 1: An adaptation of the socioecological model* to reflect factors influencing 
mealtimes with young children17

*Adapted from socioecological models by Davison and Birch (2001) and Bronfenbrenner (1977).
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ences included finances (n=2), personal 
food preferences (n=2), and convenience 
(n=1). 

OVERARCHING THEMES AND SUBTHEMES 
BASED ON THE NUTRITIONAL 
ECOLOGICAL MODEL AS RELATED TO 
THE OBESOGENIC ENVIRONMENT AND 
CHILDREN’S HEALTHY WEIGHT

Analysis of the systematic observations, 
transcribed interviews, and researcher 
field observations categorized char-
acteristics supportive or unsupportive 
of a child’s healthy weight into three 
overarching themes based on the nutri-
tional socioecological model.15 The three 
overarching themes and subthemes 
were: 1) child characteristics (including 
dietary intake, mealtime schedule, and 
adult practices of child feeding); 2) family 
characteristics (including mealtime feed-
ing practices, available foods, nutrition 
knowledge, family structure, and socio-
economic status); and 3) community and 
societal characteristics (including neigh-
borhood conditions, accessibility and 
availability of convenience foods, schools 
and school meal programs, and commu-
nity education programs) (see Table 4). 
The following three sections will explain 
each overarching theme and subtheme 
in detail.

Child Characteristics Supportive or 
Unsupportive of a Healthy Weight

Child characteristics supportive of 
healthy weight as related to an obeso-
genic environment are detailed in Table 
4. Three subthemes were identified: 
dietary intake, mealtime schedules re-
inforcing hunger and fullness cues, and 
children’s self-regulation of food intake 
as related to adult practices in child feed-
ing.

Children’s observed dietary intake in-
cluded foods considered supportive and 
unsupportive of a healthy weight. The 
dietary intake supportive of a healthy 
weight included a variety of foods from 
all food groups and the consumption 
of fruit, including citrus fruit, as snacks. 
Offering children a variety of nutrient 
dense foods and providing fruit and veg-
etables as snacks reinforces dietary qual-
ity28 and is associated with a lower risk 
of child obesity.29 While a varied intake 
of healthy foods was observed, children 
also were offered and consumed foods 
of less nutritional value such as sugar-
sweetened beverages (i.e. juice, yogurt 
drinks, smoothies, and aguas frescas 
made with added sugar), lard or butter 
in cooked meals, and cookies and chips 
as snacks, all of which do not support a 
healthy weight.30 

Mealtime schedules reinforcing internal 
cues of hunger and fullness were another 
child characteristic subtheme support-
ive or unsupportive of a child’s healthy 
weight. Many families reported regular 
mealtimes at least three times a day, stat-
ing regular meals provided the nutrients 
necessary to a child’s normal growth and 
development: “Well, I know it’s impor-
tant to feed him multiple times during 
the day. This way I can give him different 
things. A little bit of everything.” Regular 
mealtimes reinforce children’s internal 
cues of hunger and fullness as children 
find stability in being able to predict 
their next meal.31 Research suggests chil-
dren’s weight status may be affected by 
food insecurity;32 however, other factors, 
such as the amount of physical activ-
ity and sedentary time, may be bigger 
predictors.33 The families observed also 
demonstrated the practice of irregular 

mealtimes and sporadic eating (such as 
eating breakfast late in the morning), 
which has been associated with in-
creased weight.34

Children’s self-regulation of food in-
take as impacted by adult practices of 
child feeding were both supportive and 
unsupportive of a healthy weight. For 
example, some children had leftover 
food on their plates at the end of a meal, 
exhibiting the child feeding practice of 
adults allowing children to decide when 
they are full and reinforcing internal 
cues of hunger and fullness to support a 
healthy weight.27,31 Other children, how-
ever, were repeatedly asked to eat more 
of an offered food, such as vegetables, 
and finish their meals . Forcing children 
to eat certain foods, like vegetables, can 
inhibit long-term consumption of the 
food.35

Family characteristics supportive or 
unsupportive of a healthy weight

Family characteristics supportive of chil-
dren’s healthy weight as related to an 
obesogenic environment included meal-
time feeding practices, available foods 
in the home, nutrition knowledge of the 
primary caregiver, family structure, and 
socioeconomic status (see Table 4). Re-
sponsive and authoritative child feeding 
practices have been shown to reinforce 
positive eating habits and support over-
all child nutritional health.36 The families 
observed demonstrated responsive and 
authoritative child feeding practices 
at mealtimes allowing children to self-
serve some food items such as tortillas 
and having fruit available as a self-serve 
snack, making child-size utensils avail-
able at meals, serving one meal to the 
entire family (i.e. no short order cooking), 
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Table 2: Summary of Demographic Information of Primary Caregivers

N %
Relationship to Primary Child

     Grandmother
     Mother

Total

4
3
7

57%
43%
100%

Age (years)
     Grandmothers 53-70 
     Mothers 22-34

Total

4
3
7

57%
43%
100%

            Education Level 
     Primary School (grades 1-6)
     Secondary School (grades 7-9) 
     Senior High School (grades 10-12)

            Total

2
4
1
7

29%
57%
14%
100%

            Household Income (USD)
                  Less than $124/month
                  $125-$279/month
                  $280-500/month
                  More than $837/month

            Total

2
2
1
2
7

29%
29%
14%
28%
100%

BMIa Mean SD
     Normal 
     Overweight 
     Obese

-
25.8
34.2
Total

-
-
3

0
1
5
6b

0%
17%
83%
100%

aBMI classifications based on CDC definitions for adults.49 
bOne (1) primary caregiver declined to be measured.

Table 3: Summary of Demographic Information of Primary Children

N %
Gender

     Male
     Female

Total

4
3
7

57%
43%
100%

Age
     2 years
     3 years
     4 years
     5 years

Total

1
5
0
1
7

14%
72%
0%
14%
100%

             BMI Classificationsa 

     Normal (5th-85th percentiles)
     Overweight (85th- <95th percentile)
     Obese (>95th percentile)

                                                                                                                           Total

5
1
0
6b

83%
17%
0%
100%

BMI Z-Scores Mean SD
-0.16 1 6b 100%

aBMI classifications based on CDC definitions for children aged 2-18 years.50 
bOne (1) primary child declined to be measured.
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Table 4: Overarching themes, major themes, and subthemes based on the nutritional socioecological model13 as related to the 
obesogenic environment and child nutritional status for families (n=7) with one child 2-5 years of age in Guadalajara, Mexico

Child Characteristics Family Characteristics Community and Societal 
Characteristics

Characteristics 
Supportive of 
Child Nutrition-
al Health

Dietary intake of nutri-
ent dense foods: eggs, 
meats (chicken, beef, 
pork), tortillas, fruit 
(citrus fruits consumed 
regularly, papaya, banan-
as, apples), vegetables 
(mixed veggies, toma-
toes, cilantro, onions), 
beans, milk, yogurt.

Mealtime schedule re-
inforcing internal cues 
of hunger and fullness: 
regular mealtimes three 
times per day.

Adult practices of child 
feeding supportive of 
intake of nutrient dense 
foods, reinforcing eat-
ing competency and a 
child’s hunger and full-
ness cues: child stopped 
eating when full (food 
left on plate).

Mealtime feeding practices supportive of healthful 
food behaviors: self-serve fruit available; parents sit-
ting at table with children; family meals on Sundays; 
older children help with food prep and purchasing; 
older children self-serve; child-size utensils available; 
serving one meal to the entire family. 

Available foods in the home to support the intake 
of nutrient dense foods: variety of food offered and 
available.

Nutrition knowledge of the primary caregiver on 
healthful eating: stated understanding of the impor-
tance of offering children a variety of foods; stated 
understanding of eating multiple times a day to ob-
tain necessary nutrients for children’s growth and de-
velopment; skilled in food prep; offering new foods 
multiple times.

Family structure supportive of healthful behaviors: 
mothers care for children when not working; children 
raised in family home with family as caregivers.

Socioeconomic status supportive of healthful behav-
iors: higher SES families (n=2) had outdoor spaces for 
children to do PA and more working kitchen appli-
ances.

Neighborhood conditions 
supportive of healthful be-
haviors: fair to good road 
and sidewalk conditions for 
children’s PA.

Accessibility and availability 
of convenience foods that 
reinforce healthy eating: 
nearby small corner stores of-
fering fruits, vegetables, and 
eggs.

Schools and school meals 
that support healthful be-
havior: children able to eat 
meals at home prior to or 
after a half day of school; chil-
dren sent to schools offering 
school lunch.

Community education pro-
grams that support healthful 
behaviors: nutrition educa-
tion and information avail-
able through doctors and 
television programs. 

Characteristics 
Unsupportive 
of Child Nutri-
tional Health

Dietary intake of fewer 
nutrient dense foods 
and foods with added 
sugar and fat: blended 
drinks (aguas frescas and 
smoothies) made with 
sugar; lard and butter 
used for cooking; cook-
ies and chips as snacks.

Mealtime schedule 
doesn’t reinforce inter-
nal cues of hunger and 
fullness: children eating 
first meal late in the day; 
irregular mealtimes.

Adult practices of child 
feeding unsupportive of 
intake of nutrient dense 
foods, not reinforcing 
eating competency and 
a child’s hunger and 
fullness cues: children 
forced to finish plate of 
food; children repeat-
edly asked to eat more 
of a certain item, such as 
vegetables.

Mealtime feeding practices unsupportive of health-
ful food behaviors: minimal child involvement in 
food preparation, food purchasing, and table setting; 
pre-plated meals; children eating alone; parents eat-
ing at a later time; adult-sized utensils; short order 
cooking or offering only preferred foods to children; 
“begging” child to eat certain foods or meals; older 
children having first access to foods; TV on during 
mealtimes.

Available foods in the home unsupportive of nutri-
ent dense food intake: variety of foods less available 
when finances are lacking; snack foods often are 
cookies, chips, and fried foods; ready-prepared foods 
sometimes preferred. 

Nutrition knowledge of the primary caregiver un-
supportive of healthful eating: lack of knowledge 
surrounding what foods to eat to maintain fitness; 
caregiver not making the time to eat regular meals; 
feeding children only preferred foods. 

Family structure unsupportive of healthful behaviors: 
Grandmothers as caregivers (less physically active, 
more permissive/indulgent in feeding practices).

Socioeconomic status unsupportive of healthful be-
haviors: lower SES families (n=5) with no safe access 
for outdoor play; non-working kitchen appliances 
primarily used for storage.

Neighborhood conditions 
unsupportive of healthful 
behaviors: General feeling 
by some caregivers that 
neighborhood is unsafe and 
children should not do PA 
outside.

Accessibility and availability 
of convenience foods unsup-
portive of healthy eating: 
neighborhood corner stores 
stocked with a large variety 
of snack and convenience 
foods. 

Schools and school meals 
unsupportive of healthful 
behaviors: Children eating 
vended foods or snack foods 
at school due to schools not 
offering a lunch program.

Community education 
programs unsupportive of 
healthful behaviors: few 
families mentioned any com-
munity education programs 
as resources for nutrition or 
health education.
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and maintaining a tradition of family 
meals on Sundays. 

