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INTRODUCTION

The Dietetics Supply and Demand: 2010-2020 report predicted a workforce shortage by 
2020 in that only 75% of the demand for credentialed dietetics practitioners would be 
met by the projected supply. Key factors identified as influencing the demand were a 
growing aging population, healthcare reform laws, growth in the food industry, and the 
prevalence of certain conditions such as obesity and diabetes.1 This issue is influenced in 
part by a limited number of dietetic internship spots; approximately twice as many stu-
dents apply for dietetic internships as there are open positions.2  

Hooker and colleagues suggested various interventions to address the need for creden-
tialed dietetics practitioners, including “targeting (and marketing) high school counsel-
ors, students, and college/university students about the future of the dietetics profes-
sion.”1 In order to strategically recruit students to the field of dietetics, an understanding 
of existing student motivations and future career aspirations is needed to inform an 
effective recruitment strategy within academic programs.  Schools may utilize this infor-
mation to assess incoming students’ motivational profiles, design recruitment statements 
to communicate which types of motivation are known to characterize successful students 
and promote certain motivations for students that do not naturally have them.3

However, the existing quantitative data regarding student career aspirations is over 10 
years old and may not accurately reflect the aims of current or prospective dietetics stu-
dents. Furthermore, no published, validated, and quantitative instrument exists to cap-
ture the motivations and career aspirations of dietetics students. A validated instrument 
of this nature is needed to accurately assess nutrition and dietetics student career motiva-
tions and aspirations and to support the rigor of future research in this area.  
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Motivations of Nutrition and Dietetics 
Students 

Existing research on student motiva-
tions to pursue a career in nutrition 
and dietetics is somewhat limited. Both 
quantitative and qualitative studies have 
been conducted in the United States, 
Canada, and Australia and have included 
undergraduate students at every grade 
level and dietetic interns. The research 
identified a range of factors including a 
personal interest in nutrition, a desire to 
help others and work with people, a per-
sonal struggle with weight management 
or diet-related conditions, having a friend 
or family member with a diet-related 
condition, and exposure to registered di-
etitians (RDNs) already in the field.4-13 

Equally important to understand-
ing what motivates dietetics students 
is knowing what does not motivate 
students in this discipline. Numerous 
studies identified that social prestige 
or a long-term interest in the discipline 
were not motivating factors for most 
students.5,7,8,10 High paying job oppor-
tunities and flexibility were motivating 
factors for some but not all dietetics 
students.6,8 Lastly, an interest in cooking, 
the influence of RDNs, friends, or fam-
ily, and the desire to help people were 
motivating to some participants but not 
others.5-11  

Career Aspirations of Nutrition and 
Dietetics Students 

Relatedly, research on career aspirations 
of dietetics students has identified both 
general traits and specific areas of prac-
tice.  Though many participants in rel-
evant studies had little knowledge of the 
profession itself, most identified a desire 
to pursue a career in science, biology, 

health care, or human health.5,7-9  Markley 
and Huyck described the specific areas 
of interest among dietetics students; of 
those surveyed, 70.5% were interested 
in health, disease, and health care; 42.7% 
in teaching and health promotion; 40.7% 
in sports and fitness; 35.6% in counsel-
ing and behavior change; 35.4% in food 
and cooking; and 37.5% in private prac-
tice consulting.11 However, this data is 
over 25 years old and therefore must be 
recollected in a new sample of dietetics 
students using an updated and validated 
instrument.  

Establishing Content Validity using the 
Content Validity Index (CVI) 

The first step in collecting new data on 
why students choose to become nutri-
tion and dietetics professionals is to gen-
erate a validated instrument for assessing 
their career motivations and aspirations.  
Validity can be expressed in one of three 
ways: content validity, or the degree to 
which the study items reflect the domain 
of the concept being studied; criterion-
related or predictive validity, which is 
used to describe how well the scores 
on one measure can be used to predict 
scores on a different measure; and con-
struct validity, which refers to how well 
the scores on an instrument measure an 
established construct.14 Though the rigor 
of content validity has been challenged 
by psychometricians, this criticism may 
be due to its confusion with face valid-
ity, which is determined based on a 
layperson’s judgment, as well as the false 
assumption that content validity is the 
mere assertion of two or three experts in 
the field.15 

Beginning in the 1980’s, researchers 
in the field of nursing popularized the 

highly systematic method of establish-
ing content validity through the content 
validity index, or CVI.15-18 The CVI method 
is now the most popular approach to 
establish content validity and has been 
successfully applied to related fields of 
food service, food safety, and nutrition 
and dietetics.19-23 

Determination of the CVI requires two 
distinct phases: the developmental stage 
in which instrument developers generate 
domains and respective items, and the 
judgment-quantification stage in which 
expert raters systematically rate each 
item’s relevance.15 Polit and Beck describe 
this two-step process as a priori efforts of 
conceptualizing each domain and relat-
ed items, followed by a posteriori efforts 
to evaluate the relevance of the content 
by expert raters.18 The stepwise process 
for this protocol is further detailed in the 
methods section of this paper. 

Purpose and Objectives 

The purpose of this study was to estab-
lish content validity of the instrument, 
Career Aspirations and Motivations of 
Dietetics Students (CAMDS), using the 
CVI method.  CAMDS is designed to 
capture demographic information, path 
towards a career in dietetics, motivations 
and influences to practice as a dietetics 
professional, and future career aspira-
tions. This instrument is intended for use 
by didactic programs in dietetics, dietetic 
internships, coordinated programs in 
dietetics, future education model gradu-
ate programs, and nutrition and dietetic 
technician programs that are accredited 
by the Accreditation Council for Educa-
tion in Nutrition and Dietetics.  Students 
may be pursuing credentials as a regis-
tered dietitian nutritionist (RDN) or nutri-



The Digest | Spring 2018    3

tion and dietetic technician, registered 
(NDTR).  Students may be at any level of 
their training.  Related objectives were 
to 1) establish an item-level CVI of 0.78 or 
higher and 2) establish a scale-level CVI 
of 0.90 or higher.  

METHODOLOGY

This study was deemed non-human 
subjects research requiring IRB review 
by the Saint Louis University Institutional 
Review Board. The item-level and scale-
level CVI was determined through two 
stages.  The developmental, or a priori 
stage, is represented by steps one and 
two. The judgment-quantification, or a 
posteriori stage, is represented by steps 
three through eight.  

1. Generation of items from the lit-
erature. A preliminary version of the 
instrument was composed by the 
research team. This version was based 
on a priori notions suggested in the 
existing literature on career aspira-
tions and motivations of nutrition and 
dietetics students.9,11,12 Given the in-
tended use of the survey for quantita-
tive research, existing qualitative stud-
ies were not included in this stage.  

2. Focus group. A focus group of four 
experts was convened to discuss 
the instrument. The focus group 
consisted of nutrition and dietetics 
faculty members from the research 
team’s home institution with experi-
ence ranging from 15 to more than 40 
years of experience. The experts rep-
resented various expertise areas in-
cluding clinical dietetics, community 
nutrition, food service management, 
and culinary nutrition and sustainabil-
ity. For each domain, the focus group 
was presented with the potential 

items, or answer choices, as well as 
the proposed question phrasing. For 
instance, one domain was character-
ized as the “path to a career in nutri-
tion and dietetics” and the question 
phrasing was, “What actions led to 
your commitment to a career in nutri-
tion and dietetics?”  Possible items 
were provided as they appeared in 
the existing literature.9,11,12 Participants 
were encouraged to affirm or sug-
gest modifications to the question 
phrasing, to identify the best items 
from the existing literature, and to 
generate any additional items based 
on their expertise of working with 
dietetics students. The focus group 
lasted one hour and participants were 
incentivized with a nominal gift card.  

