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ABSTRACT

There is a paucity of data on the prevalence of disabilities among nutrition and dietetics 
professionals (NDPs) in the U.S.  Currently, neither the Academy of Nutrition and Dietet-
ics (Academy) nor the Commission on Dietetic Registration (CDR) actively collect data 
on this topic.  A review of Academy and CDR diversity initiatives indicates organizational 
awareness to improve diversity among NDPs.  Initial diversity efforts focused on gender 
and race/ethnicity among NDPs; more recent efforts have expanded reach to individuals 
with disabilities.  Although there is progress towards infusing diversity into the profes-
sion of nutrition and dietetics, the topic of disability as diversity needs attention.  To 
begin to estimate the prevalence of NDPs with disabilities, we analyzed responses to the 
special needs question on registration forms for the Academy’s Food and Nutrition Con-
ference and ExpoTM (FNCE®).  For the three years (2014–2016) analyzed, <1% of attendees 
reported having a disability (hearing, mobility, vision, other) requiring special assistance.  
To the authors’ knowledge, this is the first research on the prevalence of disabilities 
among NDPs.  Such data are needed to provide baseline information to address future 
recruitment and retention of NDPs with disabilities.  Ideas to help meet the crucial need 
for data on this topic are provided.
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INTRODUCTION

The Americans with Disabilities Act,1 
passed in 1990, and strengthened by 
the Americans with Disabilities Amend-
ments Act,2 passed in 2008, is civil rights 
legislation that prohibits discrimination 
against people with disabilities in all ar-
eas of public life including jobs, schools, 
transportation, and public and private 
places open to the general public.  The 
law’s purpose is to guarantee equal op-
portunity for people with disabilities in 
public accommodations, employment, 
government services, transportation, 
and telecommunications.  The law de-
fines disability as “a physical or mental 
impairment that substantially limits one 
or more major life activities, a record of 
such an impairment, or being regarded 
as having such an impairment.”3

The Office of Disability Employment Policy,4 
a sub-cabinet level, non-regulatory agency 
in the U.S. Department of Labor, promotes 
policies  to increase workplace success for 
people with disabilities, coordinating with 
employers and all levels of government.  
Its mission is to develop and influence 
policies and practices that increase the 
number and quality of employment op-
portunities for people with disabilities.4

The American Community Survey5 pro-
vides annual disability estimates for the 
U.S. Census Bureau.  The 2016 American 
Community Survey5 found that disabilities 
were reported by 12.8% of community-
dwelling individuals of all ages, with 
similar prevalence for males (12.7%) and 
females (12.9%).  The prevalence of dis-
ability increased with age (6.3% for 18–
34 years, 13.1% for 35–64 years, 25.3% 
for 65–74 years, 49.5% for 75+ years).  By 
race/ethnicity for all ages, the prevalence 

of disability was 17.0% among American 
Indians/Alaska Natives, 14.1% among 
Black/African Americans, 13.4% among 
Whites, 11.3% among persons of two or 
more races, 11.1% among Native Hawai-
ian/Other Pacific Islanders, 9.1% among 
Hispanics/Latinos, 8.3% among some 
other race, and 7.1% among Asians.  The 
prevalence of six disability types among 
persons ages 18–64 years was 5.1% for 
ambulatory, 4.5% for cognitive, 3.8% for 
independent living, 2.0% for hearing, 
2.0% for vision, and 1.9% for self-care.5

The Current Population Survey is conduct-
ed monthly by the U.S. Census Bureau for 
the Bureau of Labor Statistics.6  Individu-
als are classified as having a disability if 
they are deaf or have serious difficulty 
hearing; are blind or have serious difficul-
ty seeing even with glasses; have serious 
difficulty concentrating, remembering, or 
making decisions because of a physical, 
mental, or emotional condition; have se-
rious difficulty walking or climbing stairs; 
have difficulty dressing or bathing; or 
have difficulty doing errands alone (e.g., 
visiting a doctor’s office or shopping) be-
cause of a physical, mental, or emotional 
condition.6  Using data from the Current 
Population Survey, the Bureau of Labor 
Statistics reported that the percent of 
the civilian labor force employed in 2017 
among ages 16+ years was 18.7% for 
persons with disabilities and 65.7% for 
those without disabilities.7  Persons with 
disabilities employed in 2017 worked in 
a variety of occupations—management, 
business, and finance (14.6%); profes-
sional (19.4% [including 4% as healthcare 
practitioners]); service (20.2%); sales and 
office (22.7%); natural resources, con-
struction, and maintenance (8.9%); and 
production and transportation (14.1%).8

A disability (learning, visual, hard-of-
hearing, deafness, speech, orthopedic, 
health impairment) was reported by 
11.1% of undergraduate students in 
2011–2012.9  A disability or condition 
that lasted 6+ months was reported by 
7.6% of graduate students on a survey in 
2007–2008; this survey categorized types 
of impairment reported as hearing, visu-
al, orthopedic/mobility, learning, health 
problem, mental illness/depression, or 
other (speech, attention deficit disorder, 
developmental, brain injury, other).10  

Data are scarce concerning the preva-
lence of disabilities among nutrition and 
dietetics professionals (NDPs).  For the 
2015 and the 2017 Compensation and Ben-
efits Surveys of the Dietetics Profession,11,12 

of 6,385 and 9,000 respective respon-
dents, 18% (1,149) in 2015 and 18% (1,620) 
in 2017 reported non-employment in 
a nutrition/dietetics position, and 3% 
(34 in 2015 [2.95% of 1,149 but 0.53% of 
6,385 total]; 49 in 2017 [3.02% of 1,620 
but 0.54% of 9,000 total]) reported dis-
ability/health problems as the reason 
for non-employment.  However, neither 
survey inquired whether NDPs employed 
in the field had disabilities.11,12  Neither 
the Academy of Nutrition and Dietetics 
(Academy—formerly American Dietetic 
Association) nor the Commission on Di-
etetic Registration (CDR) actively collects 
disability data on NDPs.  However, reg-
istration forms for the Academy’s Food 
and Nutrition Conference and ExpoTM 
(FNCE®) inquire whether attendees have 
a disability (hearing, mobility, vision, 
other) requiring special assistance.  

The goals of this article are threefold:  
1) Review Academy and CDR diversity 
initiatives for information regarding dis-
ability among NDPs.  2) Provide results 
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from analyses of responses to the special 
needs question from three years of FNCE® 
registration forms to estimate the preva-
lence of NDPs with disabilities.  3) Offer 
research strategies to collect new data 
on disabilities among NDPs to help meet 
the crucial need for data.

Upon completion of this article, the read-
er will be able to:

• State the prevalence of disabilities 
among community-dwelling individu-
als, undergraduate students, graduate 
students, and healthcare practitioners.

• State the proportion of respondents 
who reported disability/health prob-
lems as the reason for non-employ-
ment in a nutrition/dietetics position 
for the subset and total number of 
respondents for each of the 2015 and 
2017 Compensation and Benefits Surveys 
of the Dietetics Profession.

• Explain the Academy’s current diver-
sity philosophy.

• State examples of two diversity initia-
tives which exemplify inclusivity of 
NDPs with disabilities.

• List two strategies to collect new 
data on the prevalence of disabilities 
among NDPs.  