Family mealtime practices unsupportive 
of children’s healthy weight as related 
to an obesogenic environment included 
permissive and indulgent child feeding 
practices.37 The permissive child feeding 
practices demonstrated were minimal to 
no child involvement in meal prepara-
tion or table setting and children eat-
ing alone at meals. The indulgent child 
feeding practices demonstrated were 
serving children only preferred foods 
and “begging” children to eat certain 
foods. As one caregiver reported: “It’s 
not difficult [to feed the child several 
times a day]. Well, sometimes it’s difficult 
because sometimes he doesn’t want to, 
but if I beg him to eat he will.” Common 
in Latino culture is the belief that a chub-
bier child is a healthier child,38 a belief 
that may contribute to the indulgent 
feeding practice of offering children only 
preferred foods to encourage children 
to eat.36 Caregivers also were observed 
pre-plating all meals which did not allow 
children to choose their meal portion 
based on their internal cues of hunger 
and fullness and can encourage overeat-
ing.39 Additionally, low levels of child in-
volvement in meal preparation decreases 
opportunities for caregivers to speak 
with children about food and nutrition.40 
Communication about nutrition and 
healthful eating practices is an important 
tool caregivers can use to create positive 
mealtime environments and reinforce 
healthful eating practices.41,42

The available foods in the family home 
for child consumption and the nutrition 
knowledge of the primary caregiver 
were both supportive and unsupportive 
of children’s healthy weight. Researcher 

observations documented a variety of 
foods from all food groups in the family 
homes, and caregivers reported con-
fidence in their abilities to prepare the 
children’s food. Caregivers also stressed 
the importance of offering a variety of 
foods to children to meet macro- and mi-
cronutrient needs for normal growth and 
development, demonstrating their nu-
tritional knowledge. A caregiver stated: 
“Well, I know that it is important [to offer 
a variety of foods] so that he can get all 
the nutrients to grow stronger and have 
better development.” On the other hand, 
poor food choices also were observed, 
including failing to offer nutrient-dense 
foods as snacks. Children learn lifelong 
eating habits and preferences from ob-
servations of their caregivers. 27 Thus, 
caregivers are important role models of 
healthful nutrition practices support-
ive of children’s healthy weight15 such 
as limiting intakes of sugar-sweetened 
beverages (SSB) and following regular 
mealtime schedules.11,27 Researchers 
observed some caregivers consuming 
sodas throughout the day, and one care-
giver stressed how “difficult” and “not 
important” it was for her to eat three 
meals a day.

The familial structures were both sup-
portive and unsupportive of healthful 
behaviors. Many households were com-
prised of multiple families living under 
the same roof. While this structure could 
contribute to a child’s stable home envi-
ronment, it also demonstrates a societal 
norm of working parents leaving grand-
mothers to care for, and in effect, raise 
the children. As the grandmothers were 
older and less physically active, they ex-
pressed feelings of exhaustion, difficulty 
in keeping up with the grandchildren, 

and a tendency towards leniency in their 
parenting practices, especially regarding 
food and mealtimes. Lenient structure 
can inhibit a child’s ability to adopt and 
manage healthy eating practices.37 

Socioeconomic status can be both sup-
portive and unsupportive of healthful 
behaviors.43 Two families who reported 
the highest monthly incomes had out-
door spaces in which the children could 
be active, therefore promoting more 
physical activity. Additionally, the two 
higher income homes contained more 
functioning kitchen appliances, indicat-
ing longer-term financial stability18 and 
a potential to buy, store, and prepare 
more food. The five families in lower SES 
households lived in small homes with 
no enclosed outdoor spaces and little 
access to safe outdoor areas for the chil-
dren’s free play. Many also had broken 
or unusable kitchen appliances used for 
non-food or dry food storage rather than 
food preparation. The lower SES families 
also were observed mainly buying food 
for immediate consumption and report-
ed offering children less variety of foods 
when finances were low, an indicator of 
unstable economic standing.18 

Community and societal characteristics 
supportive or unsupportive of a healthy 
weight

Community and societal characteristics 
were observed in the families’ neighbor-
hoods as both supportive and unsup-
portive of children’s healthy weight as 
related to an obesogenic environment. 
They included neighborhood conditions, 
availability and accessibility of conve-
nience foods, schools and school meals, 
and community education programs 
(see Table 4). Researchers noted fair to 
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good road and sidewalk conditions in 
the two Guadalajaran neighborhoods. 
These characteristics help promote PA 
in children.44 However, children in urban 
settings often spend more time in sed-
entary activities,7 a practice prohibitory 
of healthy weight. 45 While the caregiv-
ers expressed encouragement of the 
children’s free play, they also expressed 
feelings of unease regarding the safety 
of the neighborhood and preferred 
children to play inside. México’s rates of 
violence have been rising for decades, 
with Guadalajara seeing an increase in 
its rates of intentional homicide, violent 
robbery, and vehicular robbery in 2016.46

Food availability at stores and schools 
were observed to influence healthy 
weight. Multiple corner stores pock-
eted the neighborhoods and were well 
stocked with eggs, fruits, and vegetables. 
However, these same stores also were 
stocked with calorie-dense foods at low 
prices. Convenience foods that are read-
ily accessible and available have been 
shown to contribute to a calorie-dense 
diet, particularly in Latino communities,47 
as well as illustrate how heightened ac-
cessibility of nutrient-deficient foods 
contribute to a regular diet.7,11

School schedules and school meals in-
fluence children’s food intake.48 Some 
of the schools attended by the families’ 
school-aged children (older siblings of 
the primary children) provided lunch, 
and those schools that did not main-
tained a schedule allowing children to be 
home for 1-2 mealtimes either prior to or 
after school, practices supportive of child 
health.27 However, caregivers also noted 
children often brought snacks of chips 
and cookies to school if they were not 
able to eat a meal beforehand or would 

buy convenience foods from vendors po-
sitioned outside the schools, who offered 
fewer nutrient dense foods. 

Few families spoke of community re-
sources or programs for nutrition and 
child feeding information and education. 
Caregivers most often cited family mem-
bers, doctors, and television programs 
as their sources, but there was little evi-
dence of access to ongoing education 
programs. This further illustrates a need 
to both evaluate public health programs 
in México and disseminate important 
nutrition and child feeding information 
in formats accessible to multiple popula-
tions.9,10 

LIMITATIONS

While this study is the first to utilize 
an ethnographic qualitative approach 
and the socioecological framework to 
examine obesogenic factors in a select 
group of families in Guadalajara, México, 
the inherent nature of the study design 
presents limitations. The small conve-
nient sample of families is not represen-
tative of all families within Guadalajara 
or México, and although the families 
were recruited to represent typical fami-
lies in Guadalajara, the results cannot 
be inferred to other families or larger 
populations. Also, while the participants 
were asked to follow their typical daily 
routines, live observations in the partici-
pants’ homes could have impacted their 
behavior.

CONCLUSION AND IMPLICATIONS

This research reinforces the juxtaposi-
tion of supportive and unsupportive 
behaviors embedded throughout each 
level of the socioecological model and 
demonstrates the complexity of fac-

tors influencing obesity. While weight 
status alone does not determine a 
child’s obesity risk, and the caregivers 
were observed valuing and promoting 
health supportive behaviors, obesogenic 
practices also were readily identified. 
In recognition of the multitude of fac-
tors unique to these families in México, 
further research is needed using larger 
populations of families across geographi-
cal locations in México to determine how 
to reform México’s obesogenic environ-
ments. It is important for caregivers and 
governments alike to acknowledge their 
role in shaping child health within the 
immediate and larger environments, and 
community programs to address obesity 
in México must integrate prevention ef-
forts at each level of the socioecological 
model to have a lasting impact on reduc-
ing its childhood obesity rates.

TRIBUTE: The authors would like to dedi-
cate this article to Dr. Samantha Ramsay, 
our professor, mentor, and dear friend, 
who passed away on July 30, 2017. Her 
commitment to progressing the world of 
nutrition research, and specifically child 
feeding research, will forever influence 
our lives and professional careers. Her 
words are embedded throughout this 
paper, and will continue to guide us as 
we push forward in this field without her 
by our sides, but certainly in our hearts.
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Hello RDPG members,

It is with a heavy heart that I inform you that Samantha 
Ramsey from our Nominating Committee passed away. I very 
much appreciate Barbara Gordon’s leadership in writing an ar-
ticle in her honor. And thank you to Mary-Jon Ludy for rejoin-
ing the Research DPG leadership team to fill the position.

By the time you are reading this, it will be close to FNCE® 2017 
in Chicago. The Research DPG leadership team has been busy 
preparing. Personally, I am excited for the opportunity to net-
work with you and learn about the updated nutrition research. 
At FNCE®, be sure to pick up your Research DPG blue & silver 
ribbons to add to your nametags. There will be several Re-
search DPG related FNCE® events:

SATURDAY, OCTOBER 21ST 

· Gut Microbiome Symposium 12-3pm Convention Center. Ad-
vanced registration is required at www.ResearchDPG.org. 
This symposium is sponsored by Abbott Nutrition, and the 
Research DPG thanks them for their very generous support. 

· Centennial Celebration 6-7:30pm Convention Center Expo 
Hall. The DPGs will have an area to network during this party 
celebrating 100 years of the Academy of Nutrition and Di-
etetics.

SUNDAY, OCTOBER 22ND 

· Advancing Clinical Practice with Metabolomics Session #420 
10-11:30am Convention Center. Speakers: Susan Sumner and 
Francene Steinberg. Moderator: Beth Reverri.

· Using the Automated Self-Administered 24-Hour Dietary Assess-
ment Tool (ASA24) Session #418 1:30-3pm Convention Center. 
Speakers: Amy Subar and Lisa Jahns. Moderator: TBD.

MONDAY, OCTOBER 23RD 

· Annual Research DPG Member Breakfast 6:30-8:30am Hyatt 
Regency Chicago - Regency A. Network with your fellow 
members and learn more about the Research DPG activities.

· DPG Showcase 9am-12pm Convention Center. Stop by the 
Research DPG booth for a free luggage tag.

TUESDAY, OCTOBER 24TH 

· How Nutritional Genomics Affects You in Nutrition Research and 
Practice Session #419 12-1:30pm Convention Center. Speakers: 
Joyanna Hansen and Krisitin Guertin. Moderator: Lauri Byerley.

Two additional highlights: 

1. The Research DPG will be presenting several faculty and stu-
dent awards at our Annual Member Breakfast. Thank you to 

Chair’s Message
Elizabeth J. Reverri, PhD, RD
RDPG Chair

The Sugar Association for sponsoring several of the awards. 
And thank you to all who applied as well as those who re-
viewed the many applicants. Kudos to our Awards Commit-
tee Chairs, Jennifer Hanson and Joann McDermid, for their 
coordination of the awards process.

2. Catherine Champagne will be awarded the Academy’s 
Excellence in Practice for Research Award at Session #418. 
Thanks to Courtney Tiemann Luecking for coordinating her 
nomination of this prestigious award.

We are also looking for an Editor in Chief for The Digest to start 
before the official term of June 2018-2020. Below is the descrip-
tion. Please email me if you are interested in managing and 
overseeing the quarterly newsletter and making a valuable 
contribution volunteering your time. Volunteer duties include:
a. Prepare general outline and production schedule for four (4) 

newsletter issues per year.
b. Edit all articles, reports, etc. to be published.
c. Communicate guidelines for article submission.
d. Arrange all newsletter services.
e. Perform other duties as specified in the current job descrip-

tion.
f. Work with the Continuing Professional Education Coordina-

tor to identify and prepare articles for continuing profes-
sional education credit.

Last, the Research DPG has been diligently working on member 
benefits. We are gearing up for our inaugural Mentorship Pro-
gram and special thanks goes to our Mentorship Chairs, Sarah 
Wax and Tara LaRowe, for leading this effort. If you weren’t 
selected for this year’s pilot Mentorship Program, please con-
sider applying next year. We also have two webinars coming 
up thanks to our Webinar Chairs, Melissa Pflugh Prescott and 
Yeonsoo Kim, and we can plan more. Just email me your desired 
topic and speaker ideas. Our social media presence has dra-
matically increased with Kevin Klatt managing our Facebook, 
LinkedIn, and Twitter accounts, so let’s get connected online.