3. First relevance assessment. Six 
expert raters were convened to sys-
tematically rate the relevance of each 
item to its respective domain via 
Qualtrics (Provo, Utah).24 The raters 
were faculty members from two dif-
ferent universities and were diverse 
in their years of experience, level of 
training, and area of expertise. Each 
participant was asked to rate the 
relevance of each item to its respec-
tive domain by selecting “1” as not 
relevant, “2” as somewhat relevant, 
“3” as quite relevant, and “4” as highly 
relevant. Participants were given one 
week to complete the assessment and 
were incentivized with a gift card. 

4. First calculation of item-level CVI. 
The CVI of each answer choice was 
calculated by dividing the number of 
raters that indicated its relevance as 
“3” or “4” by six, or the total number 
of raters.  

5. Revisions. The research team upheld 
the standard of item-level CVI as 
0.78.15,18  Any answer choice with a CVI 
of less than 0.78 was reviewed by the 
research team for revision or elimina-
tion.  

6. Second relevance assessment. The 
revised answer choices were distrib-
uted to the same expert raters; the 
process outlined in step three was 
repeated.  

7. Second calculation of item-level CVI. 
The CVI of each revised answer choice 
was calculated according to step four.  
Any answer choices with a CVI of 0.78 
or greater was retained; those with a 
CVI of less than 0.78 were omitted.  

8. Calculation of scale-level CVI. The 
scale-level CVI was calculated by tak-
ing the average of each item-level CVI 
with an anticipated standard of 0.90 
or higher.15

RESULTS

Nine domains were generated from the 
literature regarding student career moti-
vations and aspirations. These included: 
life stage where career interest was 
piqued; path to a career in nutrition and 
dietetics; past experiences; interests and 
abilities; influential people; influential 
forms of media or recruitment tools; at-
tractive traits of the profession; desired 
area of practice; approach towards first 
job. For each domain, the focus group 
generated between four and 18 items, 
with a total of 89 items across the nine 
domains. Minor revisions were made to 
the question phrasings. No additional 
domains were suggested. 

Following the first relevance assessment, 
27 of the 89 items were calculated to 
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have a CVI of less than 0.78. Of these, 15 
were omitted, and the remaining 12 were 
revised by the research team. Following 
the second relevance assessment of the 
revised items, three of the 12 items were 
calculated to have a CVI of less than 0.78; 
these were omitted.  

The nine domain names, number of 
items per domain, and average CVI of the 
items within each domain are summa-
rized in Table 1. Across the nine domains 
and 71 items, the item-level CVI was 0.83-
1.00.  This met the minimum item-level 
CVI standard of 0.78 or greater.15,18  The 
scale-level CVI was 0.92 which met the 
standard of 0.90 or higher.15

Discussion

We have developed a valid instrument to 
describe the career aspirations and mo-
tivations of dietetics students using the 
CVI method. CVI methodology provided 
a rigorous and systematic way to estab-
lish content validity of the proposed 
instrument. Though content validity has 
been critiqued as a less rigorous form of 
validity compared to criterion-related or 
construct validity, measures of objectiv-
ity and standards for consensus were 
applied. Furthermore, in this particular 
protocol, validity was established by 
six experts in the field versus by two or 
three experts. These experts represented 
multiple institutions, a range of academic 
training, and various subspecialties with-
in the nutrition and dietetics field.  

The need to validate an instrument to 
assess career aspirations and motivations 
of dietetics students was further substan-
tiated by specific content generated by 
the focus group that reflected current 
cultural norms.  For instance, regarding 
the domain of influential forms of media 

or recruitment tools, the focus group 
produced and ultimately endorsed items 
including “cooking shows on TV,” “social 
media” and “podcasts.” These items were 
not present in the existing research but 
do reflect the cultural norms regarding 
media use by students in present day.  
This validated instrument offers a tool 
for upcoming investigations aimed at 
assessing career aspirations and motiva-
tions of dietetics students. By elucidat-
ing the factors that influence students 
to choose dietetics as a career, dietetics 
educators and program directors may 
more effectively recruit students to the 
field. For instance, by knowing the life 
stage where dietetics students became 
interested in the profession (domain 
one), they may concentrate recruitment 
efforts on that age group. By knowing 
the influential forms of media or recruit-
ment tools (domain six) that played into 
a student’s decision, they may improve 
efficacy and efficiency of their recruit-
ment efforts.  

Lastly, an inherent limitation of the CVI 
method is that the experts’ feedback 
was subjective and may have been influ-
enced by personal biases. This was man-

aged by ensuring diversity among the 
experts in terms of specialty area, years 
of experience, and institution. A second 
limitation is that this instrument reflects 
current cultural elements, such as cook-
ing shows or social media. Therefore, it 
will need to be updated to reflect evolv-
ing norms of the future. Minor revisions 
are likely to be made periodically as tech-
nologies evolve.         

CONCLUSIONS 

Content validity of the CAMDS instru-
ment was established using the CVI 
method. Given the rapidly growing 
demand for credentialed dietetics practi-
tioners across various sectors of practice, 
there is a clear need to recruit and retain 
students in academic programs. The 
CAMDS instrument may be used in fu-
ture investigations to support these aims.
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Research is the base of the food pyramid or, if you like, the 
table holding up the (My)Plate. All the MNT we provide, and 
each food safety regulation we follow, is based on science. 
As incoming Chair of the Research DPG, I am consistently im-
pressed by the remarkable contributions of our DPG members 
to nutrition and dietetics research. However, there are many 
challenges to conducting high quality research and we need 
more research in many areas. To this end, I am dedicating my 
year as chair to making research more accessible to all nutri-
tion and dietetics practitioners. 

Yes, we all took science classes in college and know how to 
read a research paper. However, I’d like to offer RDNs and DTRs 
quick refresher videos if it has been awhile since your last 
college credit. Do you have a patient presenting with a rare 
disease you’ve never worked in before and you find yourself 
on PubMed? Perhaps you are a student and you enjoy science 
but, you aren’t entirely sure what kind of careers there are in 
research. Maybe you’re considering a career move that would 
include research? A quick video or set of videos that describe 
nutrition and dietetics research, and research techniques, 
could orient you to the possibilities and help organize your 
thoughts. By connecting DPG members, and potential mem-
bers, to existing and new resources on research, we can help 
build the nutrition and dietetics research workforce.

In closing, I would really like to thank Dr. Elizabeth Reverri for 
all of her work over the last year to begin our phenomenal 
Research DPG Mentorship Program and for her support in 
building a program of work for my year as Chair. I am grateful 
for the opportunity to serve as your Chair and look forward to 
a productive year.

Chair’s Message
Ashley Vargas, PhD, MPH, RDN, FAND
RDPG Chair
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We had a lot to celebrate this year with the Academy of Nutri-
tion and Dietetics (Academy) turning 100 and the RDPG turn-
ing 40! As discussed in the last Digest, 2017 FNCE® in Chicago 
had a lot of excitement and energy throughout the meeting. I 
don’t want to repeat my FNCE thank yous here, but I do want 
to highlight our RDPG leaders and members who went above 
and beyond this year.