REVIEW OF ACADEMY AND CDR 
DIVERSITY INITIATIVES

The American Dietetic Association and 
its Foundation commissioned a study on 
minority health in 1984; a subsequent 
report indicated that an accurate picture 
of membership was needed to fulfill 
responsibilities as a professional organi-
zation.13  That report led to the develop-
ment of the organization’s first minority 
recruitment and retention plan in 1987 

and establishment of the Affirmative 
Action Committee in the House of Del-
egates in 1992.  In 1995, that committee 
was renamed the Diversity Committee 
and assigned to the Board of Directors.13  
That report also led to the release in 1996 
of the organization’s first diversity phi-
losophy: 

“The American Dietetic Association 
...values and respects the diverse view-
points and the individual differences 
of all people.  [The ...Association’s] 
mission and vision are more effectively 
realized through the promotion of a 
diverse membership that reflects the 
cultural, ethnic, racial, religious, socio-
economic, geographic, political, edu-
cational, experiential, and philosophic 
characteristics of the public it serves.  
The [...Association] actively identifies 
and offers opportunities to individu-
als with varied skills, talents, abilities, 
ideas, backgrounds, and practice 
expertise.  [...Association] members 
contribute to the advancement of the 
profession and shape the food choices 
and impact the nutritional status of 
the public.”13

Over the next few years, diversity re-
mained a key strategic goal.  In 2002, the 
Academy developed and released a Di-
versity Mentoring Toolkit for educators to 
help academic programs attract more di-
verse students.14  The Diversity Committee 
was expanded in 2004.14  The President’s 
Page in the February 2005 Journal of the 
American Dietetic Association (Journal; 
now Journal of the Academy of Nutrition 
and Dietetics) was devoted to diversity, 
and inclusivity was highlighted as one of 
the organization’s prominent values.15  In 
this column, 2005 President Susan Lara-
mee, MS, RD, LDN, FADA wrote a state-

ment that is true today and applicable to 
the topic of disabilities among NDPs:15

“Serving clients from increasingly di-
verse ethnic and cultural populations 
continues to change the dietetics pro-
fession and the American Dietetic As-
sociation ...in terms of the needs of our 
members and the services we provide.  
The basic economics of doing business 
in the United States today requires a 
diverse workforce and the ability to 
serve a diverse client base.”15  

By 2005, the Academy offered a Diversity 
Promotion Grant every other year to 
enhance diversity among membership, 
as well as a Diversity Action Award an-
nually.14   Since 2009, there has been a Di-
versity Leaders Program which supports 
active members from underrepresented 
groups within the dietetics profession; 
a specific number of applicants are se-
lected for an intense two-year program 
of orientation, mentorship, leadership 
training, and networking.14  

The Academy had developed additional 
diversity programs by 2011 including 
Member Interest Groups, cultural com-
petency resources, food and nutrition 
information in numerous languages, 
mentoring programs, and pan-ethnic im-
ages in all messaging (e.g., membership 
brochures, Web site) and marketing ma-
terials.16  In May 2013, a Journal supple-
ment titled “Building a Brighter Tomorrow: 
Diversity, Mentoring and the Future of Di-
etetics” was published consisting of nine 
articles total.  All four articles in the diver-
sity section were reprinted from previous 
Journal issues (December 2010,17 March 
2011,18 August 2011,16 June 201219).

The first Diversity Strategic Plan 2015–
2020 was approved by Academy leader-
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ship in the 2014–2015 program year.14  
The Diversity Liaison program began in 
2015 to encourage each Affiliate and Di-
etetic Practice Group to identify a Diver-
sity Liaison to conduct diversity outreach 
events to promote the profession to di-
verse individuals and/or increase cultural 
competency of practitioners.14  Also, the 
Diversity Mini-Grants program began an-
nually in 2015.14

The Academy’s current diversity philoso-
phy20 is almost identical to its 1996 phi-
losophy.13  The former philosophy men-
tioned “abilities” whereas the current 
philosophy mentions both “abilities”  and 
“disabilities.”  According to the website, 
the current diversity philosophy states, 

“The Academy values and respects the 
diverse viewpoints and individual dif-
ferences of all people.  The Academy’s 
mission and vision are most effectively 
realized through the promotion of a 
diverse membership that reflects cul-
tural, ethnic, gender, racial, religious, 
sexual orientation, socioeconomic, 
geographical, political, educational, 
experiential and philosophical char-
acteristics of the public it services.  The 
Academy actively identifies and of-
fers opportunities to individuals with 
varied skills, talents, abilities, ideas, 
disabilities, backgrounds and practice 
expertise.”20

Certain aspects of diversity (i.e., gender 
and race/ethnicity) tend to be in the fore-
front of the Academy’s efforts, perhaps 
due to self-reported demographic data 
obtained by the CDR.21  For example, self-
reported demographics for the 99,893 
Registered Dietitians and Registered 
Dietitian Nutritionists (RDNs) in CDR’s 
“Complete Registered Dietitian Regis-

try”21 as of May 7, 2018, for gender were 
89.08% female, 3.78% male, and 7.14% 
not reported, and for race/ethnicity were 
76.25% White, 2.51% Black/African Amer-
ican, 3.95% Asian, 3.30% Hispanic/Latino, 
1.04% Native Hawaiian/Pacific Islander, 
0.43% American Indian/Alaskan Native, 
1.13% Other, 0.65% two or more races, 
8.50% not reported, and 2.20% prefer 
not to disclose.21

There is evidence of some progress to 
include NDPs with disabilities in diversity 
initiatives.  For example, individuals with 
disabilities participate in the Diversity 
Leaders Program and are mentioned 
in the Academy’s diversity philosophy.  
However, of the four reprinted articles 
in the diversity section of the May 2013 
Journal supplement, only one article 
mentioned disabilities.  That seven-page 
article mentioned disabilities three 
times.16  One mention was that the na-
tional conversation is not only about 
race and gender, but also about people-
oriented diversity issues such as people 
with disabilities.  Another mention was 
that the American Bar Association has 
commissions focused on legal profes-
sionals with mental and physical disabili-
ties. The third mention was to quote the 
American Dietetic Association’s Diversity 
Philosophy.16

PILOT PROJECT

The pilot project evolved during an email 
dialogue among the three authors re-
garding the lack of information about the 
prevalence of disabilities among NDPs.  
Author-3, who has a congenital disability 
which impacts her mobility, has a degree 
in dietetics but has not matched with an 
internship; she does, however, work as a 
NDP (presenting nutrition talks to local 

community and school groups, writing 
articles and blogs about nutrition, per-
forming menu analyses for group homes, 
and serving as the nutrition ambassador 
for the Abilities Expo in the city where 
she lives).  Author-3 shared with Author-2 
that she was not aware of other NDPs 
with disabilities and felt alone trying to 
forge a path for herself and other NDPs 
with disabilities.  Author-2 introduced her 
to Author-1, who acquired a disability af-
ter working as a dietitian for years.  After 
learning that neither the Academy nor 
CDR actively collects disability data, the 
three colleagues agreed to design and 
conduct a pilot project to begin to ad-
dress this knowledge gap.

The Office of Research Compliance, on 
behalf of the University of South Carolina 
Institutional Review Board, determined 
that the project met the “Not Human 
Research” criteria set forth by the Code 
of Federal Regulations 45 CFR 45.  Data 
were not collected specifically for the 
project through interaction with living 
individuals, and project investigators 
could not readily ascertain the identity of 
individuals to whom the coded privation 
information pertained. 