As always, I want to hear from you! What events/activities do 
you like? What events/activities do you want?

Be well,
Beth

Elizabeth (Beth) J. Reverri, PhD, RD
Research DPG Chair, 2017-2018 
Email: EJReverri@gmail.com

http://www.ResearchDPG.org
mailto:EJReverri@gmail.com
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World‐Renowned Expert in the Microbiome
Jack Gilbert, PhD
University of Chicago

Symposium Learning Objectives 
1) Untangle the taxonomy and vast array of bacteria present in the human gut microbiota
2) Elucidate the diversity of fiber and its role in fueling human gut microbes
3) Establish a connection between one’s health and gut microbiota
4) Demonstrate how industry is translating the science into consumer products

URL to register: www.researchdpg.org

Recognized Specialist in Dietary Polysaccharides
Bruce Hamaker, PhD

Purdue University

Authority on Health Impact of Gut Microbiome
Hannah Holscher, PhD, RD
University of Illinois at Urbana‐Champaign

Pioneer on Fiber Systems for Consumer Products
Keith Garleb, PhD
Abbott Nutrition 

The Research Dietetic Practice Group of the 
Academy of Nutrition and Dietetics
with generous support from Abbott Nutrition

Presents:

Featuring 4 Expert Speakers

Saturday, October 21, noon – 3 pm
Hyatt Regency Chicago, 151 East Wacker Dr

Ballroom D, E, F
3 hours CPEU for RD and DTR

$5 RDPG members, $40 non‐RDPG members 
$5 Student RDPG members, $20 non‐RDPG student members

$45 non‐Academy members

GUT MICROBIOME BASICS
AND TRANSLATION INTO CONSUMER PRODUCTS

A CONTINUING EDUCATION SYMPOSIUM FROM THE ACADEMY OF NUTRITION AND DIETETICS 

Register here

http://www.researchdpg.org/
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It is my privilege to continue to serve as Treasurer of the RDPG for 2016–2018. The fiscal year began June 1st, so the Treasurer’s Re-
port for this Digest includes both a summary of last year’s budget along with the budget for the current fiscal year.

Our primary source of revenue comes from membership dues, so please share the benefits of being a member of the RDPG with 
your colleagues and encourage them to join the RDPG! Our secondary sources of revenue come from RDPG grants/contracts with 
industry sponsors and RDPG symposiums held at FNCE® with industry sponsors. So, please inform the RDPG executive commit-
tee about any potential industry sponsors and contacts with industry that you have personally. Our key expenses include awards, 
food service at FNCE®, website depreciation, lodging for FNCE® and workshops, transportation to FNCE® and workshops, and out-
side services for newsletter production.

Treasurer’s Report
Suzanne (Suzi) D. Baxter, PhD, RD, LD, FADA, FAND 
RDPG Treasurer 2016-2018

RDPG BUDGET FOR 2016-2017 

As of May 
31, 2016 ($)

Annual 
Budget ($)

Variance 
($)

Revenue Membership Dues 21,790 21,260 530

Grants/Contracts 25,400 14,400 11,000

Revenue Total 47,190 35,660 11,530

Expenses Lodging 3,212 1,711 –1,501

Subsistence 288 414 126

Transportation 2,299 538 –1,761

Professional/
Consulting 0 1,770 1,770

Postage 104 100 –4

Teleconferences 330 220 –110

Website Hosting 588 588 0

Advertising/
Promotion 0 350 350

Depreciation 3,524 3,524 0

Other Expense 195 7,200 7,005

Member Dues & 
Seminar Fees 710 667 –43

Credit Card 
Processing Fees 562 479 –83

Outside Services 1,712 2,000 288

Donations to AND 
Foundation 0 500 500

Honorariums & 
Awards 6,200 7,000 800

Audio Visual 
Services 332 100 –232

Food Service 6,151 5,210 –941

Printing & 
Copying Services 220 275 55

Expenses Total 26,427 32,646 6,219

NET TOTAL 20,763 3,014 17,749

Reserve $73,551
Reserve Percentage (revenue 
divided by expense budget) 225%

RDPG BUDGET FOR 2017-2018 

Annual 
Budget ($)

Revenue Membership Dues 21,790

Grants/Contracts 15,600

Revenue Total 37,390

Expenses Lodging 1,271

Subsistence 429

Transportation 550

Professional/Consulting 1,670

Postage 150

Teleconferences 320

Website Hosting 588

Advertising/Promotion 285

Depreciation 3,524

Other Expense 7,200

Member Dues & Seminar Fees 192

Credit Card Processing Fees 326

Outside Services 1,800

Donations to AND Foundation 700

Honorariums & Awards 14,500

Audio Visual Services 200

Food Service 6,600

Printing & Copying Services 210

Expenses Total 40,515

NET TOTAL –3,125

Reserve $100,083
Reserve Percentage (reserve divided 
by expense budget)

247%
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RDPG Member Spotlight:
Judith Rodriguez, PhD, RDN

Could you please summarize your 
current research for us?

Currently, I am working with several 
faculty in the Department of Nutrition 
as well as in the university’s College of 
Education and Human Services teaching 
mathematics and statistics to analyze 
food and nutrition intake data from the 
local middle and high school Youth Risk 
Behavior Survey (YRBS). In the past, my 
research has been mostly translational 
or applied, that is, the evaluation of com-
munity based programs related to nutri-
tion education especially for at-risk or 
under-served populations.

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

What got me interested in my current 
research was that in my experience as 
Chairperson, I saw a need to unite both 
tenured and non-tenured faculty on a 
team project which would expand their 
networks of collaboration. It has been 
very rewarding to see us all come togeth-
er on this work.

What advice would you give to a young 
researcher for developing a successful 
line of research?

First, make sure the research you select 
is aligned with what you like to do; natu-
ral questions will “flow” from the work 
you are doing. Anytime you are work-
ing or reading professional literature 
and you ponder a research concept, get 
an, “I wonder if…(X) and (Y)…” you are 
opening the door for a research project. 
Second, find others who are interested 
in the same or similar things and estab-
lish collaborations or joint work teams. 
Last, create templates or” boiler plate” 
narratives for yourself that can help you 
with all the standard types of questions 
you are likely to encounter in research or 

Judith Rodriguez, PhD, RDN, is the Chair-
person and Professor of the Department 
of Nutrition and Dietetics at the Univer-
sity of Florida in Jacksonville, FL. The 
department offers a Bachelor of Science 
(BS) in Nutrition, a combined Master of 
Science (MS)/Dietetic Internship, an on-
line MS in Nutrition, an Individualized Su-
pervised Practice Pathway, and a Doctor-
ate in Clinical Nutrition. The Department 
is a designated Flagship and Community-
based Transformational Learning Pro-
gram. Dr. Rodriguez’ responsibilities in-
clude administration, teaching, research 
and service. Some of you may recognize 
Dr. Rodriguez as a former president of 
the Academy of Nutrition and Dietetics 
(2010-2011). Please read below to learn 
about her distinguished career.

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

I received a BS in nutrition and dietetics 
and Master of Arts also in nutrition and 
dietetics or in another major from New 
York University, completed a dietetic 
internship at Beth Israel Hospital, and a 
PhD in cultural anthropology at Rutgers 
University. After defending my doctor-
ate, I had a series of jobs: clinical dietitian, 
Cooperative Extension Agent for the 
Expanded Food, Nutrition and Education 
Program with emphasis on youth pro-
gramming , and for the Women Infants 
and Children program (WIC). In addition I 
had numerous consulting jobs in the na-
tional Hispanic Health and Nutrition Ex-
amination Survey (HHANES), early child 
care, home health, and Job Corps Food 
Service training, industry, school “bridge 
programs”, continuing education, and 
university adjunct teaching as well as col-
lege advising. All these jobs and experi-
ences eventually led me to a position as 
full-time faculty.

grant applications. This step will save you 
from re-inventing the wheel every time 
you need the information.

What are your career goals?

My career goal at this stage is to be a re-
search facilitator and mentor. I am “wind-
ing down” professionally, so to speak, 
hoping to retire in a couple of years. So I 
want to help junior faculty develop strong 
research agendas. Mentoring is very 
rewarding to perpetuate or extend your 
own work and watch it develop based on 
the interests and passions of others.

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

Affiliation with the Academy has been 
a major life changer. The lessons have 
been innumerable ranging from bet-
ter understanding of the big picture of 
food and nutrition to the key role that 
research plays in both the science and 
profession; second, making numerous 
contacts and friends has broadened my 
knowledge of the range of practice ar-
eas, their contributions, needs, and the 
training needed to practice in alternative 
areas; and third, the opportunity to serve 
has been a key contributor to the devel-
opment of my leadership, collaborative, 
and consensus-building skills. I use these 
every day in small or large ways. 

If someone were to ask you to explain 
why research is important to the field 
of dietetics, what would you say? 

Eating is something we all do every day, 
multiple times a day, and it is the first and 
most important line of defense for health 
promotion. Thus, it is imperative we 
conduct both basic nutrition and applied 
or translational research so we can effec-
tively apply evidence for maximal use of 
dietetic and nutrition interventions and 
practice.
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RDPG Student Spotlight:
Margaret-Claire Chenault, MS
Degree pursuing: PhD in Nutrition Sciences

University: Drexel University

Research area(s) of interest: Community and Public Health Nutrition and Disease Prevention

role that nature-relatedness and support 
for local and sustainable agricultural 
systems may have on food choice and if 
these variables are modifiable through 
intervention.  

As a student, I try to take advantage of 
every opportunity I can. My favorite ex-
periences so far are traveling to Tajikistan 
to conduct research on Maternal, Infant, 
and Young Child Nutrition and learning 
how to operate and interpret a Function-
al Near Infrared (fNIR) neuroimaging tool.

3. What are your plans for the future 
(e.g. academia, government, industry, 
etc.)? 

There are too many amazing opportuni-
ties to say for certain. I love the idea of 
becoming a Professor and having the 
opportunity to mentor students, but I 
can see myself at a non-governmental 
organization working on food access or 
in industry developing health communi-
cations. I am positive that I will be able to 
find meaningful work in any case! 

4. List any published work if applicable. 
Authors listed first, journals italicized

Referenced Articles
Milliron BJ, Vitolins MZ, Gamble E, Jones 
R, Chenault MC, Tooze JA. A Process 
Evaluation of a Community Garden at 

1. Describe your path (education, work 
experience, etc.) that led you to pursue 
a degree in nutrition and/or nutrition 
research. 

After receiving my BS in biology, I de-
cided to pursue training to become a 
Registered Dietitian. I knew I wanted a 
career in healthcare, but it was during an 
extended volunteer experience at Tar-
rant Area Food Bank in Ft. Worth, Texas I 
found dietetics best represents my pas-
sions and values. 

With that, I started my Master’s in Hu-
man Nutrition at Drexel University with 
the goal of becoming a dietitian. My 
path was slightly altered when I began 
working with Dr. Brandy-Joe Milliron as 
a Research Assistant in her Community 
Nutrition Laboratory. I found I enjoyed 
the creativity and rigor of the research 
process and so I opted to stay at Drexel 
to complete my PhD.

2. What did or is your graduate work fo-
cused on? Discuss your area of research 
or practice, dissertation or thesis topic, 
etc. Describe 1-2 highlights of your re-
search career thus far.

Currently, my research focuses on how 
the built environment affects preventive 
health knowledge, beliefs, and behav-
iors. I am specifically interested in the 

an Urban Outpatient Clinic. J Commu-
nity Health. 2016 Nov 29. PubMed PMID: 
27900514.