First, thank you to the 2017-2018 RDPG leaders who made this 
year possible:
• Lauri Byerley/Past Chair and Fundraising Chair for her invalu-

able advice, coordinating the Gut Microbiome Symposium 
held before FNCE, and securing multiple supporters of the 
RDPG

• Tracey Ledoux/Secretary for her fast note taking, flexibility, 
and organizational skills

• Suzi Baxter/Treasurer for maintaining our finances, asking 
many questions, and starting up a new position, Diversity 
Liaison

• Katie Gustafson/Academy Manager for always being avail-
able and mentoring us

• Nominating Committee, Nancy Emenaker, Mary-Jon Ludy, 
and Mary Lesser, for getting strong candidates on the ballot; 
we will miss Nancy as she rolls off this year. And thank you 
to Mary-Jon as she returned to the RDPG and provided her 
own food photography for the FNCE Silent Auction

• Dave Holben/HOD Delegate for keeping us aware of mega 
issues and providing invaluable advice as Past Chair

• Awards Committee, Jennifer Hanson and Joann McDermid, 
for streamlining the awards review process and initiating Me-
dallion award nominations along with Meera Penumetcha

• Barbara Gordon/Academy Research Council Liaison for 
providing collaboration opportunities with the different 
research groups affiliated with the Academy and generating 
new ideas for the RDPG

• Website Committee, Valisa Hedrick and Kevin Klatt, for main-
taining the newly revamped website

• Brook Harmon/Policy and Advocacy Leader for keeping us 
aware of public policy initiatives

• Kevin Klatt/Social Networking Coordinator for his amazing 
social media engagement on Facebook and Twitter and for 
coordinating a donation to the FNCE Silent Auction

• Kate Hoy/Membership Coordinator who will be helping with 
membership recruitment and retention

• Claire Chenault/Student Representative for serving in this 
role while in school

Outgoing Chair’s Message
Elizabeth (Beth) J. Reverri, PhD, RD
RDPG Chair 2017-2018

• Tara LaRowe/ACEND Liaison for reporting on the ACEND 
guidelines 

• Ines Anchondo/CPE EML Administrator for obtaining CPEs 
and guiding The Digest

• Digest Newsletter team, Cheryl Reifer, Judy Gould, Lori 
Stockert, Chelsea Shulman, Danielle Torisky, Erin Gaffney-
Stomberg for editing The Digest

• Melissa Prescott/Webinar Chair for leading webinars on the 
Chronic Disease DRI and Detox Diets

• Courtney Luecking/Academy Second Century Liaison for 
communicating the fundraising efforts of the Academy

• Mentorship Chairs, Sarah Wax and Tara LaRowe, for spear-
heading the Inaugural RDPG Mentorship Program with 8 
pairs of mentees and mentors this year

• Ingrid Lofgren/Historian Chair for starting the process of 
documenting the RDPG history

Also, thank you again to our presenters at our many RDPG 
FNCE events: Donna Martin, Dianne Polly, Christopher Tay-
lor, Sonja Connor, Mary Jo Feeney, Susan Sumner, Francene 
Steinberg, Amy Subar, Lisa Jahns, Joyanna Hansen, and Kristin 
Guertin.

Lastly, thank you to the RDPG members who participated in 
the Academy Project Vote Challenge. The RDPG won for the 
third straight year for highest percentage of members voting 
among DPGs with a similar number of Academy members. 
This enabled the RDPG to give an RDPG member a free regis-
tration for FNCE 2018 in Washington, D.C. 

While I was RDPG Chair Elect, I had my daughter and this year, 
I am expecting a son. I made the hard decision to step down 
and not serve as Past Chair to focus on my family. You will be in 
good hands with Ashley Vargas coming in as Chair and Barbara 
Gordon as Chair Elect. Lauri Byerley has graciously agreed to 
serve as Past Chair again. I am thankful that the majority of the 
RDPG leadership team will continue to serve next year. I want 
to extend a warm welcome to our new RDPG leaders:
• Tricia Psota/Digest Editor
• Maria Azrad/Webinar Chair
• Maria Morgan-Bathke/Treasurer
• Robin Tucker/Nominating Committee
• Whitney Linsenmeyer/Mentorship Chair

Again, thank you for support of the RDPG! I wish you all the 
best for the 2018-2019 year and beyond.

Sincerely,
Beth
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This is my last report as RDPG Treasurer. I have enjoyed serving as Treasurer for my two-year term and plan to 
continue to serve as the RDPG Diversity Liaison. The incoming RDPG Treasurer is Maria Morgan-Bathke, PhD, RD; her 
two-year term is June 1, 2018 to May 31, 2020. 

Our main sources of revenue are membership dues and sponsorships for grants, contracts, and symposiums. Major 
recent expenses include awards, registration, transportation, and/or lodging for FNCE® for Executive Committee 
members who receive stipends, and newsletter costs (set up, main article stipend, quiz item writer fee). As seen in the 
tables below, as of March 31, 2018, for Revenue, we were in the positive at $12,459, but for Expenses, we were in the 
negative at –$23,522. 

As of March 31, 2018, our Operating Excess minus Deficit was in the negative at –$13,248. However, when the fiscal 
year ends on May 31, 2018, we anticipate being in the negative only by –$3,125. As of March 31, 2018, our reserves are 
good at 165%.

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

RDPG BUDGET FOR 2017-2018

Annual Budget ($) Year to Date as of March 31, 2018 ($)
Revenue Membership Dues 21,790 19,115

Grants/Contracts 15,600 28,832
Meeting/symposium registration 0 1,610
Donations/gifts 0 250

Revenue Total 37,390 49,807

Expenses Lodging 1,271 5,659

Subsistence 429 687

Transportation 550 3,286

Professional/Consulting 1,670 2,955

Postage 150 86

Teleconferences 320 244

Website Hosting 588 490

Advertising/Promotion 285 195

Depreciation 3,524 2,937

Other Expense 7,200 72

Member Dues & Seminar Fees 192 1,121

Credit Card Processing Fees 326 680

Outside Services 1,800 3,512

Donations to AND Foundation 700 950

Honorariums & Awards 14,500 18,435

Audio Visual Services 200 3,552

Food Service 6,600 17,106

Printing & Copying Services 210 383

Expenses Total 40,515 63,055

OPERATING EXCESS – DEFICIT –3,125 -13,248

Reserve as of March 31, 2018 $66,918
Reserve Percentage (reserve divided by expense budget) (66,918 / 40,515) * 100  =  165%
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RDPG Member Spotlight:
Anna Parker DCN, RD, CDE, CCRC

visits according to the protocol managing 
their care with the Principal Investigator. 
As a CDE, I educate research subjects on 
carbohydrate counting and healthy diets 
to help them manage their diabetes. 

How did you become involved/inter-
ested in your current line of research?

I was approached by one of the Principal 
Investigators to provide dietary support 
for a cholesterol trial. I found I was pas-
sionate about research and requested to 
train as a clinical research coordinator. 
In this position I was able to combine 
roles as an RDN/CRC and also obtained 
my phlebotomy license. My interest in 
research inspired me to obtain my gradu-
ate degree at Rutgers University online 
program to receive a MSCN and DCN 
while working full time in research. My 
DCN research project was in prediabetes, 
and my employer supported my efforts 
to conduct a randomized clinical trial at 
Anaheim Clinical Trials. Eighty-one par-
ticipants were randomized into the trial 
and participated in the 12-week study 
comparing medical nutrition therapy 
(MNT) with standard care. The results 
demonstrated that individualized MNT 
combined with standard care is more 
effective in decreasing HbA1c levels in 
patients diagnosed with prediabetes as 
compared to standard care alone.

The results of this trial were published 
in the Journal of the Academy of Nutrition 
and Dietetics in 2014 and resulted in the 
DCE publication award and the Huddle-
son Award from the Academy.

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

There is a need for RDs to be involved 
with pharmaceutical research. With our 
unique training and expertise, we make 

Anna Parker DCN, RD, CDE, CCRC is a 
Clinical Research Team Leader at Ana-
heim Clinical Trials in Anaheim, CA. In this 
position, she leads the diabetes research 
team in the planning, coordination, 
communication and implementation of 
diabetes clinical trials. In addition, she 
trains clinical research coordinators and 
assistants on study protocols; recruits, 
enrolls and maintains study subjects; 
and participates in audits and reviews 
of study protocols. She also provides 
dietary support for pharmaceutical trials 
by developing individualized menus to 
align with study protocols.

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

I attended the Dominican University in 
River Forest, Illinois for my undergradu-
ate degree in Foods and Nutrition. Upon 
graduation, I obtained a Masters of Sci-
ence in Clinical Nutrition (MSCN) from 
Rutgers University (previously University 
of Medicine and Dentistry New Jersey) in 
2007 and a Doctorate in Clinical Nutrition 
(DCN) in 2011. I have maintained certifica-
tion in research (CCRC) since 2005 and 
certification as a diabetes educator (CDE) 
since 2002.