The Academy provided electronic data 
sets in Microsoft Excel for the special 
needs question from registration forms 
for each year of FNCE® 2014–2016 as well 
as the total number of attendees per 
year.  Spreadsheet columns included the 
FNCE® attendee identification code, spe-
cial needs question response (hearing, 
mobility, vision, other), and, for “other” 
responses, the brief description provided 
by the attendee.  For each of the three 
FNCE® years, the number of attendees 
who responded per disability response 
category was tallied.
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The numbers of attendees at FNCE® 
2014–2016 ranged from almost 8,000 to 
nearly 10,500 (2014=7,967; 2015=9,183; 
2016=10,436).  As the number of attend-
ees increased across the three years, 
so did the number of attendees who 
indicated having a disability (2014=40; 
2015=49; 2016=62).  Each year, <1% of 
attendees reported having a disabil-
ity.  As Figure 1 shows, across the three 
years, the percentage of attendees who 
reported having a disability increased 
slightly (2014=0.502%; 2015=0.534%; 
2016=0.594%).

Figure 2 shows the numbers of attendees 
who indicated having a disability per 
response category (hearing, mobility, vi-
sion, other) per FNCE® year (2014–2016).  
Mobility was the most frequently re-
ported disability, ranging from 19–27 
attendees.  For the three remaining 
categories, the numbers ranged from 
13–21 for hearing, 2–8 for vision, and 3–7 
for “other.”  Examples of descriptions for 
“other” responses included “back issues” 
and “tire easily.”

Results showed that <1% of attendees 
at FNCE® each year 2014–2016 reported 
having a disability with a slight increase 
across the three years.  This value is 
less than disability prevalence rates for 
community-dwelling individuals (12.8%),5 
undergraduate students (11.1%),9 gradu-
ate students (7.6%),10 and healthcare 
practitioners (4.0%)8 but similar to dis-
ability rates among NDPs not employed 
in nutrition/dietetics due to disability/
health problems (0.53%–0.54%).11,12

This pilot project has limitations.  Surveys 
define disability differently, making it 
challenging to compare results.  Three 
(hearing, mobility/ambulatory, vision) of 

the four response options for the special 
needs question on FNCE® registration 
forms are among the six disability types 
from the American Community Survey.5  
The use of special needs question re-
sponses from FNCE® registration forms 
excludes non-FNCE® attendees and likely 
under-represents disability prevalence 
among NDPs.  The use includes dupli-
cates (i.e., attendees at FNCE® for con-
secutive years).  Analyses could not be 
conducted concerning gender, race/eth-
nicity, or age of attendees with disabili-
ties because FNCE® registration forms did 
not collect demographic information.  

To the authors’ knowledge, this is the 
first research to estimate the prevalence 
of disabilities among NDPs.  More re-
search is needed to provide baseline in-
formation to address future recruitment 
and retention of NDPs with disabilities. 

RESEARCH STRATEGIES

This article’s review of Academy and CDR 
diversity initiatives indicates a variety 
of initiatives spanning 1984 to the pres-
ent and demonstrates a commitment 
to increase diversity among NDPs.  Al-
though initial efforts focused primarily 
on diversification of gender and race/
ethnicity among NDPs, more recent 
efforts have expanded somewhat to 
individuals with disabilities.  The small 
but increasing percentages of attendees 
who reported disabilities at FNCE® along 
with the Academy’s paramount value on 
diversity demonstrate the Academy’s in-
terest in learning more about NDPs with 
disabilities.  Six potential research strate-
gies emerge to better understand this 
specific population:  First, data can be 
collected from undergraduate, graduate, 
and dietetic internship programs on stu-

dents/interns with disabilities.  Second, 
Academy member surveys can inquire 
about the ability of NDPs with disabilities 
to successfully perform NDP duties along 
with proven accommodation strategies, 
thereby meeting needs of both NDPs 
with disabilities and employers.  Third, 
CDR-credentialed NDPs can be queried 
on disabilities to collect information 
about non-Academy members.  Fourth, 
questions concerning disabilities can be 
added to Academy membership renewal 
forms, CDR renewal forms, and/or future 
compensation and benefits surveys.  
Fifth, the Academy could create a NDP 
Disability Registry for NDPs with disabili-
ties to join.  For example, the Association 
of Medical Professionals with Hearing Loss-
es’ Statistical Registry tracks the number 
of deaf/hard-of-hearing people who 
have received a professional degree and 
are working in healthcare (e.g., medicine, 
nursing, audiology, veterinary, sports 
health).22  Sixth, information can be col-
lected to explore how other healthcare 
professions address students and/or 
members with disabilities.

The Journal provides helpful but limited 
information to consider when conduct-
ing research concerning NDPs with 
disabilities.  For example, in a January 
2009 Journal practice application titled 
“Person-First Practice: Treating Patients 
with Disabilities,” Lipscomb summarized 
how NDPs must be prepared to meet the 
needs of clients with disabilities by learn-
ing how to appropriately work with this 
population, including identifying the cli-
ent’s disability, preparing the treatment 
environment, interacting with the client, 
and talking to and about a client with 
disabilities without using outdated or of-
fensive terminology.23  
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The Academy has a 2015 position paper24 
concerning the provision of nutrition ser-
vices by RDNs and nutrition and dietetics 
technicians, registered (DTRs) for adults 
with intellectual and developmental 
disabilities and children and youth with 
special health care needs.  However, that 
position paper does not concern the 
provision of nutrition services by RDNs 
and DTRs for people with other types of 
disabilities which could be congenital 
and/or acquired (e.g., missing part or all 
of one or both arms or legs, inability to 
use one or both arms or legs, deafness, 
blindness).  Currently, there are no formal 
standards to train students/interns in 
providing nutrition care to people with 
disabilities.25  Nutrition students/interns 
are required to learn about various dis-
ease states, and some of these disease 
states may involve disabilities; however, 
nutrition students/interns are not cur-
rently mandated to be taught about dis-
abilities as a separate topic.25   

In a January 2018 Journal article, Baker 
and colleagues discussed nutrition 
students’ perceptions of working with 
adults with disabilities before and after 
the experiences of creating, implement-
ing, and evaluating nutrition workshops 
for people with disabilities.25  The project 
was initiated when the chief executive 
officer of a nonprofit organization de-
voted to health promotion and wellness 
for people with disabilities contacted 
University of Delaware nutrition faculty 
to request assistance in providing nutri-
tion education to people with disabili-
ties.  Pre-workshop student focus groups 
were conducted with 21 students; post-
workshop focus groups with 12 students.  
Based on focus group findings, nutrition 
faculty decided to incorporate nutrition 

care for those with disabilities into the 
nutrition program’s Nutrition Counseling 
course and to continue to develop and 
provide nutrition workshops for people 
with disabilities.25

CONCLUSION

Although the Academy and CDR have 
made progress towards infusing diversity 
into the profession of nutrition and dietet-
ics, the topic of disability needs attention.  
Pilot project results showed that the use 
of special needs question responses from 
FNCE® registration forms provided limited 
data about the prevalence of disabilities 
among NDPs.  More refined collection 
tools and projects are needed to compile 
the comprehensive data required to ad-
dress future recruitment and retention 
of NDPs with disabilities and to fulfill the 
inclusion of NDPs with disabilities ex-
pressed in the Academy’s Diversity Phi-
losophy.  Strategies to collect new data 
on the topic of disabilities among NDPs 
include gathering information from uni-
versity/internship programs, Academy 
members, CDR registrants, and other 
healthcare professions, as well as creating 
a NDP Disability Registry.  The topic of dis-
abilities among NDPs is ripe for research.
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Figure 1 legend. Figure 1 shows the 
percentage of attendees per FNCE® 
year 2014, 2015, and 2016 who reported 
having a disability to the special needs 
question on FNCE® registration forms.  
The vertical axis shows, in parentheses 
for each FNCE® year, the total number of 
attendees who responded to the special 
needs question and the total number of 
attendees.