Book Chapters
Milliron BJ, Chenault MC, Dychtwald 
D. Intervening to change the public’s 
eating behavior. Chapter in Nutrition in 
Public Health. Edelstein S (ed). 2016.

Presentations
Chenault MC, Lanza L, Aljahdali A, Volpe 
SL, Muniz J. The Effect of Frozen Storage 
Method on Sulforaphane Content in 
Kale. Poster session to be presented at 
Experimental Biology, Chicago, IL. 2016. 
(Submitted)

5. What advice would you give to other 
students wanting to pursue research? 

Seek out new opportunities and experi-
ences constantly! Take advantage of we-
binars like you would podcasts. Attend 
not only your department’s seminars 
but those in related disciplines on cam-
pus as well. Through these, you’ll learn 
about the latest research and discover 
what your specific interests are. Seek out 
meaningful involvement outside of your 
department. Your local Academy chap-
ters and Practice Groups are good places 
to start, but so are non-profits, co-ops, 
and neighborhood associations.

Interested in being interviewed for the Student Spotlight? 

Email Rachel Paul at rachel.paul@tc.columbia.edu or Claire 
Chenault at margaret-claire.chenault@drexel.edu.

mailto:rachel.paul@tc.columbia.edu
mailto:margaret.chenault@swbell.net
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A Tribute:
Samantha Ramsay, PhD, RDN, LD, FAND 
(1976-2017)
Written by Barbara Gordon, RDN, LD, on behalf of Sam's abundant colleagues and friends

· In Africa, Dr. Ramsay and her team 
interviewed nurses about their knowl-
edge of nutrition and feeding young 
children. A precipitating theme from 
this small, qualitative study (n=41) was 
a knowledge gap regarding the feed-
ing needs of children ages 2-5 years. 
Specifically, participants reported lim-
ited knowledge of nutrition and child 
feeding after the introduction of solid 
foods and a lack of child feeding infor-
mation for children 2-5 in international 
health recommendations.

· Research findings on mothers from 
the KEEA District of Ghana highlighted 
misconceptions about food and 
health, specifically around comple-
mentary feeding practices (transition 
from breast milk to family food). This 
research provided evidence to support 
the need for nutrition education to im-
prove Ghanaian mothers’ complemen-
tary feeding practices. Furthermore, 
the opportunity to partner with health 
facilities and community outreach 
programs to host educational sessions 
emerged.

· Among Saudi mothers residing in the 
US, Dr. Ramsay discovered a tendency 
to restrict foods from young children 
(aged 2-6), even if there were no con-
cerns about a child’s weight. These 
findings revealed a gap in understand-
ing among Saudi mothers about nutri-
tion and feeding practices. 

· Dr. Ramsay’s work in Mexico sought to 
identify factors supportive and unsup-
portive of a healthy weight in families 
with young children (2-5 years). To learn 
more, read this issue’s lead article.

On July 30, 2017, Samantha Ramsay, an 
associate professor of food and nutrition 
at the University of Idaho, was killed in a 
sudden lightning strike while climbing in 
the Swiss Alps.  Dr. Ramsay was a mem-
ber of the Academy of Nutrition and Di-
etetics for 17 years; she was also actively 
involved with the Research DPG. 

“Shortly after joining the Research DPG, 
I was looking for a mentor who under-
stood the complexities of conducting re-
search at a teaching-focused institution. 
That’s how I was introduced to Saman-
tha Ramsay, a globetrotting researcher 
who had uniquely mastered work-life 
balance,” recalled Dr. Mary-Jon Ludy, as-
sociate professor of food and nutrition 
at Bowling Green State University. “Over 
the next few years, we traded stories 
about our faculty positions. We served 
together on the Research DPG nominat-
ing committee. We lobbied together on 
Capitol Hill.”

Dr. Ramsay was an avid mountain climb-
er. Her trek up the nearly 15,000-foot 
Matterhorn was in loving memory of her 
husband, former Seattle Mariners pitcher 
Rob Ramsay, who died a year earlier fol-
lowing a lengthy battle with brain can-
cer. The mother of two young sons (9 and 
12 years), Dr. Ramsay adored her children 
and instilled her sense of adventure into 
them. Last January, the older boy joined 
her on a five-day hike to Machu Picchu, 
the Incan citadel set high in the Andes 
Mountains in Peru.

Enhancing Our Understanding about 
Global Child Feeding Practices 

Dr. Ramsay’s research interests spanned 
parental feeding conventions, nutrients 
for children, child eating behaviors, and 
international mealtimes. Recent research 
broadened our understanding about 
child feeding practices and offered ac-
tionable steps for improving the nutrition-
al status of children around the world:

Also noteworthy was Dr. Ramsay’s re-
search with children on wheat (hard 
red and hard white varietals), lentils, 
and trout. Families often infrequently 
consume these nutrient-dense foods 
because of lack of familiarity. Dr. Ramsay 
and her team evaluated the impact of 
repeated exposure to these foods on the 
degree of liking and frequency of intake. 
They found that by serving these items 
more frequently, recognition improved 
and, as children became used to these 
products, their liking and intake of them 
also increased. Furthermore, by pairing 
these foods with Child Centered Nutri-
tion Phrases, age-appropriate terminolo-
gy about what the foods do for the body, 
the children were taught why it is impor-
tant to eat these foodstuffs. Findings, 
which were presented at the Society of 
Nutrition Education and Behavior 2017 
Annual Conference, support the benefits 
of repeated taste exposure when intro-
ducing new foods to children.

Motivating Students and Colleagues to 
Ascend to New Heights

After receiving her PhD from University 
of Idaho in 2010, Dr. Ramsay joined the 
faculty as an assistant professor. For the 
five years prior, while a doctoral student, 
she worked as an instructor, researcher, 
and preceptor at the University. 

Dr. Ramsay taught nutrition and dietetic 
students in the areas of life cycle nutrition, 
child nutrition, nutrition education, and 
sports nutrition. She was also the former 
Director of the Coordinated Program in 
Dietetics for the university. In these roles, 
she infused in all her pupils the concept 
that the world was their classroom. “She 

A Go Fund Me site has been established to help support   
Samantha and Rob’s children: www.gofundme.com/47zev9k
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took students with her all over the world,” 
close friend and colleague at the Univer-
sity of Idaho, Dr. SeAnne Safaii-Waite told 
Idaho KTBV News. “She’s leaving behind 
these students and their research, and 
so she’s been like a seed for them and 
instilled this knowledge and I think they’ll 
go on to do great things.” 

Dr. Ramsay’s significant contributions did 
not go unnoticed by the broader dietetic 
and public health communities. “Everyone 
who crossed her path experienced her 
magnetism, passion, and inspiration – the 
ripple effect will be felt in our profession 
for many years to come,” said Dr. Ludy.

In her relatively short career, Dr. Ramsay 
published 20 refereed manuscripts and 
24 abstracts. In addition, she presented 
at 38 professional meetings held in inter-
national, national and regional venues. 
Recent honors and awards included:

· Board of Editors, Journal of Nutrition 
Education and Behavior, Society for 
Nutrition Education and Behavior: 2017.

· Area 1 Outstanding Dietetic Educator 
Award for a Coordinated Program in 
Dietetics, Accreditation Council for the 
Education of Nutrition and Dietetics 
(ACEND): 2016.

· Leadership Idaho Agriculture Class 35. 
Twin Falls, ID: Jan 5-10, 2015.

· Emerging Dietetics Leader Award, 
Academy of Nutrition and Dietetics: 
2014.

· President, Idaho Academy of Nutrition 
and Dietetics: 2014.

Before her death, Dr. Ramsay coau-
thored and submitted this issue’s lead 
article, The Obesogenic Environment in 
Guadalajara, Mexico: Using the Nutri-
tional Socioecological Model to Identity 
Supportive and Unsupportive Factors 
Influencing Child Weight. Please take a 
moment to read this article—in addition 
to the valuable research findings, you’ll 
discover her passion for improving the 
lives of children, mentoring promising 
novice researchers, and offering practical 
solutions to global health problems. 

Samantha Ramsay will be missed. Not 
one to rest in peace, she’s most likely 
free climbing mountaintops in the great 
beyond.

RECENT CONTRIBUTIONS TO THE FIELD

P u b l i c a t i o n s

Davis JN, Brown H, Ramsay SA. Gaps in international nutrition and 
child feeding guidelines: a look at the nutrition and young child feeding 
education of Ghanaian nurses. Public Health Nutr. 2017 May 24:1-10. 

Ramsay SA, Rudley M, Tonnemaker LE, Price WJ. A Comparison of col-
lege students' reported fruit and vegetable liking and intake from child-
hood to adulthood. J Am Coll Nutr. 2017 Jan;36(1):28-37.

Ramsay SA, Shriver LH, Taylor CA. Variety of fruit and vegetables is 
related to preschoolers' overall diet quality. Prev Med Rep. 2016 Dec 
7;5:112-117. eCollection 2017 Mar.

A b s t r a c t s 

Worden S, Keeney L, Smith B, Tsao L, Ramsay S. Taste preferences of 
whole grain bread and tortilla products in young children: a compari-
son of hard white wheat versus hard red wheat. 2016 Sep.            J Nutr 
Diet, 116(9): A32.

Ramsay SA, Bloch TD, Marriage BJ, Spees CK, Shriver LH, Taylor CA. 
Skipping breakfast Is associated with lower diet quality in 2-5 year old 
children. J Nutr Diet. 2015 Sep;115(9): A80.

Linja SM, Kamp KD, Long EM, Ramsay SA, Sykes MC, Vance RR. State 
diet manual for long-term, intermediate, and assisted living facilities: 
user survey provides guidance for the 11th edition and helps create a 
marketing plan. J Nutr Diet. 2015 Sep; 115(9): A36.

P r e s e n t a t i o n s

Davis JN, Ramsay S. Use of the Socioecological Model to Identify Fac-
tors of an Obesogenic Environment in Families with Young Children in 
Mexico [oral abstract]. Society for Nutrition Education and Behavior 
Annual Conference Washington, DC. July 22, 2017.

Ramsay S. How to Eat. TEDxUIdaho. Moscow, ID. Aug 23, 2016.

Bilderback B, Ramsay S. “Dancing Hands, Drumming Feet, and Soar-
ing Spirits: The Musical, Nutritional, and Festival Practices Defining 
Ghana's Homowo Festival,” Malcolm M. Renfrew Interdisciplinary Col-
loquium. Moscow, ID. Jan 20, 2015.
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Bilderback B, Ramsay S. “Dancing Hands, Drumming Feet, and Soaring 
Spirits: The Musical, Nutritional, and Festival Practices Defining Ghana’s Ho-
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Jane Stuart Woolsey (1830-1891) was 
the second oldest of four sisters who 
joined the ranks of civilian volunteers 
serving sick and wounded soldiers dur-
ing the American Civil War (1, p 3). In 
1863, she joined her sister Georgianna 
in serving at Portsmouth Grove General 
Hospital as assistant superintendents to 
Katherine Wormeley when the latter was 
promoted to superintendent (2, pp 322, 
327). “With Wormeley and Georgianna 
as her mentors, Jane learned hospital 
management” (1, p 5). Later in 1863, she 
and her sister took on the supervised 
nursing, nutrition, and sanitary services 
at the Fairfax Seminary Hospital, opened 
on the grounds of a theological seminary 
near Alexandria, VA (1, p 6). The previous 
article in this series featured Georgianna 
Woolsey (3); the focus of the present 
article is on highlights of Jane Woolsey’s 
management of special diets for soldiers, 
as described in her memoir Hospital Days 
– Reminiscence of a Civil War Nurse (1). 