Could you please summarize your cur-
rent research for us?

I am currently conducting studies for 
pharmaceutical companies in the area of 
Type 2 diabetes and obesity. I coordinate 
the trials as well as provide the dietary 
support. I have worked on clinical trials 
including basal and bolus insulin, GLP-1 
receptor agonists, DPP-4 inhibitors and 
SGLT-2 inhibitors. As a study coordinator, 
I review the clinical trial with potential 
subjects while assessing them for their 
eligibility. Once the patient is randomized 
into a clinical trial, I conduct the study 

excellent research coordinators. I would 
recommend using an evidence-based 
approach to answer a clinical question. 
The Academy’s Evidence Analysis Manual 
is a great tool to accompany research. It 
outlines the steps of the evidence analy-
sis process while reviewing different 
types of study designs. It is a good place 
to begin and is essential for the young 
researcher to understand. 

What are your career goals?

I am also an adjunct professor at Rutgers 
University in the on-line graduate school 
and would like to become a full- time 
professor assisting students with clinical 
research.

How has your affiliation with the Acad-
emy impacted your career progression?

As an academy and Diabetes Care and 
Education DPG (DCE) member, I was 
awarded the DCE DPG Karen Goldstein 
Memorial Grant for Diabetes MNT in 2010 
for $ 20,000. This provided the funds to 
conduct the randomized controlled clini-
cal trial in prediabetes. The academy has 
been a great support in this research.

I have also served as research chair for 
the DCE from 2016-2018, volunteering 
my time to review student research re-
quests and study protocol submissions 
for the Karen Goldstein Memorial Grant. 
I am also serving on a committee to de-
velop a certificate of training in diabetes 
with the Academy.

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

We need to continue to show that dietet-
ics improves patients’ lives. We need 
the research to justify how diet impacts 
health. As RDNs, it is up to us to conduct 
the research in order to change health 
care benefits for our patients.
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RDPG Student Member Spotlight:
Dustin M Lee, MS, RDN
Research interests: Nutrition, Gut Microbiota, Cardiovascular Disease

Getting our research published has been 
rewarding and a humble reminder of the 
hard work on the back end of that publi-
cation. Additionally, I was very fortunate 
and honored to receive the RDPG Pilot 
Grant Award this past year to pursue my 
dissertation research linking the gut mi-
crobiota to vascular dysfunction. 

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

I plan to pursue post-doctoral training 
after my PhD. Our lab currently utilizes 
preclinical models, so I am hoping to get 
back to working in a clinical research en-
vironment and potentially a translational 
lab. I am still exploring the various and 
interesting opportunities for careers in 
academia, government, and industry. 

4.  Any advice or words of wisdom you 
would give to students interested in 
the nutrition field?

Enjoy your time in school. While we all 
feel the pressure and stress of academ-
ics at times, undergraduate and gradu-
ate education can be some of the most 
rewarding times of your life in terms 
of learning, building relationships, and 
personal development. Find a few good 
mentors. Question things and don’t be 
discouraged by “negative data”. Stay 
humble but hungry!

5. List any published work if applicable. 

• Lee DM, Battson ML, Jarrell DK, Hou S, 
Ecton KE, Phan AB, Gentile CL. SGLT2 
Inhibition via dapagliflozin improves 
generalized vascular dysfunction 
and alters the gut microbiota in 
type 2 diabetic mice. Cardiovascular 
Diabetology (2018). doi: 10.1186/s12933-
018-0708-x

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

I completed my undergraduate degree 
in nutrition at the University of Hawaii 
at Manoa. Immediately following gradu-
ation, I completed a dietetic internship 
with a clinical emphasis in Lafayette, Lou-
isiana. I then worked as an RD in acute 
care clinical nutrition in Denver, Colorado 
for two years before ultimately pursuing 
graduate school. While working, I was 
fortunate to obtain experience in vari-
ous areas of clinical nutrition including 
the ICU, oncology, cardiac, stroke rehab, 
and outpatient renal transplant. Dur-
ing this time, I became interested in the 
numerous health- and nutrition- related 
questions we did not have answers to. I 
wanted to understand and be part of the 
process of conducting original research 
that could ultimately and potentially help 
drive nutrition related recommendations. 
These interests led me to Colorado State 
University where I am currently a doc-
toral student. 

2. What is the focus of your graduate 
work, and can you describe one or two 
highlights of your research career thus 
far?

My graduate work is currently focused on 
the link between the gut microbiota and 
the early development of cardiovascular 
disease or “vascular dysfunction” (endo-
thelial dysfunction and arterial stiffness). 
More specifically, our working hypothesis 
is that disturbances to the gut microbiota 
(dysbiosis) are critical to the develop-
ment of vascular dysfunction. 

At times, it can be hard to see the big-
ger picture through the day to day work. 

• Battson ML, Lee DM, Jarrell DK, Hou 
SH, Ecton K, Weir TL, Gentile CL. 
Suppression of Gut Dysbiosis Reverses 
Western Diet-Induced Vascular 
Dysfunction. Am J Physiol Endocrinol 
and Metab (2018). doi: 10.1152/
ajpendo.00187.2017. Selected for the 
American Physiology Society Select 
Award.  

• Battson ML, Lee DM, Gentile CL. The 
Gut Microbiota as a Novel Regulator of 
Cardiovascular Function and Disease. 
J Nutr Biochem (2018). doi: 10.1016/j.
nutbio.2017.12.010

• Battson ML, Lee DM, Jarrell DK, Hou 
SH, Ecton K, Phan AB, Gentile CL. 
Tauroursodexoycholic acid reduces 
arterial stiffness and improves 
endothelial dysfunction in type 2 
diabetic mice, J Vasc Res (2017). doi: 
10.1159/000479967

• Battson ML, Lee DM, Gentile CL. 
Endoplasmic Reticulum Stress and 
the Development of Endothelial 
Dysfunction. Am J Physiol Heart 
Circ Physiol (2017). doi: 10.1152/
ajpheart.00437.2016

• Lee DM, Battson ML, Jarrell DK, Cox-
York K, Foster MT, Weir TL, Gentile CL. 
Fuzhuan tea reverses arterial stiffening 
following modest weight gain in 
mice. Nutrition (2017). doi: 10.1016/j.
nut.2016.07.010.

Interested in being interviewed for the 
Student Spotlight? Email the Student 
Representative Chair, Katie Arlinghaus, 
krarling@central.uh.edu.

mailto:krarling%40central.uh.edu?subject=
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Born in Boston, Massachusetts, Mary 
Ashton Rice Livermore (1820-1905), 
is known for being a force for social 
change and women’s suffrage in the 19th 
century United States.  Her service with 
the US Sanitary Commission (USSC) dur-
ing the American Civil War (1861-1865) 
is believed to have influenced much 
of her work following the war (1).  Mar-
ried to Minister Daniel Livermore in 
1845, the family moved to Chicago in 
the 1850s, where Mary worked with her 
husband, and volunteered her services 
during a cholera epidemic.  In 1863, she 
was recruited by USSC president Henry 
Bellows for the Chicago branch of the 
Commission – later named Northwestern 
Sanitary Commission. (1)  She later wrote 
a detailed account of her service during 
the war (2).  The following are selected 
excerpts the author believes will be of 
interest to research dietitians:

Chapter V describes the Northwestern 
Sanitary Commission, headquartered in 
Chicago:

Many deliveries of food and other sup-
plies were stored in the Madison Street 
building.  Compared to a well-run food 
pantry of today, one can imagine that 
food donations of the 19th century – de-
spite their welcome nutritional value 
– would be challenging to store and 
keep for long periods of time.  Livermore 
remarks, “The odors of the place were 
villainous and a perpetual torment.  Cod-
fish and sauer-kraut   [sic] pickles and ale, 
onions and potatoes, smoked salmon 
and halibut, ginger and whiskey, salt 
mackerel and tobacco, kerosene for the 
lamps, benzene for cleansing purposes…
these all concentrated their exhalations 
in one pungent aroma, that smote the 
olfactories [sic] when one entered, and 

Pioneers in Professional Dietetics – Twelfth in a Series:
Mary Livermore: Excerpts from Original Account of Sanitary 
Commission Service
Submitted by Danielle M Torisky, PhD, RDN
Associate Professor, Dietetics Program, James Madison University, Harrisonburg, VA

clung tenaciously to the folds of one’s 
garments when one departed.  We called 
it 'the perfume of the sanitary,' and at last 
got used to it, as we did to the noise” (2, 
p 156).  Perhaps more impressive is the 
impact of the distribution, as she later 
writes: “Here were packed and shipped 
to the hospitals or battle-field 77,660 
packages of sanitary supplies, whose 
cash value was $1,056,192.16” (2, p 157).