Figure 2 legend. Figure 2 shows the 
numbers of attendees who indicated 
having a disability per response category 
(hearing, mobility, vision, other) to the 
special needs question on FNCE® registra-
tion forms per FNCE® year 2014, 2015, and 
2016.

FNCE 2014
(40 of 7,967)

FNCE 2015
(49 of 9,183)

FNCE 2016
(62 of 10,436)
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Dear Research DPG Members,

A boom in nutrition and dietetic research is on the horizon.  The new update of the Nutrition Facts Label is of great public inter-
est and will lead to years of research on any changes in public health as a result. Advances in the nutrition-microbiome relation-
ship have sparked promising studies across a host of diseases. Improvements in the usability of electronic health records for 
research have the potential to revolutionize how clinical nutrition research is personalized. These are just a few examples, but 
there are many more. Research DPG members are key players in a variety of food, nutrition, and dietetics research. Thank you 
for all that you do to move our field and the health of all people forward.

I would like to remind you that the Research DPG is here to support you. Be sure to come hear the Academy President speak and 
network with us at the Research DPG Member Breakfast during FNCE®. Be sure to apply for our awards and reach out to your fel-
low members with questions/announcements via our mailing list. Look out for our webinars and contribute to The Digest. 

I look forward to connecting with you at FNCE® in D.C. at one of our events below:

• 10/20/18 Saturday 11am-3pm RDPG Workshop: Using National Dietary Data from What We Eat in America, NHANES: 
Building Blocks to Expand Your Research Portfolio (Marriott Marquis, 901 Massachusetts Ave NW, Washington, DC 20001, 
Ballroom 10); registration and small fee required. Email AshleyVargasRDN@gmail.com for more details.

• 10/21/18 Sunday 6:30-8am RDPG Member Breakfast (Marriott Marquis, 901 Massachusetts Ave NW, Washington, DC 20001, 
Independence E-H); free breakfast provided.

• 10/22/18 Monday 9-12pm DPG/MIG FNCE® Showcase (FNCE® Expo-area)

• 10/23/18 Tuesday 8-9am Methods Matter: Research to Improve Accuracy of Children's Dietary Recalls (Location TBD)

Best,

Ashley Vargas, PhD, MPH, RDN, FAND
AshleyVargasRDN@gmail.com

Chair’s Message
Ashley Vargas, PhD, MPH, RDN, FAND
RDPG Chair

Dear Research DPG Members, 

I am the new Editor-in-Chief for our newsletter, The Digest, and  am writing to let you know about 
opportunities to contribute to our quarterly, peer-reviewed newsletter. We aim to include a main 
article with a CPE quiz, student article, member spotlight, and student spotlight in each issue. If 
you or any students you know have interesting research to share, I encourage you to check out 
the Author Guidelines for publishing an article in The Digest on the Research DPG website. If you 
know any members or students whose work and/or careers might be of interest to RDPG members, 
please send me a short bio and his/her contact information at tricia@triciapsota.com so s/he can be 
featured in an upcoming spotlight. 

Please don’t hesitate to reach out if you have feedback or questions related to The Digest. I look 
forward to hearing from you and serving in my new role with the RDPG!

Sincerely,

Tricia Psota, PhD, RDN
Editor-in-Chief, 2018-2020

Letter from the Editor
Tricia Psota, PhD, RDN

mailto:AshleyVargasRDN%40gmail.com?subject=
mailto:AshleyVargasRDN@gmail.com
mailto:tricia@triciapsota.com
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I am starting my tenure as the RDPG treasurer. My term began June 1, 2018 and I will serve until May 2020. I have been active 
at the state level with the Minnesota Academy of Nutrition and Dietetics since 2014 serving as both an Education Lead and the 
Regional Representative for the southeast region. 

I am an Assistant Professor and Director of the Dietetic Internship at Viterbo University in La Crosse, WI. I also have an 
appointment as a research collaborator with the Mayo Clinic in Rochester, MN. More recently I have enrolled in the MBA program 
at Viterbo University, and this drew me to the treasurer position. 

I want to thank our outgoing treasurer, Suzi Baxter, who not only worked with the RDPG Executive Committee to complete the 
2018-2019 budget but also spent time training me for this position.

Treasurer’s Report
Maria Morgan-Bathke, PhD, RDN 
RDPG Treasurer

SUMMARY OF RDPG BUDGET FOR 2017-2018

Annual Budget ($) Year to Date as of May 31, 2018 ($)
Revenue Membership Dues 21,790 22,890

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

Revenue Total 37,390 53,582

Expenses Lodging 1,271 5,659

Subsistence 429 687

Transportation 550 3,286

Professional/Consulting 1,670 2,955

Postage 150 87

Teleconferences 320 286

Website Hosting 588 588

Advertising/Promotion 285 195

Depreciation 3,524 3,524

Other Expense 7,200 72

Member Dues & Seminar Fees 192 1,121

Credit Card Processing Fees 326 680

Outside Services 1,800 3,908

Donations to AND Foundation 700 950

Honorariums & Awards 14,500 18,635

Audio Visual Services 200 3,552

Food Service 6,600 17,811

Printing & Copying Services 210 383

Expenses Total 40,515 64,379

OPERATING EXCESS – DEFICIT –3,125 -10,797

Reserve as of May 31, 2018 $70,936
Reserve Percentage (reserve divided by expense budget) $70,936 / $40,515 = 175%
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RDPG Member Spotlight:
Courtney Paolicelli, DrPH, RDN, LD, CDE

food assistance programs on low-income 
children and am now more focused on 
nutrition and health promotion among 
the US veteran population.

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

Living in the greater DC area, I’ve been 
immersed in federal policy since gradu-
ating with my terminal degree. Working 
in a research capacity at various federal 
agencies has given me a unique per-
spective, as I am now more interested 
in research that can have widespread 
policy implications. In my current role at 
the VA, I have the pleasure of overseeing 
research that impacts veterans, and this 
particular population is near and dear to 
me as I am the wife of an active duty Ma-
rine, the daughter of an Air Force veter-
an, and a current Army Reserve dietitian.

5. What advice would you give to a 
young researcher for developing a suc-
cessful line of research?

When developing your line of research, 
go with your gut. If you feel passionate 
about a specific topic or population, 
use that passion to drive your research 
agenda. We all have something (or some 
people) that motivate us, and that inspi-
ration will keep you going for years to 
come.

6. What are your career goals?

I aspire to one day be a leader in federal 
nutrition research and policy. 

7. How has your affiliation with the 
Academy impacted your career pro-
gression?

My membership in the Academy and 
my roles in local and state affiliates have 
afforded me incredible opportunities 
to meet and collaborate with some 
stellar nutrition researchers. I know I 

1. Please provide a brief description of 
your current position.

In my full-time capacity, I currently work 
as a Health Science Officer/Scientific 
Program Manager for the Department 
of Veterans Affairs, Office of Research 
and Development. In this role I oversee a 
portfolio of intramural grants that aim to 
optimize healthcare delivery among VA 
facilities nationwide.