Jane and her sister stepped into a re-
markably supportive and well-supplied 
environment, compared to deplorable 
conditions in hospitals elsewhere at that 
time. Her sister Georgianna recalled, “ 
‘Jane and I found ourselves in absolute 
control of our own department, and 
most cordially sustained by the surgeon-
in-charge’ ”(1, p 6). In fact, Hospital Days 
was dedicated to Dr. David Page Smith, a 
surgeon in charge who believed strongly 
in special diets as primary care for sol-
diers under his care and entrusted its 
watchful management to Jane from fall 
of 1863 when she arrived, to the hospi-
tal’s closing in August, 1865 (1, p 10). Jane 
described the storeroom as generously 
stocked with items continuously donat-
ed by the US Sanitary Commission (1, p 

Pioneers in Professional Dietetics – Tenth in a Series:
Jane Stuart Woolsey: Managing Special Diets in the Fairfax 
Seminary Hospital
Submitted by Danielle M Torisky, PhD, RDN
Associate Professor, Dietetics Program, James Madison University, Harrisonburg, VA

20) and also had US government rations 
available for requisition. Among Jane’s 
primary responsibilities as Superinten-
dent of Nurses was to make sure that 
“the Special Diet was everything it ought 
to be” (1, p 21). Dr. Smith gave her com-
plete authority to report to him any irreg-
ularities in this “serious business” (1, p 21). 
She quoted him as saying, “‘Observe…
continually; your observation is worth 
more than my theory’” (1, pp 21-22). Jane 
agreed with the surgeon’s diet therapy 
principles. Rather than a one-size-fits-all 
approach, he insisted that keeping diet 
prescriptions least restrictive as possible, 
aligned with individual preferences and 
tolerance (and per medical condition), 
was best for patient compliance, com-
fort, and recovery. He also advocated 
change and variety to avoid monotony 
and loss of interest in eating. The memoir 
has numerous examples of patient diet 
orders – one of these follows: “Private C. 
(Chronic diarrhoea [sic].) Grated flour por-

ridge, lemonade, oyster soup, oatmeal 
gruel and peppermint tea” (1, p 22).

Documentation of severe and compli-
cated cases was also expected – progress 
on dietary tolerance, progression, and 
improvement was noted especially for 
such individuals. For example – in her 
“shabby little yellow notebook” – she 
wrote, “‘Cushing complains of the steak; 
it is too rare… Jeffries wants more sea-
soning in his soup…’” (1, p 31). She was 
responsible for tracking all movement 
of food and supplies; the latter were “…
estimated, and amounts entered into the 
store-room book” (1, p 28). The special 
diet system consisted of six stages: 

1. “Diet Table” (1, p 24) – a chart created 
by the Surgeon in Charge [Dr. Smith], 
listing all of the prescriptions.

2.  “The Ward Diet blank, or Return, in 
which every man’s needs for the day 
are entered under his name and num-
ber” (1, p 25).

3. “The Ward Returns aggregated by the 
Superintendent [Jane] on one blank for 
the kitchen”(1, p 25).

4. The above resulted in a requisition for 
precise quantity of food needed, given 
to the commissary steward. (ex: milk 
350 quarts, beef 130 pounds, etc).

5. Commissary report of “all raw mate-
rial received, issued, and remaining on 
hand in the commissary storehouse” (1, 
p 26).

6. Purchase order for local vendors which 
could not be supplied by the “commis-
sary or medical purveyor” – this had to 
be signed by Dr. Smith (1, p 26).

Jane valued her rapport with hospital 
staff as critical to success. “Two chief 

Image: thecivilwarproject.com

Jane Stuart Woolsey
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conditions of efficiency in the special 
diet service are a good central kitchen 
and rapid communication with all parts 
of the Hospital… Every dish is inspected 
or tasted” (1, p 29). The kitchen was 
well served by a chief cook whom Jane 
described as dedicated and diligent in 
following prescribed diets – and who 
took pride in the job. Recipes were stan-
dardized (“regulation”) or modified with 
clear instructions posted. Cleanliness was 
essential, and the kitchen’s ware-washer 
was thorough in his “tin-scouring” (1, 
p 29). Glass bottles returning from the 
wards which contained medicinal-
nutritional liquids for each patient would 
be washed before re-filling – and were 
carefully “corked and re-labelled with 
adhesive label with [patient] name and 
number”(1, p 28). 

Jane’s position demanded accountabil-
ity. While he conceded that no system 
was foolproof, Dr. Smith advised: “‘Ex-
ternal vigilance is the price of special 
diet. Inspect without ceasing’” (1, p 
27). Thus copies of all documents were 
cross-checked regularly to reinforce 
honesty and prevent fraud. She and her 

staff readily embraced hospital ethics 
of responsibility and compassion for 
patients. The detailed examples pro-
vided throughout Hospital Days appear 
to support a successful outcome for the 
painstaking process developed by the 
Woolsey sisters and their staff. The gen-
eral SOP also reflects basic principles of 
present-day hospital food service. 

RDNs interested in reading more detail 
are referred to the following chapters: 
“Gifts to Soldiers” (pp 44-52) details spe-
cific foods and other donations from the 
US Sanitary Commission. “In the Store 
Room” (pp 70-84) includes visits and 
requests from patients with personal sto-
ries; further human interest accounts – 
along with challenges of receiving large 
numbers of patients from ambulances 
and trains – are given in “In the Wards” 
(pp 85-98). More information on the Fair-
fax Seminary Hospital can be found at 
“Letters from Charley Goodyear” website 
(4). This site includes a link to the original 
full text of Hospital Days.

This author encourages RDPG members 
to utilize library and online resources 
available nationwide to further explore 

the history of care and commitment 
of our profession, as the Academy cel-
ebrates its centennial this year! 
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ABSTRACT 

Background: Polycystic ovary syndrome 
(PCOS) is a hormonal and metabolic 
disorder that affects many adolescent fe-
males in the United States. Weight gain is 
common among young women with this 
condition; therefore, a variety of weight 
management interventions have been 
proposed including lifestyle modifica-
tions and medication. 

Objective: The objective of this review 
was to determine the most efficacious 
lifestyle intervention (with or without 
medication) in reducing weight and/or 
body mass index (BMI) in adolescent girls 
with PCOS. 

Methods: Published studies were identi-
fied using PubMed, EBSCO and Google 
Scholar databases. All studies published 
in English from January 2010 to January 
2017 were included. After application of 
pre-determined inclusion and exclusion 
criteria, a total of 11 studies was included 
in this review.

Results: Mean weight loss/BMI reduction 
was observed in many of the studies, 
but specific lifestyle recommendations, 
as well as medication protocols, are still 
needed. Presently, researchers propose 
that weight management interventions 
be tailored to the specific symptoms 
experienced by each individual present-
ing with PCOS.

Conclusion: Although a combination of 
lifestyle intervention and medications, 
including oral contraceptives and insulin 
sensitizers, have been found to be help-

Student Article:  
Treating Polycystic Ovary Syndrome (PCOS) in Adolescence:  
A Review of the Literature

ful in aiding weight management in this 
population, additional studies of longer 
duration and larger sample sizes are 
needed to determine the best treatment 
protocol for adolescent females with 
PCOS.

INTRODUCTION

Polycystic ovary syndrome (PCOS) is an 
endocrine disorder that affects 5-10% 
of females in the United States.1 How-
ever, since diagnosis criteria continue 
to evolve, many individuals remain un-
diagnosed. Women with PCOS have an 
elevated amount of androgen hormones 
which can lead to various metabolic 
and hormonal abnormalities. Elevated 
androgen levels are associated with high 
free testosterone levels, and decreased 
sex hormone binding globulins, which 
in turn lead to abnormal menstruation.2 
Researchers are still investigating what 
causes PCOS, but the leading theory 
proposes that a genetic predisposition is 
triggered by environmental factors such 
as insufficient physical activity coupled 
with a diet rich in carbohydrates.2 While 
symptoms can vary, individuals with 
PCOS commonly accumulate excess 
body weight (predominately visceral 
fat), insulin resistance, amenorrhea 
or irregular menstrual cycles, infertil-
ity, and elevated circulating androgen 
levels,precipitating hirsutism, alopecia 
and acne.3 PCOS affects both adolescent 
and adult females. If not properly treat-
ed, it increases the risk for developing 
metabolic syndrome, type 2 diabetes, 
hypertension , and heart disease.3

Weight loss often improves symptoms 
and prevents the progression of PCOS 
and the ensuing co-morbidities.2 Re-
searchers state that “following a healthy 

lifestyle has been shown to reduce body 
weight [and] abdominal fat, reduce tes-
tosterone, improve insulin resistance, 
and decrease hirsutism in women with 
PCOS.”2 Therefore, weight management 
has become an important part of the 
treatment protocol. 

Oral contraceptives and metformin (Glu-
cophage®) are the most commonly used 
medications for this population because 
they target symptoms related to insulin 
sensitivity and have relatively few side 
effects.5 Birth control pills are prescribed 
to help reduce elevated androgen levels 
which in turn helps to regulate hormone 
levels and assist in restoring a normal 
menstrual cycle. Metformin has been 
shown to improve the body’s sensitivity 
to insulin which helps adolescents with 
PCOS manage insulin resistance. For 
some, metformin also reduces appetite, 
thereby encouraging weight loss. Ac-
cording to de Sousa et al,6 studies are still 
needed to determine the relationship of 
insulin resistance and hyperandrogenism 
in this population. Furthermore, since 
PCOS can be diagnosed during adoles-
cence, researchers have yet to determine 
the most effective dietary intervention 
for weight management (with or without 
the use of medication) in this age group. 

This review investigated the effects 
of diet and exercise, with or without 
medication, and weight management in 
females between 10 to 20 years of age 
with PCOS.

METHODS

Literature Search

Published studies were identified using 
PubMed, EBSCO, and Google Scholar 
databases.
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Search terms were established applying 
the PICOT format which indicates the 
Population, Intervention, Comparison, 
Outcome and Timeframe of the studies’ 
effectiveness regarding weight manage-
ment interventions and medication use 
in the treatment of PCOS among adoles-
cent girls. The PICOT statement devel-
oped for this review was, “What is the 
most efficacious lifestyle intervention 
(with or without medication use) on re-
duction in weight and/or body mass in-
dex (BMI) in adolescent girls with PCOS?”

The search terms utilized to identify 
studies included: polycystic ovary syn-
drome, polycystic ovarian syndrome, 
PCOS, Stein-Leventhal syndrome, hy-
perandrogenic chronic anovulation, 
functional ovarian, diet, lifestyle inter-

ventions, diet therapy, nutrition therapy, 
weight loss intervention, adolescent 
girls, teenager girls, teen girls, adolescent 
females, and pubertal females. All studies 
published in English from January 2010 to 
January 2017 were included (See Table 1).

Study Selection

After the initial search criteria were en-
tered into the databases, the titles and 
abstracts were reviewed to ensure that 
they met the established inclusion and 
exclusion criteria (See Table 1 for criteria). 
The study designs included in this search 
were: randomized controlled trials (RCTs), 
cohort studies, and case-controlled stud-
ies. Review articles were not included; 
however, they were referenced for back-
ground information and for comparison 
of outcomes in the discussion section as 

well as to cross reference or capture addi-
tional studies. The outcomes examined in 
this review were change in weight or BMI.

Articles needing further evaluation for 
inclusion in the review, based on title 
and abstract alone, were read in detail to 
assess eligibility. Studies were excluded 
if participants were diagnosed with pre-
diabetes or diabetes or if outcomes were 
beyond the scope of this review.