Chapters XII through XV describes Liver-
more’s service to hospitals along the Mis-
sissippi:

Hospitals along the Mississippi River 
were on land, and aboard ships.  Both 
needed regular food and sanitary sup-
plies – particularly during General 
Ulysses Grant’s Vicksburg campaign, 
during which starvation was common, 
malnutrition severe – and hospital con-
ditions poor.  “Immense shipments of 
supplies were sent down on sanitary 
boats, with men and women of executive 
ability, who attended to their safe trans-
mission and equitable distribution…
It was with one of these shipments of 
sanitary stores, and as one of the relief 
corps, that I went down the Mississippi in 
March, 1863” (2, pp 281-282). This expedi-
tion covered hospitals from Cairo, Illinois 
south to Vicksburg, with the ambitious 
task of visiting every hospital along the 
route (2, p 282).  

Scurvy must have been of primary 
concern:  “Our assortment of stores 
comprised almost everything neces-
sary in hospital relief; potatoes, onions, 
sauer-kraut, and vegetables – chiefly for 
the scorbutic patients, who constituted a 
majority of the sick – farina, corn starch, 
lemons, oranges, pearl-barley, tea, sugar, 
condensed milk, ale, canned fruits, con-

densed extract of beef, codfish, jellies, a 
small quantity of the best of brandy” (2, 
p 283)…along with clothing, bandages, 
other medical supplies – plus private 
boxes from families which we call “care 
packages” today.   In addition to wounds, 
she also observed despondency and 
depression among soldiers   – one of the 
emotional symptoms which dietitians 
today know to accompany clinical scurvy.  
Throughout the chapters reported 
here, much of the service of Livermore 
and her Sanitary Commission delega-
tion involved simply giving cheer and 
encouragement during the extensive 
hospital visits.  According to Brockett 
and Vaughan, “Mrs. Hoge and Mrs. Liver-
more, of Chicago, visited Grant’s camp in 
front of Vicksburg, more than once, and 
by their exertions, saved his army from 
scurvy” (3, p 48).  

Mary Livermore
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Chapter XV focuses specifically on Liver-
more’s attention to special diet in one 
field hospital:

A regimental field hospital at Young’s 
Point, Louisiana, serving 150-200 men 
was to be broken down and its patients 
transferred to St Louis; here Livermore 
“received permission to do anything I 
pleased for them within certain specified 
limits; and the head surgeon seemed 
much gratified that I manifested an inter-
est in his men” (2, pp 319-320). Livermore 
took charge of cooking, special diet, and 
cheering of the men – many of whom 
were so weak from malnutrition and 
disease, they appeared to lack the voli-
tion to brush away the buzzing flies and 
other insects which swarmed all over 
them.  Several days of compassionate 
care by Livermore and her staff – includ-
ing reading to them and letter-writing 
to families – revived many of them and 
improved mood and a sense of hope and 
relief from suffering and homesickness 
(2, pp 320-322). 

SUMMARY

It is hoped that this sampling of excerpts 
from Livermore’s 700-page volume dem-
onstrates for the reader the early tradi-
tion of detailed documentation which 
is one of the foundations of research 
and practice in dietetics today.   She 
provides facts and figures regarding the 
magnitude and scope of the Northwest-
ern Sanitary Commission in this single 
document. In addition, her listing of food 
items gives us some idea of the food 
technology and attention to a variety 
of food groups and nutrients, many of 
which hadn’t been identified or discov-
ered as such yet! Given that the Commis-

sion is believed to be the forerunner of 
our current public health system, dieti-
tians in community and public health will 
note how far it has advanced since the 
early days. My Story of the War is also rich 
in qualitative data, characteristic of per-
sonal accounts in any historic period pro-
viding Livermore’s subjective experience 
and worldview in the context of the post-
war period. She also devotes chapters 
to highlight several other Sanitary Com-
mission women whose contributions she 
believed to be significant.

For those interested in diving further into 
Mary Livermore’s account, an 1889 print-
ing is available digitally through Indiana 
State Library (4). As summer begins, re-
member that wherever RDPG members 
are located, you are not far away from a 
museum, library, birthplace, or interpre-
tive historic center. In your travels, why 
not take in some history and find out 
more about a favorite pioneer in dietet-
ics this summer?
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ABSTRACT 

Parkinson’s disease (PD) is a neurode-
generative movement disorder caused 
by the death of dopamine-producing 
neurons responsible for motor function 
and movement control. As PD advances, 
problems extending beyond motor 
deficits occur particularly in the areas of 
nutrition, weight management, physical 
ability, and cognitive function.  Regis-
tered dietitians, physical therapists, exer-
cise physiologists, and speech language 
pathologists, in conjunction with physi-
cians, are among the essential personnel 
responsible for reducing the burden of 
these symptoms to improve quality of 
life and optimize health. Additionally, 
care from these healthcare practitioners 
may reduce healthcare costs over the 
long term. There is also a need to bet-
ter understand the management of diet 
along with physical and cognitive func-
tion in this population using an interdis-
ciplinary approach. A proposed meth-
odology using the Academy of Nutrition 
and Dietetics’ Nutrition Care Process and 
Model is outlined here to provide a nu-
tritional assessment plan for individuals 
with PD. This methodology can be used 
across health disciplines to aid in future 
research to better understand how to 
effectively provide education and treat-
ment for people with PD in an interdisci-
plinary setting. 

Key Words:  Parkinson’s disease, move-
ment disorders, interdisciplinary care, 
nutrition, communicative disorders, exer-
cise physiology 

OVERVIEW 

Parkinson’s disease (PD) is a neurodegen-
erative movement disorder caused by 
the death of dopamine-producing neu-

Student Article:  
Parkinson’s Awareness and the Role of a Health Care Team in 
Managing Parkinson’s Disease

rons responsible for motor function and 
movement.1-3 Once motor-related symp-
toms appear, up to 80% of dopamine-
producing neurons are lost.4 Autonomic 
changes and cognitive deficits also occur 
even during early stages of PD.1 Since 
the number of people with Parkinson’s 
disease (PwPD) is expected to double by 
2030, more people will need treatment 
for decreased functionality and compro-
mised dietary intake.5 The annual direct 
and indirect costs of PD, estimated at 
$10.8 billion in 2007,6 is also expected to 
rise with increasing incidence. 