In my part-time capacity, I serve as a 
dietitian in the US Army Reserve where I 
am an instructor for the Army’s esteemed 
Graduate Program in Nutrition at Joint 
Base San Antonio. Also, I’m an adjunct 
faculty member for George Washington 
University. 

2. Please provide a description of your 
background (e.g., academic, research, 
and anything else you want to tell us). 
How did you get to where you are now?

I received my undergraduate (2002) and 
MPH (2004) degrees in public health nu-
trition from the University of North Caro-
lina at Chapel Hill, and I earned my DrPH 
in Health Promotion and Health Educa-
tion from the University of Texas Health 
Science Center in Houston (2012). While 
I started my career doing clinical work, 
my husband (who is active duty USMC) 
and I moved to DC as I was finishing my 
terminal degree, and it was at that time 
that I changed direction and decided to 
pursue a full-time career in policy and 
policy-related research.

3. Please summarize your current re-
search.

I am primarily interested in understand-
ing how nutrition and wellness/health 
promotion policies and services can 
positively impact  vulnerable popula-
tions. I spent several years working on 
research related to the impact of federal 

wouldn’t be where I am today without 
the guidance and mentorship of these 
colleagues.

8. If someone were to ask you to ex-
plain why research is important to the 
field of dietetics, what would you say? 

Research is critical to our field because 
it provides us with the data necessary to 
make changes at all levels of the socio-
ecological model.
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RDPG Student Member Spotlight:
Andrea Lobene

4. What is the focus of your graduate 
work? Please describe one or two high-
lights of your research career thus far.

The main project I have been part of is 
aimed at improving upon current meth-
ods for estimating sodium and potas-
sium intake using a single urine sample. 
I’ve had the opportunity to present my 
preliminary findings at three national 
meetings so far, including FNCE®. I have 
also been involved in a pilot project 
aimed at validating methods for estimat-
ing tissue sodium distribution in vivo. 
Our goal is to apply these methods for 
estimating sodium storage in human 
tissues to gain additional insight into so-
dium physiology and potentially identify 
new risk factors for hypertension.

5. What are your plans for the future 
(e.g., academia, government, and/or 
industry)? 

My goal is to become a professor in a nu-
trition department where my role would 
include both research and teaching. I 
love research, but I also love teaching 
and interacting with students. My dream 
job is a professor of nutrition and a DPD 
director which would allow me to shape 
the future generation of dietitians and 
nutrition professionals. 

6. Do you have any advice or words of 
wisdom to share with students inter-
ested in the nutrition field?

My advice would be to pursue a career 
that you love but also know when to take 
a break from work. Pursuing a career that 
you love is important because it makes 
going to work enjoyable. However, espe-
cially in the research world, we tend to 
become so engrossed in our work that 
we don’t take time to relax and enjoy 
ourselves. Having a healthy work-life 
balance is crucial for both a successful 
career and a happy life. 

1. Please list your research interests.

My research interests include sodium 
and potassium physiology, biomarkers 
of sodium and potassium intake, and the 
role these minerals play in chronic dis-
ease risk. 

2. Please describe your path (i.e., edu-
cation, work experience, etc.) that led 
you to pursue a degree in nutrition 
and/or nutrition research. 

I started my first year at The University of 
Georgia not really knowing what I want-
ed to study. When a friend introduced 
me to the dietetics program, I knew right 
away that was the right major for me. 
I loved the idea of studying food and 
nutrition, the role it plays in our health, 
and how improving our diet now can 
have lasting impacts on future disease 
risk. In my junior year I got involved in 
undergraduate research. I had the op-
portunity to work directly with research 
participants and conduct my own re-
search project. That was one of the best 
experiences I had as an undergrad, and 
at that point I knew that I wanted to pur-
sue a career in research. After completing 
my undergraduate degree, I completed 
my master’s degree in food and nutrition 
combined with my dietetic internship 
also at The University of Georgia. I con-
tinued to build my skills in human clinical 
research and further solidified my goal 
of pursuing a career in research. I also 
enjoyed my internship rotations which 
allowed me the chance to see firsthand 
how nutrition research can be applied in 
clinical practice. I decided to continue on 
for a PhD, and I applied to Purdue Univer-
sity because of its strong human clinical 
nutrition emphasis. I was accepted and 
now I’m beginning my third year of doc-
toral work at Purdue. 

7. List any published work, if applicable. 

Papers in Peer-Reviewed Journals:

Lobene AJ, Kindler JM, Jenkins NT, Pol-
lock NK, Laing EM, Grider A, Lewis RD. 
Zinc supplementation does not alter in-
dicators of insulin secretion and sensitivi-
ty in black and white female adolescents. 
J Nutr 2017; 147(3):1296-1300.

Book Chapters:

Lobene AJ, McCabe LD, Stone MS, 
Kindler JM, Bailey RL, Moshfegh AJ, 
Rhodes DG, Goldman JD, McCabe GP, 
Weaver CM. Dietary minerals, mineral 
ratios, and bone. In: Nutritional Aspects 
of Osteoporosis, 2017, Proceedings of the 
International Symposium on Nutritional 
Aspects of Osteoporosis, November 
28-December 1, 2017, Hong Kong. 

Presentations at National and Local 
Meetings:

• Lobene AJ, Martin BR, McCabe LD, Mc-
Cabe GP, Weaver CM. Variability in Uri-
nary Sodium Excretion in Timed Spot 
Urine Samples. Nutrition, Boston, MA, 
June 2018. 

• Lobene AJ, Martin BR, Weaver CM. Pre-
dicting Population Sodium Intake from 
a Single Timed Urine Collection. Foods 
and Nutrition Conference and Expo, 
Chicago, IL, October 2017.

• Coyne M, Lobene A, Lachcik P, Zhang 
X, Hsieh MJ, Newman C, Weaver C, Nie 
LH. Determination of Bone Sodium 
(Na) and Na Exchange in Pig Leg Using 
In Vivo Neutron Activation Analysis (IV-
NAA). Healthy Physics Society Annual 
Meeting, Raleigh, NC, July 2017.

• Lobene AJ, Martin BR, Macdonald-
Clarke CJ, Anderson CAM, McCabe LD, 
McCabe GP, Weaver CM. Pattern of 
Urinary Sodium Excretion Following 

Continued on page 14 (LOBENE)
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What were some of the dietary recom-
mendations given to Union soldiers by 
way of military manuals?  Who wrote 
them and who did they cite as authori-
ties on health and science?  The military 
manual featured in this article is Louis 
Le Grand, MD’s Military Handbook and 
Soldier’s Manual of Information, published 
in 1861 (1).   For dietitian-nutritionists, it 
not only provides detail reflecting food 
science and medical knowledge of the 
1860s at the time of the American Civil 
War but also was selected due to the au-
thor’s care in citing sources; it appeared 
important to him to provide material 
he believed was based upon available 
scientific evidence, accepted practice, or 
both.  His recommendations may be of 
interest to research dietitians in wellness 
and physical fitness as well as those who 
work clinically with digestive disorders 
as the dreaded conditions of dysentery 
and cholera were responsible for more 
deaths than were battle wounds.  