Data Extraction

Data from each manuscript was ex-
tracted and organized in a chart adapted 
from the Academy of Nutrition and Di-
etetics’ Evidence Analysis Library®.4 This 
table includes the study year, sample 
population, duration of study, study de-
sign, intervention type, major result find-
ings, and study quality (See Table 2).

Table 1: PICOT with Search Criteria and Terms.

PICOT Statement: 
“What is the most efficacious lifestyle intervention (with or without medication use) on reduction in weight and/or body mass in-
dex (BMI) in adolescent girls with PCOS?” 

POPULATION INTERVENTION
COMPARISON 

INTERVENTION
OUTCOMES TYPE OF STUDIES

Adolescent girls with 
PCOS

Lifestyle and 
medication use

No lifestyle or 
medication use

Reduction in weight, 
BMI

RCT’s, Cohort Studies, 
Case Control

 

CRITERIA INCLUSION EXCLUSION

Age 10-20 Less than 10 years of age, and 21 and over

Setting Outpatient, ambulatory Inpatient, acute care

Health Status Healthy adolescents with no 
existing co-morbidities (i.e.: dx of 
Type 2 DM)

Critically ill, diagnosis of another disease or condition, 
on any prescribed medications related to PCOS that my 
affect their weight (i.e., metformin) prior to the study.

Nutrition-Related Problem Medical diagnosis of PCOS Not having medical diagnosis of PCOS

Study Design RCTs, Cohort studies, Case Control Case Report

Sample Size At least 10 in each group Less than 10 in each group

Dropout Rate < 20% > 20%

Years 2010-2017 Prior to 2010, or after January 2017

Language Published in English Not Published in English
 

SEARCH TERMS

PCOS Diet Weight Adolescent Girls

Polycystic ovary syndrome Lifestyle interventions Reduction in weight Teen girls

Polycystic ovarian syndrome Nutrition education BMI Teenager girls

Stein-Leventhal syndrome Diet therapy Weight loss Adolescent females

Hyperandrogenic chronic anovulation Nutrition therapy Pubertal females

Functional ovarian hyper-androgenism Weight loss intervention

Weight loss program

Weight management
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Table 2: Data Extraction Results

STUDY, 
YEAR

SAMPLE, INTERVEN-
TION, DURATION

STUDY
DESIGN

INTERVENTION MAJOR FINDINGS
STUDY 

QUALITY

Al-Zubei-
di, 2015

n= 22, adolescent 
females with PCOS, 6 
months

Random-
ized con-
trolled trial

Compared Loestrin with life-
style counseling (diet and ex-
ercise) to metformin with same 
lifestyle guidance

Metformin group BMI (kg/m2) 
decreased from 33.7 to 31.9 
(p=0.004), and 33.4 to 32.6  in the 
Loestrin group (p=0.045)

Positive

Bredella, 
2013

n= 27, adolescent 
females with PCOS, 
10-14 months

Random-
ized con-
trolled trial

Evaluated metforrmin alone to 
metformin with oral contracep-
tive (estrogen-progesterone)

Metformin only group had a 
greater decrease of 1.6 in BMI 
(p<0.85)

Positive

El Maghra-
by, 2015

n= 119, adolescent 
females with PCOS, 2 
years

Random-
ized con-
trolled trial

Assessed metformin vs. oral 
contraceptive vs. placebo

At 24 months, metformin group 
had a 15 kg reduction in body 
weight (p<0.05) and a reduction 
of after-load insulin of 62 uIU/L 
(p<0.05)

Neutral

Geier, 
2012

n=110, adolescent fe-
males with PCOS.

Cohort 
study

Treatment with a dietitian and 
health psychologist

57% of patients lost an average 
of 3.5 kg

Neutral

Hoeger, 
2012

n=79, adolescent fe-
males with PCOS, 24 
weeks

Random-
ized con-
trolled trial

Compared lifestyle modifica-
tion, oral contraceptive and 
metformin with lifestyle modi-
fication and oral contraceptive

Both groups had a decrease in 
BMI (metformin 1.9, other 1.2; 
both p<0.01) 
Metformin group had a 4 cm 
reduction in waist circumference 
(p<0.05)

Positive

Ladson, 
2011

n= 22, adolescent 
females with PCOS, 6 
months

Random-
ized con-
trolled trial

Investigated lifestyle interven-
tion (hypocaloric diet and 
exercise) vs. metformin and 
lifestyle intervention

Metformin group had a ½-inch 
greater decrease in waist circum-
ference compared to lifestyle 
interventions alone (not signifi-
cant); no change in weight or BMI 
noted

Positive

Lass, 2011 n= 59, adolescent 
females with PCOS, 
1 year

Case-con-
trol study

Lifestyle modification program 
(nutrition education, eating 
behavior, counseling and ex-
ercise)

44% of girls (n=26) had a BMI 
reduction of 3.9 (p<0.001) and a 
0.63 reduction in their BMI SDS

Neutral

Nidhi, 
2013

n= 90, adolescent 
females with PCOS, 
12 weeks

Random-
ized con-
trolled trial

Evaluated yoga holistic module 
vs. non-yoga physical move-
ments; both groups also re-
ceived an hour of counseling

No change in weight or BMI was 
observed in either group

Positive

Ornstein, 
2011

n=24, adolescent 
females with PCOS, 3 
months

Random-
ized con-
trolled trial

Assessed low carbohydrate 
diet (20 gm/day) vs. hypoca-
loric  low fat diet (less than 40 
gm/day of fat); both interven-
tions included 30 minutes of 
aerobic exercise three times a 
week

Both groups had average weight 
loss of 6.5% (p<0.0001); average 
BMI decreased from 35.7 to 32.9

Neutral

Pkhaladze, 
2016

n= 61, adolescent 
females with PCOS, 3 
months

Random-
ized con-
trolled trial

Compared oral contraceptive 
(group I) vs. Inofolic MI (group 
II) vs. both (group III); all par-
ticipants were encouraged to 
reduce carbohydrate consump-
tion and increase exercise 

After 3 months, Group II had a 
reduction in BMI of 0.4 (p<0.05) 
and 1.2 kg reduction in weight 
(p<0.05); no significant changes 
noted in Groups I or III

Neutral

Tfayli, 
2011

n= 46, adolescent 
females with PCOS, 6 
months

Random-
ized con-
trolled trial

Evaluated drospirenone/ethi-
nyl estradiol vs. rosiglitazone

Drospirenone group average 
weight loss of 0.6 kg (not signifi-
cant), and a decrease in BMI of 
0.1 (not significant); rosiglitazone 
group—no changes

Positive
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Articles’ Critical Appraisal

All articles included in this review were 
assessed using the Quality Criteria 
Checklist (QCC) published by the Acad-
emy of Nutrition and Dietetics (the Acad-
emy).7 The QCC helps to assess various 
components of each article, including 
relevance of interventions and out-
comes, validity of the research protocol, 
study design and methods, and potential 
funding bias. Once each of the questions 
was addressed, the article was assessed 
as either positive, negative, or neutral 
based upon the QCC guidelines. Critique 
results are documented in Table 2.

RESULTS

The initial search yielded 178 articles 
which were evaluated for inclusion based 
upon title and abstract. Subsequently, 
36 articles underwent full text review. 
Twenty-five articles were omitted due 
to exclusion criteria, leaving 11 articles 
for inclusion in this paper (see Figure 1). 
RCTs, cohort studies, and case controlled 
studies were included. The majority of 
the studies were conducted at outpa-
tient medical care centers. Sample sizes 
ranged from 22 to 119 participants, 
and study durations ranged from three 
months to two years. The age range of 
the subjects included in this review was 
10 to 20 years of age.

Seven of the 11 studies were completed 
in the United States. 8,11,12,15,16,17,18 The re-
maining four studies were completed 
in foreign countries including: Egypt,13 
Georgia,14 India,9 and Germany.10 

PCOS and Lifestyle Interventions 

Three studies, two RCTs and one case 
controlled study, examined the effect 
of lifestyle interventions in adolescents 

with PCOS8-10. All three studies examined 
change in weight and BMI of the partici-
pants. Ornstein et al8 completed a diet 
intervention RCT with a sample size of 
24 participants. At the end of this three-
month long study, participants in both 
the low carbohydrate diet (20 grams per 
day) and the hypocaloric, low-fat diet (40 
grams per day) groups had an average 
6.5% reduction from starting weight and 
an average BMI (kg/m2) decrease from 
35.7 to 32.9. Nidhi et al9 completed a 
RCT intervention study that investigated 
physical activity alone in 90 subjects 
and compared the results of a twelve-
week long exercise group with a yoga 
group; however, researchers reported no 
change in weight or BMI in either group. 
Lass et al10 completed a diet and exercise 
case control study with 59 subjects and 
found a statistically significant (p<0.001) 
reduction in BMI (3.9 kg/m2 decrease) 
after participation in a one-year program 
of nutrition education, behavioral modi-
fication, and exercise. 

Overall, a limited number of studies 
examined lifestyle interventions in ado-
lescents with PCOS. One study examined 
only exercise as an intervention without 
a diet component.9 The results from two 
of the three studies demonstrated that a 
lifestyle intervention may be beneficial in 
weight management in this population.

PCOS and Medication Use

Three randomized control trials exam-
ined the effect of medication use on 
body weight in adolescents with PCOS. 
11-13 Two of the three studies examined 
the effects of insulin sensitizers and oral 
contraceptives. 

Bredella et al. 11 compared treatment of 
metformin alone to a combination of 

metformin and oral contraceptive. After 
14-months, the metformin group expe-
rienced a 1.6 decrease in BMI reading 
while the combination group had a 0.6 
decrease. El Maghraby et al13 compared 
treatment with metformin alone, oral 
contraceptive alone and a control group 
who did not receive treatment. Results 
reported by El Maghraby et al13 were 
similar: compared to a control group 
and after two years’ time, the metformin 
group experienced a 15-pound reduc-
tion in weight while the oral contracep-
tive group experienced a statistically 
insignificant, yet considerable, seven-
pound weight gain. It should be noted 
that El Maghraby et al did not examine 
the effects of a combined treatment of 
metformin with oral contraceptives.

Ttayli et al12 examined the effects of the 
antidiabetic drug rosiglitazone (Avandia®) 
compared to the oral contraceptive ethi-
nyl estradiol (Yasmin®). Over a six-month 
period, insulin sensitivity increased with 
Avandia in 46 adolescents with PCOS, 
but no significant changes were found in 
weight, BMI, BMI percentile, or waist cir-
cumference. The researchers suggested 
there may have been a greater improve-
ment in outcomes if the study had been 
of a longer duration.

PCOS—Lifestyle Intervention and 
Medication Use

Five articles, four RCTs 14,16,17,18 and one 
cohort study,15 examined lifestyle modi-
fications combined with medication in 
adolescents with PCOS. Research sup-
ports the use of lifestyle modifications as 
well as medication use in the treatment 
regimen to manage symptoms in this 
population1 which has led researchers to 
investigate if a combination of both life-
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style modification and medication may 
optimize symptom improvement in this 
population.