Individuals with PD typically live 20+ 
years after diagnosis7 and are recom-
mended to meet with their neurologist 
2-4 times annually8 to assess health and 
treat disease progression. There is a de-
cline in nutritional status, including un-
healthy and unintended weight changes, 
and a decline in physical function as PD 
advances.9 However, no recommenda-
tions have been formulated for routine 
appointments with allied health profes-
sionals such as registered dietitians (RD), 
speech-language pathologists (SLP), 
exercise physiologists, physical therapists 
(PT) or occupational therapists. Though 
there is no cure for PD, these allied health 
professionals can help provide coor-
dinated care to reduce the burden of 
symptoms,10 improve quality of life (QOL), 
and possibly reduce healthcare costs.11 
More research is needed to better under-
stand what health improvements can be 
gained via interdisciplinary disease man-
agement in this population.10,12

NUTRITIONAL STATUS IN PD 

Malnutrition includes over- and under-
nutrition13,14 and results in compromised 
body size and composition, function, 

and/or clinical outcomes for PwPD.15,16 
Assessing the nutritional status of indi-
viduals with PD includes the traditional 
examination of anthropometrics, bio-
chemical measures, clinical data, and 
dietary intake13,14 and must include spe-
cial attention to possible food-drug in-
teractions, duration of medications, and 
assessment of depression and anxiety.11 
Food-drug interactions can impact effec-
tiveness of medication to manage PD as 
well as weight status.17,18 Additionally, PD 
is a progressive disease and individuals 
with PD and their caregivers must cope 
with the reality of worsening disease 
sequelae.19 

An increase in weight may occur as a 
result of overnutrition20 caused by ex-
cessive oral intake and/or inadequate 
activity.21 Medications and treatment can 
reduce dyskinesia which subsequently 
decreases energy expenditure result-
ing in weight gain.9,22 Pharmacological 
medications, such as dopamine agonists, 
can result in weight gain as they tend 
to increase impulsivity and overeat-
ing.22 Weight gain is reported almost 
immediately following the start of deep 
brain stimulation (DBS) treatment and 
lessens after about a year.23 Studies 
have reported a mean weight gain of 
3.1-9.3 kg within three months22,23 and 
speculate weight gain was attributed to 
“hypo-dopaminergic snacking” follow-
ing surgery.23 Additionally, anxiety and 
depression are common in individuals 
with PD and use of antidepressant and 
anxiety medication for individuals with 
PD are related to increases in body mass 
index (BMI).18,24

In addition to the impact of excess 
weight on chronic disease risk, being 
overweight is a concern for individuals 
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with PD due to the risk of developing 
sarcopenic obesity, higher body fat and 
decreased muscle strength, that can ac-
celerate a decline in physical function.25 
A study examined the long-term weight 
stability of individuals with PD for one 
year and found a significant amount of 
muscle replaced by fat.20 Though over-
nutrition is an issue, it tends to be an 
issue for those living with PD only at 
certain time points.9 As the disease pro-
gresses and individuals stop responding 
to treatment, the worsening of motor 
and non-motor symptoms leads to unin-
tended weight loss and undernutrition.9 
The change in body composition be-
comes a greater concern with unintend-
ed weight loss as some of this weight 
loss will be muscle and further impact 
individuals' with PD ability to maintain 
activities of daily living (ADL), QOL, and 
independence. 

Undernutrition, which results from insuf-
ficient intake to meet energy expendi-
ture,21 is frequently reported in those 
living with PD.26 Unintended weight loss 
can be due to undereating caused by 
multiple factors.11 Mobility limitations 
make it difficult to shop for, prepare, and 
cook food,9 and individuals may exhibit 
dysphagia (difficulty swallowing) and 
gastrointestinal problems which can de-
crease appetite.27 Higher levodopa dos-
ages, the most effective medication for 
managing PD-related motor sequelae, 
have also been associated with a lower 
BMI;18 lower BMI values are associated 
with compromised motor and non-
motor function.28 Weight loss in individu-
als with PD is  associated with impaired 
cognition, which suggests a relationship 
between cognition and nutritional sta-
tus.29 Additionally, experiencing demen-

tia or visual hallucinations is associated 
with weight loss in these individuals.30 
Prevalence of malnutrition among PwPD 
has not been accurately quantified due 
to the large variation in methods used 
to assess nutritional status, which has in-
cluded the following outcome measures: 
BMI, weight change, anthropometrics, 
and various nutrition screening and as-
sessments scores.26 One study used the 
Mini Nutritional Assessment and found 
nearly 22% of participants (n=25 of 117) 
were malnourished or at risk of malnu-
trition.31 Using the Subjective Global 
Assessment, Sheard and colleagues32 
found 15% of community-dwelling 
adults with PD (n=19 of 125) were mod-
erately malnourished. Malnutrition is 
associated with poorer QOL and worse 
health outcomes.32 Nutrition screening 
throughout disease progression is neces-
sary and future research should develop 
a standardized nutrition assessment 
protocol for PwPD.26  Those with PD usu-
ally weigh less than healthy controls.23 
Despite increased energy intake, the av-
erage weight loss in 174 PwPD was 2.36 
kg 10 years prior to diagnosis and 3.5 kg 
in eight years following diagnosis.33 This 
significant weight loss is experienced in 
both genders.34 This observed variability 
of weight status, nutrient intake, and me-
tabolism highlights the need for routine 
weight monitoring.11

Monitoring the nutritional status of indi-
viduals with PD is critical. Various physi-
ological factors associated with PD con-
tribute to compromised nutritional sta-
tus. These factors include disease stage 
and side effects from medical or surgical 
treatment.27 Non-motor symptoms such 
as impaired cognition or depression can 
also compromise food intake.29 Addition-

al common symptoms include nausea, 
decreased gastric motility, dehydration, 
and dysphagia. Up to 87% of individuals 
with PD end up developing dysphagia.35  

Due to the negative impacts the unin-
tended weight fluctuations can have, 
monthly weight checks would be very 
beneficial and especially important for 
those with dysphagia who are more 
likely to experience unintentional weight 
loss.27 Research suggests individuals who 
require modifications in food and fluid 
consistency may reject foods based on 
visual appearance,36 and those avoiding 
solid foods are more likely to experience 
weight loss.37 This is important because 
variability in weight and nutritional 
status can negatively impact physical 
function, leading to muscle wasting and 
difficulties performing ADL.25 

PHYSICAL FUNCTION 

Physical function is one’s ability to carry 
out tasks related to ADL.38 Movement 
disorders caused by PD lead to de-
creased activity levels which can result 
in muscle loss and negatively affect 
strength and physical function.39 Trem-
ors, bradykinesia, rigidity, stooped pos-
ture and instability, gait difficulties, and 
muscle weakness are motor symptoms 
that occur in PD.39 Weakness and de-
clines in functionality are more common 
in women with PD than males; conse-
quently, women may be at greater risk of 
functional decline.40 Research has found 
a relationship between older adults with 
a low BMI (<22 kg/m2), compromised 
functional status (i.e. personal hygiene, 
independent toilet use, eating), and 
psychosocial well-being.41 Individuals 
with PD and a lower BMI are more likely 
to experience a hip fracture, with falls 
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being a major cause.42 In 260 individuals 
with PD, 63% self-reported exercising, 
but 47.7% reported falls in a six-month 
period.43 Frequent falls were associated 
with a lower sense of self-efficacy to do 
exercise; therefore effective exercise 
programs should help PwPD improve 
perception of self-efficacy.43 Exercise 
can benefit both cognitive and physical 
function and is linked with improved 
motor control, balance, and behavioral 
improvements in individuals with PD.44 

Incorporation of physical activity can 
increase muscle and decrease fat mass, 
thus improving physical function and 
attenuating muscle wasting. Resistance 
training programs can increase strength 
similar to healthy elderly adults and can 
be a useful part of physical rehabilitation 
and health maintenance programs.39,45 
A well-designed and individualized ex-
ercise prescription may improve QOL by 
improving physical and cognitive func-
tion and the ability to perform ADL,43,44 
which can promote independence.43 The 
relationship between poor nutrition sta-
tus, cognitive impairment, and low physi-
cal activity levels indicate the need to 
further investigate disease-related barri-
ers,12 such as the ability to perform instru-
mental ADLs (i.e. buying, preparing, and 
consuming food, bathing, and house-
hold chores) and ways to help overcome 
these barriers. As a result, it is important 
to monitor physical function, emphasize 
a healthy weight, and promote physical 
activity. Assessment of ADLs and mobil-
ity identifies an individual’s deficits and 
can be used for interventions to prevent 
further functional decline.46 The Timed 
Up and Go test and Activities-Specific 
Balance Confidence Scales effectively 
determine whether a walking device is 

necessary.47 Tailored dietary and exercise 
recommendations for PwPD may help 
optimize body composition and in turn 
improve health-related QOL.