In the chapter entitled, “Culinary Depart-
ment” (1, pp 71-80), Le Grand included 
two sets of quantity recipes with a dif-
ferent rationale for each.  Citing the im-
provements credited to Chef Soyer in the 
Crimean War a decade earlier, he assert-
ed that the chef “instituted a thorough 
system in the culinary department, and… 
excellent arrangements and thoroughly 
scientific principles of preparing and 
mixing the food…” and further that “His 
published ‘Cookery for the Army’ places 
us in possession of the hints and recipes 
requisite for a good table from the ordi-
nary army ration list…” (1, p 71), typical 
rations being notorious for nutritional 
inadequacy.  Even so, LeGrand inserted 
notations to add more vegetables to im-
prove several of Soyer’s soup recipes (1, 

Pioneers in Professional Dietetics – Thirteenth in a Series:
Le Grand’s Instructions for Keeping Union Soldiers Fit for 
Duty
Submitted by Danielle M Torisky, PhD, RDN
Associate Professor, Dietetics Program, James Madison University, Harrisonburg, VA

p 72) and complained of their high pro-
portion of meat and therefore high cost 
per serving.  To remedy this, he includes 
a second set of recipes contributed by 
an anonymous, “able and experienced 
American housewife” with a good sense 
of “economy” to stretch the food dollar 
(1, p 76).  These included more vegetable 
and grain-based items such as beans and 
rice.  Included in this section is a recipe 
for tea which emphasized the impor-
tance of boiling water for safety.  

Many soldiers became sick due to con-
taminated food and water.  Thirst often 
overcame good judgment in seeking a 
safe source of water.  The section entitled 
“On the March” warned: “Soldiers are not 
to stop for water; the canteens should be 
filled before starting” (1, p 46).  Instruc-
tions for this were detailed in the Ameri-
can housewife’s tea recipe: “If, instead 
of filling your canteens with fresh water, 
you would boil it in the morning, before 
starting, with enough tea to flavor it and 
keep it from being insipid when warmed 
by the sun, it would be a thousand times 
healthier, and the best preventive against 
dysentery.  Water which has been boiled 
is freed from the bad effects which it fre-
quently has” (1, p 77).  She further recom-
mended, “If you will learn to use cayenne 
pepper in place of black you will find it 
a preventive of dysentery, and a cure for 
colds” (1, p 78).

In the “Health Department” chapter, Le 
Grand stated that “every volunteer who 
goes from city or country to field and 
camp” should expect to experience “a 
process of acclimation” to camp condi-
tions from the familiar routines they 
knew at home.  To avoid sickness during 
periods of physical demand, he recom-
mended coffee or tea rather than alcohol 

as the better preventive for exhaustion 
(1, pp 81, 83, 85).  Establishing a consis-
tent and moderate dietary pattern was 
urged, specifically: “Eat sparingly of salt 
and smoked meats, and make up by 
more vegetables, as squash, potatoes, 
peas, rice, hominy, Indian [corn] meal, 
etc., when you can get them” (1, p 83).  
He cautioned against drinking large 
quantities of “very cold water” at a time 
(1, p 83) and urged as much sleep as pos-
sible (1, pp 84, 85).  He explained why 
not to eat too much before strenuous 
activity: “…because the nervous power is 
irresistibly drawn to the stomach to man-
age the food eaten, thus drawing off that 
supply which the brain and muscles so 
much need” (1, p 85).  For this chapter he 
cited “Dr. Hall’s Paper” with the justifica-
tion that “that excellent authority, ‘Hall’s 
Journal of Health’” offered “unquestion-

Image: Heritage Auctions
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ably sensible” advice, despite being “not 
in consonance with the instructions of 
army surgeons” (1, p 84).

Other period military manuals for care of 
soldiers contain passages which appear 
consistent with advice in the Le Grand 
document.  Drs. Tripler and Blackman, 
in their 1861 Handbook for the Military 
Surgeon, also discouraged high-fat meat 
on the march (2, p 13), and cited “Dr. 
Taylor, the principle (sic) medical officer 
of the British Army, in the Crimea” as hav-
ing stressed the importance of culinary 
education for physicians: “he thinks a 
competent surgeon should know how 
to cook…in the first part of his medi-
cal education” and in turn “instruct the 
regimental cooks” (2, p 12).  Their hand-
book also incorporated Soyer’s “Army 
Receipts” (2, pp 13-22) which include the 
chef’s own recommendation to boil wa-
ter (2, p 16).  A  Report on Military Hygiene 
and Therapeutics  presented in New York 
in 1861 (3) based its recommendations 
for disease prevention on what had been 
learned in the Crimean War to prevent 
diseases such as scurvy and dysentery: 
balanced intake of vegetables with meat 
(3, p 15), clean water for drinking and 
cooking and if possible distilling to pu-
rify (3, p 16), and “ample time for sleep” 
(3, p 18), also consistent with Le Grand’s 
manual.  The same report suggested that 
avoidance of excessive fresh meat “when 
soldiers have long been confined to salt-
ed and smoked provisions” (3, pp 17-18) 
would reduce risk of dysentery.

Summary and further research tips:  Mili-
tary feeding manuals can be a treasure 
of information for dietitians in research, 
teaching, or clinical practice – espe-
cially those in inter-professional settings 

alongside medical and nursing col-
leagues interested in history.  References 
provided below include online links to 
selected manuals reported in this article.  
In addition, a link to an 1860 volume of 
Hall’s Journal of Health (4) is included as 
contemporary with Le Grand’s reference 
to this source; those searching its index 
topics may find useful historical context 
of medical knowledge and practices of 
the times.  Finally, Chef Alexis Soyer’s 
own account of his Culinary Campaign 
can also be read online (5).
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ABSTRACT 

Background: Protein-calorie malnutri-
tion is associated with many medical 
problems in hospitalized patients and is 
often underdiagnosed. Physicians may 
not recognize indicators of malnutrition 
or accurately document the diagnosis. 
Collaborating with dietitians to increase 
awareness and treatment of malnutrition 
can improve outcomes and facilitate ap-
propriate reimbursement. 

Objectives: To evaluate frequency and 
accuracy of physicians and dietitians 
identifying protein-calorie malnutrition 
in hospitalized adult patients using evi-
dence-based diagnostic indicators. 

Design: Cross-sectional study using an 
electronic survey of clinical vignettes ad-
ministered over three months. 

Participants: Physicians of various medi-
cal specialties and dietitians from an aca-
demic hospital.

Data Analysis: Chi Square and Fisher 
tests were used to test for differences be-
tween physicians and dietitians in select-
ing severe protein-calorie malnutrition as 
a secondary diagnosis in each vignette 
and differences in using evidence-based 
diagnostic indicators. 

Results: Of 910 eligible participants, 
(861 physicians and 49 dietitians), 189 re-
sponded (21% response rate). Dietitians 
had a higher response rate (49%) than 

Student Article:  
Missed Documentation of Malnutrition Diagnosis in Hospitalized 
Patients: Implications for Patient Care and Reimbursement

physicians (19%). Physicians correctly 
selected severe protein-calorie malnutri-
tion in 29% (93/316) of cases and dieti-
tians correctly selected it in 69% (31/45) 
(p<0.001). Physicians more often used 
albumin and prealbumin as diagnostic 
indicators. Dietitians more often used ev-
idenced-based indicators such as weight 
loss, reduced appetite, muscle loss, and 
fat loss. 

Conclusion: Physicians selected severe 
protein-calorie malnutrition in less than 
one third of cases and relied on common 
indicators that are no longer evidence 
based. Dietitians are well trained to 
identify and diagnose malnutrition using 
evidenced-based indicators and make 
diagnosis recommendations. As malnu-
trition diagnoses codes are expected to 
be incorporated into quality reporting 
requirements, ensuring collaborative 
identification, treatment, and documen-
tation is important for improving patient 
outcomes and reimbursement. 