In a RCT, 14 Pkhaladze, Barbakadze and 
Kvashilava examined the effects of life-
style interventions in conjunction with 
an oral contraceptive and myo-inositol, 
also known as MI. MI is an insulin-sensi-
tizing medication that has been shown 
to improve the signaling of insulin in 
women with PCOS. A link between a de-
ficiency of MI and insulin resistance has 
been found in women with PCOS.14 The 
researchers state that a deficiency of MI 
has been identified in women with PCOS 
and that supplementation may help 
improve insulin sensitivity.14 Research-
ers investigated if MI would have similar 
effects in adolescents with PCOS. All 61 
participants were instructed on moder-
ate exercise and decreased carbohydrate 
intake. Individuals were then random-
ized into the oral contraceptive group, MI 
group, or combination of oral contracep-
tive and MI group. After the three-month 
intervention, participants in the MI group 
experienced a 0.4 decrease in BMI.14

A retrospective chart review by Geier, 
Bekx and Connor15 examined the effects 
of a multidisciplinary health team ap-
proach using medication, exercise, and 
diet therapy for the treatment of 110 ad-
olescents with PCOS. Researchers found 
that 57% of the patients who attended 
a four-month follow-up with a dietitian 
and a physician had an average weight 
loss of 3.5 kg; 12.6% did not experience 
any statistically significant weight gain.15 
Although specific diet therapies and mo-
tivational interviewing techniques were 
not discussed, 34 of the patients (30%) 
were prescribed metformin which may 
have aided in weight loss. The authors 

concluded that a multidisciplinary team 
of health professionals coupled with 
physical activity and motivational inter-
viewing may be the best approach for 
treating adolescents with PCOS. 

A randomized double-blind study by 
Ladson et al16 examined the effects of 
lifestyle therapy and metformin on 22 
adolescents diagnosed with PCOS. All 
participants were placed on a 500-kilo-
calorie deficit diet with 150 minutes of 
exercise each week for six months. The 
article reports supervised cardiovascular 
exercise using the stair stepper, station-
ary bike, elliptical machine, treadmill or 
dancing to music.16 Participants were 
then randomized into either a metformin 
group (maximum dose 2,000 mg a day) 
or placebo group. After the six-month in-
tervention period, no changes in weight 

or BMI were observed in either group. 
The authors attributed the lack of results 
to the small samples size.

The final two studies were RCTs that 
examined the effect of lifestyle interven-
tions, oral contraceptives and metformin 
in adolescents with PCOS. A 24-week 
study by Hoeger et al 17 randomized 36 
participants into the placebo group, the 
metformin group, the oral contracep-
tive group, or the lifestyle management 
group. Researchers did not observe any 
statistically significant changes in weight, 
BMI, or waist circumference among any 
of the groups. However, in the other RCT 
after six months, all 22 participants who 
received diet and exercise counseling 
plus either metformin or oral contracep-
tive had a statistically significant reduc-
tion in weight (p=0.004). The metformin 

Figure 1: Article selection chart

Articles identified through Medline, 
Google Scholar and PubMed 

databases: n=178

Articles screened based on abstract

n = 55

Full text articles screened for eligibility

n = 36

Articles excluded based on  
title or duplication:

n = 123

Articles excluded based on  
inclusion/exclusion criteria:

n = 25

Articles excluded based on outcome 
measures not meeting inclusion criteria: 

n = 19

Studies included in review 

n = 11
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group and the oral contraceptive group 
had a 1.8 and 0.8 kg/m2 reduction in BMI, 
respectively (p=0.045).18 Overall, while 
some improvements in weight were 
noted in the studies, most of the studies 
reported limitations due to small sample 
sizes and poor compliance with lifestyle 
interventions.

DISCUSSION

This review evaluated eleven studies 
examining various weight management 
interventions in ameliorating symptoms 
of PCOS in adolescents, including life-
style (nutrition education, dietary modi-
fications, exercise) and medications that 
treat hyperandrogenism, irregular or lack 
of menstruation, and insulin resistance. 
Unfortunately, the most effective treat-
ment for PCOS in adolescents remains 
inconclusive. The difficulties in assessing 
and treating the adolescent population 
with PCOS continues primarily because 
the complex hormonal and metabolic 
abnormalities that are associated with 
the syndrome are not fully understood 
.5 In addition, the onset of puberty and 
the growth and development that occurs 
both physically and socially during ado-
lescence makes the evaluation of efficacy 
of treatment outcomes for PCOS difficult 
to assess. 

Lifestyle modifications, including diet 
and exercise, are thought to be the main 
weight management interventions in 
this population. Baldauff and Arslanian19 
state that adolescents who achieve 
weight loss see an improvement in their 
androgen and insulin levels as well as 
improvement in PCOS symptoms. Eight 
of the eleven studies examined the ef-
fects of lifestyle modifications with or 
without medication use,8-10,14-18 with 

three of the eight examining lifestyle 
modifications alone.8-10 Two of the three 
lifestyle modification studies reported 
statistically significant improvements in 
the participants’ weight. In the remaining 
studies, the effectiveness of the lifestyle 
modifications is unclear because medica-
tion was used concurrently in the study 
groups. 

Many researchers believe that using an 
insulin-sensitizing medication may help 
improve insulin resistance, thereby pro-
moting weight loss.2 Eight of the eleven 

studies examined the use of insulin-
sensitizing medications11-18 with six ex-
amining the effects of metformin,11,13,15-18 
one examining the effects of Avandia12, 
and one examining the effects of MI.14 Of 
the six studies that evaluated metformin 
as part of the intervention, only three 
reported statistically significant findings 
in weight change from baseline.13,17,18 In 
addition, these results cannot be gener-
alized to the entire population of adoles-
cents with PCOS due to the small sample 
sizes. 

The two studies that examined alterna-
tive insulin-sensitizing medications such 
as Avandia and MI did not yield promis-
ing results.12,14 Although a decrease of 0.4 
in BMI in the MI group was observed, the 
effectiveness of MI in promoting long 
term weight loss in adolescents with 
PCOS remains unsubstantiated due to 
the small sample size.14 Furthermore, no 
changes in weight or other statistically 
noteworthy results were observed with 
Avandia.12

Six studies examined the effects of oral 
contraceptives on weight management 
in adolescents with PCOS.11-14,17,18 All 
examined the effects on weight man-

agement in combination with insulin-
sensitizing medication. Three of the stud-
ies noted small weight improvements in 
the oral contraceptive group (without 
the addition of an insulin-sensitizing 
medication).12,14,18 Oral contraceptives, 
therefore, appear to be more useful in 
regulating hormones and menstruation 
than in promoting weight loss. Research-
ers note that physicians should be careful 
when treating adolescents with a BMI of 
≥30 because there is an increased risk of 
weight gain associated with use of oral 
contraceptives.20

While some of the studies that exam-
ined the effects of medication in the 
treatment of adolescents with PCOS 
showed mild weight reduction, none of 
the studies was able to provide recom-
mendations for specific medications and 
dosages, and most of the studies con-
cluded that there was a need for further 
research. Insulin- sensitizing medications 
and oral contraceptives both play a 
prominent role in regulating hormones, 
regularity of menstruation, and increas-
ing insulin sensitivity, but no single rec-
ommendation emerges at this time due 
to the complex nature of PCOS, and the 
questions in treatment efficacy remain.

There is a need for additional exami-
nation of the effectiveness of various 
interventions to guide healthcare pro-
viders who manage adolescents with 
PCOS. Research with larger sample sizes 
is needed to obtain results that may be 
generalizable to the greater population 
of adolescents with PCOS. The consensus 
of the studies in this review is that each 
individual patient should be assessed 
and treated based upon present symp-
toms. Clinical experience suggests that 
a combination of lifestyle modifications 
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and medication is the most effective 
treatment; however, this review does not 
support that therapeutic intervention. 
Regulation of menstruation appears to 
be one of the main goals of treatment, 
and the addition of an insulin- sensitizing 
medication often mitigates the weight 
gain that may result from oral contracep-
tive use. Lifestyle modifications have 
been shown to be effective although 
results are limited. Low adherence to 
diet and exercise interventions in the 
adolescent population makes it difficult 
to assess weight management outcomes 
in PCOS.5

Ultimately, addressing insulin sensitivity 
in this group would be a first line treat-
ment goal. In an original study by Flan-
nery et al,20 researchers noted that insu-
lin resistance was seen in 66 out of 100 
adolescents with PCOS regardless of BMI 
status. Researchers stated that fasting 
insulin should be assessed on all adoles-
cents with PCOS as it may be “one of the 
earliest biochemical manifestations of 
PCOS-mediated metabolic dysfunction, 
occurring regardless of weight.” 20 Dietary 
modifications and exercise may not be 
enough to ameliorate the cascading ef-
fect that insulin resistance has on weight 
gain in this population. The manage-
ment of medication only in adolescents 
with PCOS still needs to be investigated 
to determine which one is optimal for 
improving insulin sensitivity, supporting 
a healthy weight status, and minimizing 
symptoms. 

CONCLUSION

The data and researchers’ conclusions 
assessed in this review indicate that addi-
tional studies with larger sample sizes are 
needed to better assess which weight 
management interventions and medica-
tion regimens are the most beneficial in 
promoting weight loss in adolescents 
with PCOS. Combined interventions in-
cluding diet and exercise coupled with 
oral contraceptive and insulin sensitizing 
medication seem to have the greatest 
impact on this population. However, the 
type of medical nutrition therapy that is 
most appropriate for adolescents with 
PCOS has yet to be determined. In addi-
tion, the appropriate recommendations 
for specific medications and dosages are 
still in question. Additional randomized 
controlled trials of at least a year's dura-
tion, preferably five years in length, are 
also needed to assess the effectiveness 
of these interventions separately and in 
combination with one another over lon-
ger periods of time.  
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The Academy’s Public Policy Workshop was held June 25-26 in Washington DC. Over 350 Academy members met with their senators 
and representatives and advocated for three key legislative issues: 

• Value of Nutrition Services in Prevention and Treatment

• Nutrition Education Programs and the Farm Bill – SNAP-Ed

• Resolution Commemorating the Academy’s Centennial 

In addition to PPW, members of Congress need to hear from constituents. As important decisions are being made about the nation’s 
health care, the voice of every member is critical. To help ensure the voice of the research dietitian is heard, make sure you are signed 
up for the RDPG’s listserv (EML) http://www.researchdpg.org/page/electronic-mailing-list-eml to receive notices of Action Alerts. You 
can also check out the Academy’s Action Center http://www.eatrightpro.org/resources/advocacy/action-center for current Action 
Alerts.

Research DPG Policy & Advocacy Leader Brook Harmon (first row, second from the left) and dietitians from the Tennessee Academy 
of Nutrition and Dietetics attending PPW are pictured below.

Public Policy Workshop 2017
Brook Harmon, PhD, RD, FAND
Policy and Advocacy Leader (PAL)

http://www.researchdpg.org/page/electronic-mailing-list-eml
http://www.eatrightpro.org/resources/advocacy/action-center
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One of Beth J. Reverri’s goals as the Chair of the Research 
Dietetic Practice Group (RDPG) is to start a mentorship 
program. “Mentorship has played a large role throughout 
my career, and I want to ensure that others get the same 
opportunity,” says Beth. This past June, a new Mentorship 
Committee was formed. The committee’s Co-chairs, Sarah G. 
Wax and Tara LaRowe, are excited to work on a mentorship 
program to promote leadership, professional relationships, 
and strengthen research skills. The team hopes the RDPG 
mentorship program will attract new members and will be 
an opportunity for current members to be more active in the 
practice group. 

The committee’s Co-chairs have developed a survey to gauge 
members’ interest in mentorship and to design a program 
that will meet the needs of the RDPG. In the inaugural year of 
the RDPG Mentorship Program, mentors and mentees will be 
matched in a selective process to participate in the 6-month 
program. Members have expressed interest in developing 
mentorship relationships by discussing training and job 
opportunities, CV and resume writing, career progression, 
professional development, and work-life balance. 

During the 6-month program, mentor and mentee pairs will 
develop an agreement based on goals/expectations and 
will communicate with each other monthly via video chat, 
phone, or in-person if possible. In addition, the Mentorship 
Committee plans to add an evaluative component to track 
the program successes and limitations based on participant 
feedback. 