DIETARY RECOMMENDATIONS FOR PD 
AND THE ROLE OF RDs

Unique PD sequelae require tailored and 
individualized dietary recommendations 
from RDs. Formal and comprehensive 
guidelines for nutrition management 
of PD have not been established.48  The 
current general guidelines focus on ade-
quate calorie intake to promote a healthy 
body weight and appropriate protein in-
take to avoid interaction with levodopa-
containing medications.2 Levodopa, the 
most effective medication for managing 
PD,49 competes with dietary protein for 
absorption and transportation across the 
gut, blood-brain barrier, and peripheral 
nervous system.50 Diets, such as a plant-
based, vegetarian, or Mediterranean, 
adequate in fiber, pre- and probiotics, 
are proposed for early-phase PD prior to 
the introduction of levodopa-containing 
medications. These specific diets can 
improve gastrointestinal issues, increase 
absorption of levodopa,2,9,51 and promote 
optimal cognitive function.9,52 National 
organizations for PD provide dietary 
recommendations which include: 20-35 
grams of fiber per day,53,54 up to 60 to 70 
fluid ounces of water per day,53 monitor-
ing vitamin D status, and foods that are 
associated with cognitive health such 
as nuts, tuna, salmon, and dark green 
leafy vegetables.54 A recent randomized, 
double-blind, placebo-controlled trial 
found co-supplementing with 1000 mg/
day of omega-3 fatty acid from flaxseed 
oil and 400 IU of vitamin E significantly 
improved overall PD clinical outcome 

scores, insulin metabolism, total antioxi-
dant capacity, glutathione concentra-
tions, and high-sensitivity C-reactive 
protein levels.55 

Managing dietary protein and levodopa-
containing medications must be based 
on the frequency and timing of taking 
levodopa. As a result, there is confu-
sion among healthcare professionals, 
those living with PD, and their caregiv-
ers.56  Such recommendations include 
following a low protein diet; protein 
redistribution diet; and waiting thirty 
minutes to two hours before or after 
eating to take levodopa medication.17,57 
A low protein diet restricts daily protein 
intake to <0.8g/kg of ideal weight/day.58 
The protein-redistribution diet advises 
the recommended dietary allowance 
(RDA) of 0.8g/kg of protein/day to ensure 
adequate protein intake but requires the 
majority of dietary protein to be con-
sumed at the evening meal to ameliorate 
daytime motor symptoms and minimize 
interaction between medication and 
protein.17 Cereda et al17 completed a 
systematic review examining the effec-
tiveness of the low protein and protein 
redistribution diets and found evidence 
supports the safety and efficacy of a pro-
tein redistribution diet. However, more 
research is needed to understand long-
term effects of the protein redistribution 
diet on nutritional status. 

In addition to helping to manage food-
drug interactions, RDs can monitor for 
malnutrition. Nutrition-focused physical 
assessment, a hands-on process that can 
be performed by RDs during nutrition 
assessment, allows RDs to evaluate physi-
cal changes indicative of compromised 
nutritional status.59 The three steps of a 
nutrition-focused physical assessment 
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include: 1) conducting a general survey 
of the patient’s appearance; 2) examining 
the patient’s body build; and 3) perform-
ing a hands-on evaluation of the patient, 
which includes an evaluation of body 
systems, muscle and subcutaneous fat 
wasting, oral health, swallowing ability, 
and appetite. Physical findings can help 
RDs detect malnutrition, nutrient defi-
ciencies and toxicities, difficulty swallow-
ing and chewing, altered neurological 
status, and muscle wasting.59 

Finally, RDs can also provide medical nu-
trition therapy for malnutrition, help fa-
cilitate proper meal planning, implement 
dietary guidelines, and assist with finding 
meal delivery services for those unable 
to buy and prepare food. When work-
ing to optimize nutrient intake, physical 
barriers such as reduced ability to shop, 
prepare food, and use utensils must be 
considered. RDs can help individuals 
with PD work to achieve a healthy body 
composition, prevent, detect, and treat 
nutritional deficiencies, and help allevi-
ate constipation and other gastrointesti-
nal issues.9 Thus, RDs are a critical part of 
the interdisciplinary team that is needed 
to provide the most comprehensive care 
for PwPD. 

ROLE OF ADDITIONAL HEALTH CARE 
PROFESSIONALS 

Due to the number and complexity of se-
quelae associated with PD, a patient-cen-
tered multidisciplinary team approach 
for working with clients and caregivers is 
essential to provide effective treatment 
and manage symptoms.10 Healthcare 
professionals from nutrition, speech-
language pathology, exercise physiology, 
and physical and occupational therapy in 
conjunction with physicians can provide 

more comprehensive health care services 
that improve QOL and attenuate disease 
progression.12 Evidence suggests interdis-
ciplinary treatment can improve health 
status, curtail motor and non-motor se-
quelae, and improve overall QOL of indi-
viduals living with PD.43,60,61 However, in-
terventions examining the effectiveness 
of combined dietary, cognitive-linguistic, 
and exercise interventions have not been 
explored. 

Exercise programs targeting physical 
function are important components 
of the long-term interdisciplinary care 
plan for managing PD.43,62 Exercise pro-
grams should be designed by trained 
fitness experts to promote exercises to 
help prevent falls, curtail muscle wast-
ing, and improve physical function and 
ability to perform ADL.63 Lee Silverman 
Voice Therapy-Big (LSVT-BIG Therapy) is 
a specialized physical therapy consisting 
of five tasks focusing on large trunk and 
extremity functional movements.64 The 
protocol requires patients to complete 
16 sessions over four weeks65 and has 
been found not only to improve physical 
function but also help manage feelings 
of depression and fatigue related to PD.66 
Other exercise programs found to ben-
efit physical function and overall health 
in individuals with PD include: treadmill 
training,67 resistance training,68 Tai Chi,69 
boxing,70 biking,71 and dancing.72  

Collaboration with SLPs to provide tai-
lored care for PwPD is also essential. 
Speech language pathologists evaluate, 
diagnose, and treat swallowing, speech, 
and cognitive deficits associated with 
PD.73 Impaired swallowing in the oral 
and pharyngeal phase is one of the most 
common motor symptoms of dysphagia 
for individuals with PD,74 and can com-

promise dietary intake and ability to 
swallow medication.75 Speech language 
pathologists can detect and treat oro-
pharyngeal dysphagia, difficulty or in-
ability to chew and mix food with saliva 
and move the bolus of food formed to 
the back of the mouth with the tongue 
to the esophagus,76 in a variety of ways 
when a barium swallow test is not avail-
able. One mechanism is measuring oral 
transit time which is the time for the 
chewed food to pass across the base of 
the tongue once swallowing has begun.77 
Another evaluation SLPs perform is the 
volume-viscosity swallow test, which 
assesses a patient’s ability to swallow bo-
luses of different volumes and consisten-
cies (thin liquid, and nectar- and spoon-
thick).78 Finally, a timed swallow test can 
detect swallowing ability by evaluating 
the time taken to swallow 150mL of wa-
ter and the number of swallows required. 
The SLP has many ways to positively 
impact the care of PwPD, such as pre-
scribing appropriate modified textures 
and fluid consistencies to reduce choking 
risk as well as swallowing exercises that 
can reduce swallowing disorders and 
improve QOL.79 Impaired oral motor skills 
require dietary manipulation using stan-
dards from the National Dysphagia Diet80 
and collaboration between SLPs and RDs 
to help individuals safely meet dietary 
needs. Appropriate dysphagia diets need 
to be prescribed in conjunction with RDs 
to provide adequate nutrition and hydra-
tion for individuals requiring modified 
textures and liquids.11 