Key Words: malnutrition, Medicare, qual-
ity measures, interdisciplinary care, cod-
ing and billing 

INTRODUCTION 

Hospitalized adult patients with protein-
calorie malnutrition are at high risk for 
adverse events, prolonged hospital stays, 
increased rates of readmissions, and mor-
tality.1 Despite evidence-based interven-
tions such as oral nutrition supplements, 
nutrition support, and nutrition service 
consultations that are typically available 
in hospitals, malnutrition remains under-
recognized and undertreated.1-7 The 
prevalence of malnutrition in hospitals 

is reported to be as high as 30-50%, and 
yet analysis of the 2010 Healthcare Cost 
and Utilization Project data revealed that 
only 3.2% of discharges had a malnutri-
tion diagnosis code.4, 8-9 

In recently published consensus guide-
lines, the American Society for Parenteral 
and Enteral Nutrition (ASPEN) clinically 
defined protein-calorie malnutrition 
in adults as undernutrition using the 
following evidence-based indicators: 
weight, muscle and fat loss, reduced in-
take, edema, and reduced functional ca-
pacity.10 Severe protein-calorie malnutri-
tion is classified as a major complication 
or comorbidity (MCC) under the Center 
for Medicare and Medicaid’s (CMS) case 
mix payment program, indicating that 
malnourished patients require intensive 
treatment and personnel resources.1,10-12 
If malnutrition is not identified and 
documented, then the complexity of a 
patient’s medical illness is not accurately 
captured for appropriate treatment 
and reimbursement.12 CMS is currently 
reviewing measures for malnutrition 
screening, assessment, nutritional care 
plan development, and diagnosis docu-
mentation for inclusion in the Hospital 
Inpatient Quality Reporting and Medi-
care and Medicaid Electronic Health 
Record Incentive Program.13. However, for 
initiatives to be effective, health systems 
must first understand why malnutrition 
remains underdiagnosed and undocu-
mented.  

Inconsistent diagnostic indicators and 
differing charting responsibilities of phy-
sicians and dietitians are potential factors 
that may explain the high rate of missed 
malnutrition diagnoses.1,14-17 Registered 
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dietitians are responsible for optimizing 
patients’ nutritional status. Dietitians 
in the United States rely on ASPEN’s 
evidence-based guidelines as the current 
standard of practice to assess for malnu-
trition through the clinical interpretation 
of physical examination indicators (using 
Nutrition Focused Physical Examination 
(NFPE)), weight trends, and dietary in-
take.10,17 When dietitians identify a patient 
with malnutrition, they implement a 
treatment plan and document the nutri-
tion diagnostic criteria. When physicians 
evaluate nutritional status, they tend to 
use indicators such as anorexia, cachexia, 
serum albumin, and prealbumin that 
have limited application for describ-
ing comprehensive nutritional prob-
lems.10,14,17,20-23 While low albumin is as-
sociated with “kwashiorkor-like” protein 
malnutrition, hypoalbuminemia com-
monly seen in hospitalized patients in 
developed countries is now understood 
to be primarily caused by the body’s in-
flammatory response to infection, injury, 
and disease.9,14,20  Studies show that lab 
values unpredictably change in response 
to weight loss, calorie restriction, and ni-
trogen balance in healthy individuals and 
do not respond to feeding interventions, 
such as enteral nutrition support, for 
patients in an acute inflammatory state. 
10,14,20-21 Despite this, albumin remains 
popular for physicians as an objective 
indicator of nutritional status in hospital-
ized patients.14 If there is a disconnect 
with dietitians who are trained to recog-
nize and treat nutritional problems and 
physicians who are ultimately responsible 
for comprehensive care plans and docu-
mentation for coding purposes, then 
the complexities of patient care may not 
translate for reimbursement. 

This novel study aimed to evaluate the 
frequency and accuracy of physicians 
identifying severe protein-calorie malnu-
trition as an appropriate secondary diag-
nosis in hospitalized patients. Ensuring 
consistent diagnosis and proper coding 
of malnutrition is important prior to im-
plementation of CMS quality measures to 
optimize patient outcomes with accurate 
reimbursement reflecting the complexity 
of malnutrition care. We hypothesized 
that physicians will under-recognize mal-
nutrition and will use common indicators 
of albumin and prealbumin.  

METHODS: 

Setting and Participants: The study was 
conducted at a large academic institu-
tion in Pittsburgh, Pennsylvania. Par-
ticipants included registered dietitians 
and physicians (attendings, residents, 
and fellows) who primarily worked in 
the medical inpatient setting. Physicians 
were in the following medical specialties: 
cardiology, endocrinology, gastroenter-
ology, general internal medicine, family 
medicine, oncology, pulmonology, and 
physical medicine and rehabilitation. Di-
etitians worked across multiple services 
including critical care as well as medical 
and surgical units  which is typical of an 
institution with full nutritional services. 
As part of the study, dietitians and physi-
cians did not receive special education 
on malnutrition diagnostic criteria or 
ICD-10 coding. The study was approved 
by the University of Pittsburgh Institu-
tional Review Board.

Study Design and Procedures: Electronic 
surveys were developed using REDCap 
(Research Electronic Data Capture) li-
censed to the University of Pittsburgh. 
An email including the consent to partici-

pate and the REDCap secure survey link 
was sent to department administrators 
or division directors in each of the medi-
cal specialties for distribution to faculty, 
fellows, and residents. For the dietitians, 
a co-investigator (MK) who is also the 
clinical coordinator at the study site hos-
pital sent the email to staff.  

The survey was live from February 28, 
2017-April 28, 2017. Following the initial 
survey email, the study team asked de-
partments to distribute formal reminder 
emails. Due to administrator limitations, 
cardiology received zero reminders, and 
physical medicine and rehabilitation 
received one reminder. All other services 
received three reminders. Dietitians re-
ceived two formal email reminders. 

The survey consisted of two out of four 
possible case studies adapted from ac-
tual adult patients with a severe protein-
calorie malnutrition diagnosis. Cases 
were developed with input from both 
dietitian and physician co-investigators. 
Case studies were piloted to a group of 
dietitians experienced in malnutrition 
diagnosis and general medicine physi-
cians for their feedback. Each clinical 
case vignette (Supplemental Appendix 
1) was written in the following format: 
patient history, physical assessment, labs 
with reference values, imaging, nutrition 
assessment, and patient’s primary diag-
nosis. The primary diagnoses for each 
case were as follows: Survey Version A: 
Case 1 Bowel Obstruction, Case 2 Gas-
troparesis and Survey Version B: Case 3 
Colon Cancer, Case 4 Clostridium Difficile 
Colitis. Content was designed to reflect 
variety in acute versus chronic disease 
states and co-morbidities that impact 
nutritional status.  Survey Version A was 
sent to cardiology, endocrinology, and 
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general internal medicine. Survey Version 
B was sent to family medicine, oncology, 
gastroenterology, physical medicine and 
rehabilitation, and pulmonology. Surveys 
were sent to dietitians at four hospitals 
within the study site institution to ensure 
inclusion of multiple service areas and 
a large sample size. Participants were 
asked to select the most appropriate 
secondary diagnosis from five multiple 
choice answers of ICD-10 codes (Supple-
mental Appendix 1). E43 Severe protein-
calorie malnutrition was included for 
Cases 1, 3, and 4, and E11.69, E43 Severe 
malnutrition due to Type 2 diabetes mel-
litus was used for Case 2. 