The first year of the Mentorship Program will be valuable in 
establishing a long-term structured program. The committee’s 
future plans include recognizing mentors and mentees by 
awarding certificates and featuring participants in a panel 
discussion at a FNCE conference. 

For more information, questions can be directed to 
the Mentorship Committees’ Co-chairs: Sarah G. Wax 
(sarahjgrenier@gmail.com) or Tara LaRowe (tara.larowe@gmail.
com). 

The Research DPG Introduces an 
Inaugural RDPG Mentorship Program

Sarah G. Wax, MS, RD, LDN, 
Moncrief Army Health Clinic, Chief 
of the Clinical Dietetics Branch. 
She received a BS in dietetics 
from Appalachian State University 
and earned her MS from the 
U.S. Military-Baylor University 
Graduate Program in Nutrition. She 
completed her dietetic internship 
at San Antonio Military Medical 

Center. Her research interests include the influence of food 
insecurity on the military population, the relationship between 
the military environment and intuitive eating practices, and 
nutrition strategies to reduce musculoskeletal injuries in initial 
military training.

Tara LaRowe, PhD, RDN, CD 
completed a BS in Food and 
Nutrition at North Dakota State 
University, followed by a PhD 
in Nutritional Sciences and 
Postdoctoral Fellowship in Family 
Medicine at the University of 
Wisconsin-Madison. Her research 
interests include dietary intake 
assessment methods, nutritional 

epidemiology, nutrition and physical activity interventions 
to prevent obesity, sports nutrition, and nutrition policy. 
Tara’s research highlights included leading evaluations 
for Wisconsin’s statewide Farm-2-School programs and 
programs to promote physical activity and nutrition policies 
and practices in child care. This work was showcased at 
the 2012 Let’s Move! Child Care Recognition awards. In 
2013, she completed an ISPP program and became a RDN. 
Since becoming an RDN, she held positions as a Preventive 
Cardiology Clinical Nutritionist at the University of Wisconsin 
Health and Graduate Program Director in Dietetics at Mount 
Mary University in Milwaukee, WI. Currently, Tara is a Faculty 
Associate in the Department of Nutritional Sciences at the 
University of Wisconsin-Madison, where she instructs and 
coordinates the Didactic Program in Dietetics, and she also 
is the chair of a four-member committee for the Wisconsin 
Dietitians Credentialing Board. 

mailto:sarahjgrenier@gmail.com
mailto:tara.larowe@gmail.com
mailto:tara.larowe@gmail.com


The Digest | Fall 2017    31

On behalf of the Research DPG and the Awards Committee, we would like to thank everyone who submitted an awards 
application this year. We received an outstanding pool of applications, and the reviewers were impressed by the overall quality of 
the work submitted. We are pleased to announce the following award winners:

The Sugar Association/Research DPG Pilot Grant Award 
The awardee of this $10,000 pilot grant is Dustin M. Lee, Colorado State University, for the project titled: Customized probiotics as a 
novel therapy for obesity-related blood vessel dysfunction.

The Sugar Association/Research DPG Faculty Project Grant Award 
The awardee of this $2,000 faculty project grant is Gabrielle Turner-McGrievy, University of South Carolina, for the project titled: 
The Plant-based and Soul-full Study (PASS): Partnerships with local vegetarian soul food restaurants in the community to increase dietary 
acceptability of a plant-based diet.

The RDGP Student Abstract Award 
The awardee of this $500 award is Mackenzie J. Ferrante, Colorado State University, for the abstract titled: Paving the way for 
children’s vegetable acceptance: Analysis of dark green vegetable content of commercial infant and toddler foods.

RDPG First Author Award 
Valisa E. Hedrick, Virginia Tech, for the paper “Dietary quality changes in response to a sugar-
sweetened beverage–reduction intervention: results from the Talking Health randomized 
controlled clinical trial.” Coauthors include: Brenda M. Davy, Wen You, Kathleen J. 
Porter, Paul A. Estabrooks, and Jamie M. Zoellner. 

RDPG Emerging Investigator First Author Award 
Katie C. Hootman, University of Minnesota, for the paper “Erythritol is a 
pentose-phosphate pathway metabolite and associated with adiposity gain in 
young adults.” Coauthors include: Jean-Pierre Trezzi, Lisa Kraemer, Lindsay S. 
Burwell, Xiangyi Dong, Kristin A. Guertin, Christian Jaeger, Patrick J. Stover, 
Karsten Hiller, and Patricia A. Cassano. 

We would like to extend a special thank you to the Sugar Association for 
their generous sponsorship of the awards and also thank all who conducted 
the application reviews.

Jennifer Hanson, PhD, MS, RD and Joann McDermid, PhD, MSc, RDN
RPDG Awards Committee Co-chairs

Congratulations to the RDPG 2017 Award Winners
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Thank you for your interest seeking 
a nomination for the 2018-2019 
Research Dietetic Practice Group 
(RDPG) Executive Committee. We 
sought current, active RDPG mem-
bers as nominees for the following 
positions: 
• Chair-elect (3-year rotation)
• Treasurer (2-year term)
• Nominating Committee (3-year 

rotation)

Completed RDPG Candidate Inter-
est form, CV, and a professional 
photo were submitted to Nancy 
Emenaker, the Nominating Com-
mittee Chair, by COB September 
15. Should members have any 
questions, please contact any 
member of the Nominating Com-
mittee: 
• Nancy Emenaker 

(emenaken@mail.nih.gov) 
• Mary-Jon Ludy 

(mludy@bgsu.edu) 
• Mary Lesser 

(mnrlesser@berkeley.edu)

What are the advantages of a 
RDPG candidacy?
• Get to know the RDPG members 

and officers
• Learn the processes, procedures, 

and staff of the Academy
• Help develop the future for the 

RDPG
• Work on projects you are inter-

ested in, and for the group as a 
whole

• Subsidy for some officers and of-
ficials to attend FNCE® meetings

Nominations Opened for  
Research DPG Leadership Positions

JOB DESCRIPTIONS FOR 2018-2019 RDPG OFFICER POSITIONS

Officer Position & 
Term of Duty

Job Description

Chair-elect

3-Year Rotation 
Chair-elect in 2018-
19, Chair in 2019-
2020, and Past 
Chair in 2020-2021.

Serve as a voting member of the Executive Committee.

Should have RDPG experience as an appointed or elected member.

Perform the functions of the office of Chair in the Chair's absence 
or when the Chair is unable to perform the functions of the Chair 
as determined by the Executive Committee.

Appoint the Chairs and members of all standing committees to 
serve during the Chair-elect's upcoming term as Chair.

Prepare the Program of Work with the Treasurer for the term of 
office as Chair.

Plan, organize, and coordinate educational programs at the 
Academy’s Food & Nutrition Conference & Expo™.

Assist with seeking funding for the RDPG projects and/or programs.

Perform other duties as specified in a current job description or as 
designated by the Executive Committee.

The full tenure for the Chair-elect includes a total of three (3) years 
as Chair-elect, Chair and Past Chair in sequence.

Treasurer

2-Year Term
(2018-2019 and 
2019-2020)

Serve as a voting member of the Executive Committee.

Advise the Executive Committee in the preparation of the annual 
budget of the RDPG.

Serve as a voting member of the Executive Committee.

Approve the collection and disbursement of all monies.

Authorize contracts and service agreements.

Report the annual financial status of the RDPG to DPG members 
at FNCE and provide quarterly updates in The Digest.

Provide updates of financial status at all Executive Committee 
meetings.

Assist the Chair-elect with development of the POW.

Perform other duties as specified in a current job description or as 
designated by the Executive Committee.

Nominating 
Committee

3-Year Rotation 
Member in 2018-19 
and 2019-20 and 
Nominating Com-
mittee Chair in 
2020-2021. 

Evaluate, screen, and select candidates for the ballot.

Ensure that the nominees meet the formal eligibility requirements 
of office and are personally and professionally qualified to effective-
ly represent and further the interests of the Academy and the RDPG.

Prepare an official ballot annually for these offices:
· Chair-elect,
· Secretary in odd years,
· Treasurer in even years,
· A Nominating Committee member;
· HOD Representative every 3 years

Encourage nominations and voting by the RDPG members.

(Chair) serve as a voting member of the Executive Committee.

(Chair) notify each candidate for office of the election results. 

mailto:emenaken@mail.nih.gov
mailto:mludy@bgsu.edu
mailto:mnrlesser@berkeley.edu
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Hello, RDPG members! 

I know we are all getting geared up for FNCE®, and it’s been a pleasure to get this issue out to our members so that you can see all 
the activities and involvement of the RDPG group. The RDPG volunteers have worked hard to find sponsors for presentations and 
for our events, such as the networking breakfast as well as sponsored sessions. We hope that many of you will stop by the RDPG 
booth and say hello and let us know of any comments or suggestions that you may have.

I will be winding down my term as editor in June 2018 and we look forward to another volunteer stepping into the Editor in Chief 
role…please let us know if you are interested. We are also seeking reviewers for article submission and for main articles. Please 
remind your students to consider us as a venue to publish their research. As always, we appreciate member submissions to The 
Digest. 

See you at FNCE®!

Cheryl J. Reifer, PhD, RD, LD

Editor’s Corner
Cheryl Reifer, PhD, RD, LD
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Ashley Vargas, RDN
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Past Chair*
Lauri Byerley, PhD, RD, LDN
lbyerley@msn.com

Secretary*
Tracey Ledoux
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Treasurer*
Suzanne (Suzi) Baxter
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Nominating Committee Members
Mary-Jon Ludy
mludy@bgsu.edu

Mary Lesser, PhD, RD
mnrlesser@berkeley.edu

HOD Delegate*
David (Dave) Holben
dhholben@gmail.com

Awards Committee Co-Chairs
Jennifer Hanson
jhanson2@ksu.edu
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Academy Council on Research  
(COR) Liaison
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Website Committee Chair
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Kevin Klatt
kck68@cornell.edu

Policy and Advocacy Leader (PAL)
Brook Harmon, PhD, RD, FAND
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Social Networking Coordinator
Kevin Klatt
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Membership Coordinator
Kate Hoy
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Student Representative Chair
Claire Chenault
mcc356@drexel.edu

ACEND Liaison
Tara L. LaRowe
tara.larowe@gmail.com

CPE/EML Administrator
Ines Anchondo, DrPH, MPH, RD, LD, CSP
ines.anchondo@ttuhsc.edu

Fundraising Committee Chair
Lauri Byerley, PhD, RD, LDN
lbyerley@msn.com

Academy Second Century Liaison
Courtney Luecking
ctiemann@gmail.com

The Digest Editor-in-Chief
Cheryl Reifer, PhD, RD, LD
creifer@gmail.com

The Digest Assistant Editor 
for Student Articles
Chelsea Schulman 
schulman.chelsea@gmail.com

The Digest Special Reporters 
Danielle M. Torisky
toriskdm@jmu.edu
Erin Gaffney-Stomberg
egaffney@snet.net

The Digest Assistant Editors
Judy Gould, MA, MS, RD
jaye43@gmail.com
Lori Stockert, BSDH, MS, RDN, LDN
lcstockert@verizon.net

Webinar Chairs
Melissa Pflugh Prescott
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Yeonsoo Kim
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Sarah Greiner Wax
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Tara L. LaRowe
tara.larowe@gmail.com

Historian
Ingrid Lofgren
ingridlofgren@uri.edu

Diversity Liaison 
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In Memoriam 
Samantha Ramsay

“Viewpoints and statements in these materials do not necessarily reflect policies and/or official positions of the Academy of Nutrition and Dietetics.”
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