Speech-language pathologists can also 
address speech and voice characteristics 
that emerge from PD-related cogni-
tive and motor abnormalities, such as 
reduced loudness, mono-loudness and 
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pitch, inaccurate articulation, and slowed 
and slurred speech.81 Lee Silverman Voice 
Treatment Loud (LSVT-LOUD) therapy 
is a speech technique used to manage 
speech disorders that emerge in indi-
viduals with PD.81 The protocol requires 
PwPD to attend 16 one-on-one sessions 
with a certified SLP for four weeks.81 
These intensive hour-long sessions ef-
fectively increase vocal loudness and 
functional communication in individuals 
living with PD.60 

Patient success is dependent on educa-
tion and experiential training of health-
care professionals and students on in-
terdisciplinary teams to treat the current 
intricacies of the patient.10 A proposed 
flow chart (Figure 1), framed after the 
Academy of Nutrition and Dietetics Nu-
trition Care Process and following the 
ADIME (Assessment, Diagnosis, Interven-
tion, Monitoring /Evaluation) format, 
provides a model for assessment of indi-
viduals with PD.82 Future research should 
examine the effectiveness of these disci-
plines providing interdisciplinary services 
to PwPD.11 

FUTURE RESEARCH/DIRECTION 

An interdisciplinary team of health care 
professionals can improve the manage-
ment of PD, impacting psychosocial 
function, disease severity, motor sequel-
ae, depression, and caregiver burden.83 
This team can provide guidance and sup-
port in adequate nutrition, speech ther-
apy, and exercise and cognitive training, 
positively impacting long-term QOL.12 
Previous interdisciplinary work has been 
shown to be successful in other condi-
tions, such as cardiovascular disease and 
gastrointestinal issues,84,85 and can be 
used as a model of care for individuals 

living with PD. Future research is needed 
to establish clear dietary guidelines for 
managing PD as well as to understand 
how to effectively provide education and 
treatment for this population through 
interdisciplinary collaboration. 

SUMMARY/CONCLUSION 

Although recent advances in the 
management of people with PD have 
improved individuals’ QOL and various 
health outcomes, no disease-modifying 
agents or cures are currently available.86 
Individuals have nutritional, physi-
cal, swallowing, speech, and cognitive 
deficits that require management and 

interventions to prevent further sequa-
lea. Therefore, assessment of nutrition, 
physical function, speech, and swallow-
ing function should be conducted regu-
larly with an interdisciplinary healthcare 
team10
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Dear RDPG members,

It has been a pleasure to be your Editor-in-Chief for the period 
of 2016-2018. The newsletter has added to its roster a historian, 
diversity liaison, and mentorship chairs with accompanying 
articles in some issues. Ingrid Lofgren has worked on historian 
information for the group, and our mentorship chairs have 
included Sara Greiner Wax and Tara L. LaRowe. Some of our 
official volunteers have worn more than one hat, and efforts 
are appreciated. Suzi Baxter has served as both the treasurer 
and diversity liaison; Lauri Byerly as both the past chair as 
well as fundraising committee chair; and there may be others 
serving in dual roles. Thank you to our spotlight contributors, 
with the student representative chair assisting to find students 
for our spotlight and our special reporter, Erin Gaffney-
Stomberg, working on our member spotlight. Additionally, 
other members have stepped in and volunteered themselves 
or others, and this is much appreciated.

Thank you to Danielle M. Torisky for her pioneer series articles.  
I truly appreciate the work of our assistant editors, Judy Gould 
and Lori Stockert, and also to Chelsea Schulman for the student 
articles. Thank you to our secretary, Tracey Ledoux, for taking 
the minutes of calls. We appreciate the work of our nominating 
committee chair, Nancy Emenaker, and our nominating 
committee as they assist with information during member 
election time. Dave Holben has been keeping us updated as 
our HOD Delegate, and Brook Harmon has up and coming 
articles of interest as our Policy and Advocacy Leader (PAL). 
At awards time, our committee co-chairs, Jennifer Hanson 
and Joann McDermid, ensure that award information gets 
into The Digest. Thank you to Valisa Hedrick, who ensures that 
The Digest gets uploaded to the internet for us and sends out 
e-blasts, including requests for articles and column spotlights, 
which has been helpful for the newsletter. Our chairs are very 
dedicated, as they commit to not only being a present chair, 
but also as a chair-elect and a past chair continuing to stay 
involved.

Barbara Gordon is in a new position as well as the Academy 
Council on Research (CDR) Liaison, and she will be our 
upcoming Chair-Elect. Ashley Vargas will move from our chair-
elect to the Chair, and Elizabeth (Beth) Reverri will move from 
being the chair to becoming a past chair. Thank you to Lauri 
Byerly, who has served as the chair and past-chair since my 

tenure as editor, and her work on the symposium by Abbott 
on probiotics/prebiotics at last year’s FNCE® meeting. I hope 
I am not overlooking anyone, as everyone’s contributions are 
indeed appreciated.

We lost members Samantha Ramsey and Phyllis Stumbo last 
year and ran In Memoriam articles about them. Thank you 
to those who wrote these articles. Mary Feeney, a 50-year 
member of the Academy wrote an article for us. The Digest 
welcomes new articles and ideas of interest and is happy to 
incorporate in future issues. I am signing off on my tenure 
as editor. Tricia Psota will be stepping up to the editor role 
starting the next issue and will be happy to hear ideas for 
future issues of The Digest. Thank you again for this opportunity 
to serve the RDPG in the role of Editor-in-Chief.

Editor’s Corner
Cheryl J. Reifer, PhD, RDN, LD



The Digest | Spring 2018    22

RDPG List of Official Volunteers
Chair*
Ashley Vargas
ashleyvargasrdn@gmail.com

Chair-elect*
Barbara Gordon
gordbarb@isu.edu

Past Chair*
Lauri Byerley
lbyerley@msn.com

Secretary*
Tracey Ledoux
taledoux@uh.edu

Treasurer*
Maria Morgan-Bathke
memorganbathke@viterbo.edu

Academy Manager – DPG Relations
Katie Gustafson
kgustafson@eatright.org

Nominating Committee Chair*
Mary-Jon Ludy
mludy@bgsu.edu

Nominating Committee Members
Mary Lesser
mnrlesser@berkeley.edu

Robin Tucker
tucker98@anr.msu.edu

HOD Delegate*
David Holben
dhholben@gmail.com

Awards Committee Co-Chairs
Jennifer Hanson
jhanson2@ksu.edu

Joann McDermid
joann.mcdermid@virginia.edu 

Academy Council on Research  
(COR) Liaison
Barbara Gordon
gordbarb@isu.edu

Website Committee Chair
Valisa Hedrick
vhedrick@vt.edu

Website Committee Member
Kevin Klatt
kck731@gmail.com

Policy and Advocacy Leader (PAL)
Brook Harmon
bharmon1@memphis.edu

Social Networking Coordinator
Kevin Klatt
kck68@cornell.edu

Membership Coordinator
Kathryn Hoy
kathryn.i.hoy@gmail.com

Student Representative Chair
Katie Arlinghaus
krarling@central.uh.edu

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

CPE/EML Administrator
Inés Anchondo
ines.anchondo@ttuhsc.edu
inesanchondo@gmail.com

The Digest Editor-in-Chief
Tricia Psota
tricia@triciapsota.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
jaye43@gmail.com

Lori Stockert
lcstockert@verizon.net

Fundraising Committee Chair
Lauri Byerley
lbyerley@msn.com

Fundraising Committee Co-Chair
Carol Berg Sloan
csloan@walnuts.org

Webinar Chair
Maria Azrad
mariaazradphd@gmail.com 

Webinar Co-Chair
Kevin Klatt
kck731@gmail.com

Diversity Liaison 
Suzanne (Suzi) Baxter
sbaxter@mailbox.sc.edu

Mentorship Chair
Whitney Linsenmeyer
whitney.linsenmeyer@health.slu.edu

Historian
Ingrid Lofgren
ingridlofgren@uri.edu

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

Copyright © 2018 Research DPG of the Academy of Nutrition and Dietetics.

*Voting Member

Chair*
Elizabeth (Beth) Reverri, PhD, RD
ejreverri@gmail.com
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