After selecting a secondary diagnosis, 
participants listed the clinical indicators 
used to support their diagnosis in a free 
response text box. The current evidence-
based indicators as defined by the ASPEN 
guidelines for a severe protein-calorie 
malnutrition diagnosis (Supplemental 
Appendix 2: Table S1) were included in 
each clinical vignette.10  The ASPEN guide-
lines were adopted as diagnostic criteria 
by the study site institution in November 
2016. To reduce the potential for bias, 
participants were prevented from return-
ing to any case to which they had already 
submitted an answer. 

Demographic questions were assessed at 
the end of the survey. Demographics col-
lected for physicians included: age range, 
years since medical school graduation, 
specialty area, and work setting (e.g. 
inpatient, outpatient, or both). Demo-
graphics collected for dietitians included: 
age range, years in clinical practice, type 
of hospital unit, and whether participant 
had previously received formal training 
in NFPE.10,21 

After submitting the survey, participants 
were directed to a screen revealing se-
vere protein-calorie malnutrition as the 
preferred answer to the cases and an 
educational note on the ASPEN diagnos-
tic indicators of malnutrition with two 
citations for further information.1,10 

DATA ANALYSIS: 

Main outcomes: Percent correct selection 
of severe protein-calorie malnutrition 
as a secondary diagnosis (yes/no) were 
compared for each case. Chi Square and 
Fisher Tests were used to test for signifi-
cant differences between physicians and 
dietitians, residents and attendings, and 
among medical specialties for selecting 
severe protein-calorie malnutrition. Chi 
Square and Fisher Tests were used to test 
for significant differences between physi-
cians and dietitians for indicators used 
to support a selection of severe protein-
calorie malnutrition. Logistic regression 
was used to assess for significant differ-
ences between dietitians with and with-
out NFPE training for selecting severe 
protein-calorie malnutrition. Analysis 
was performed using STATA14 Texas.25

RESULTS: 

Participant demographics are shown 
in Table 1. The survey was sent to 910 
participants, (861 physicians and 49 di-
etitians) of whom 189 responded for a 
21% total response rate. Dietitians had a 
higher response rate (49%) than physi-
cians (19%). 

As seen in Figure 1, there were statisti-
cally significant differences between 
physicians and dietitians for selecting 
severe protein-calorie malnutrition as a 
diagnosis across the four cases. Overall, 
physicians correctly selected severe pro-

tein-calorie malnutrition in 29% (93/316) 
of cases compared to 69% (31/45) by di-
etitians  (p<0.001).  

 Table 2 shows the differences between 
physicians’ and dietitians’ selection of a 
secondary diagnosis in each of the four 
cases. There was a statistically significant 
difference between physicians and dieti-
tians in selecting severe protein-calorie 
malnutrition in Cases 1, 2, and 4 (p <0.05).  
In Cases 1 and 3, severe protein-calorie 
malnutrition was the most common an-
swer choice for both professional groups. 
In Case 2, both the physicians and dieti-
tians were less likely to select malnutri-
tion with the most common answer 
selected by physicians and dietitians be-
ing unintentional weight loss of 5% body 
weight or less within one month. 

While dietitians receiving NFPE training 
were 78% more likely (OR 1.78) to select 
severe protein-calorie malnutrition than 
those without training, this difference 
was not significant (p= 0.384).  

No statistically significant differences 
were seen between physicians’ special-
ties  or between attendings vs. residents 
for selecting severe protein-calorie 
malnutrition. Attendings and residents 
selected malnutrition in 32% (65/201) 
and 27% (24/88) of cases, respectively. 
Medical specialists selected severe 
protein-calorie malnutrition in the fol-
lowing percent of cases: Cardiology 37% 
(11/30), Physical Medicine and Rehabilita-
tion 36% (15/42), Gastroenterology 32% 
(9/28), Family Medicine 29% (11/38),  En-
docrinology 28% (5/18), Oncology 27% 
(6/22), General Medicine 27% (21/77), and 
Pulmonology 25% (7/28).    

Table 3 displays the clinical indicators 
reported by physicians and dietitians 
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that were used to support their diagnosis 
of severe protein-calorie malnutrition. 
A greater percentage of dietitians used 
the evidence-based ASPEN indicators to 
support their selection compared to phy-
sicians. Differences between professions 
for indicating decreased intake, weight 
loss, and muscle loss were statistically 
significant (p< 0.001). A greater percent-
age of physicians used the common his-
torical indicators of low prealbumin and 
low albumin, which are no longer includ-
ed in the ASPEN guidelines (p <0.001). 

The physicians’ subjective quotes, pro-
vided in the survey’s free response text-
box for clinical indicators, give insight 
into their decision-making process (Table 
4). Statements A, E and F show a focus on 
the patient’s acute or primary medical 
issues during clinical evaluation. State-
ments B, C, and D emphasize different 
awareness and application of nutrition 
terminology.

DISCUSSION: 

This study highlights the low frequency 
and accuracy of physicians identifying 
severe protein-calorie malnutrition using 
evidence-based diagnostic indicators in 
hospitalized adult patients. This repre-
sents a great opportunity for physician 
collaboration with dietitians who more 
often selected severe protein-calorie 
malnutrition using ASPEN guidelines 
across all case studies. Different diag-
nostic priorities, different applications 
of nutrition terminology, complexities 
of charting and coding, and limited dis-
semination of the most recent ASPEN 
guidelines may have contributed to 
the discordance between physicians 
and dietitians for recognizing malnutri-
tion.6,7,10,14-17,19  Dietitians have a crucial 

role in communicating the appropriate 
criteria for malnutrition diagnosis to the 
interdisciplinary team to improve coordi-
nation of nutrition interventions, patient 
outcomes, and accurate documentation 
for reimbursement. 

This study suggests that when a physi-
cian and a dietitian assess the same 
hospitalized patient a physician is more 
likely to address acute medical issues and 
a dietitian will likely focus on nutritional 
status. This reflects the different views 
of disease states and priorities during 
patient assessment that are shaped by 
the training backgrounds of each profes-
sion.15-18,23,26 This disconnect in clinical 
perspectives may lead to gaps in timely 
treatment and accurate documentation 
of the complexities of patient care. For 
example, in Case 4: C Diff Colitis, miss-
ing the malnutrition indicators or the 
dietitian’s recommendations may delay 
the initiation of a nasogastric tube feed, 
increasing the patient’s risk for a poor 
outcome.1 Increasing communication 
between physicians and dietitians would 
improve outcomes in such cases.1,22,26

The results of this study also highlight 
areas where enhanced collaboration 
could facilitate documentation using 
inclusive terminology to best capture 
nutritional risk across hospitalized pa-
tients for accurate reimbursement. As 
reflected by the physician comments 
in Table 4, documentation is a burden-
some process; there are numerous ICD-
10 codes for nutritional problems, and 
without formal nutrition training, it can 
be difficult to discern which code best re-
flects a patient’s problem.11 For example, 
diagnosing anorexia alone in Cases 1, 2, 
and 3 oversimplifies the nutritional issue 
to a single factor. Participants selecting 

cachexia in Case 3, a metabolic alteration 
associated with chronic conditions, may 
miss early signs of nutritional decline in 
a acutely ill patient.27 Misinterpreting the 
importance of weight loss, especially in 
obese patients as seen in Case 2, and 
relying on body mass index (BMI) alone 
may decrease the likelihood of referral to 
nutritional services.28-30 

Comparatively, diagnosing malnutrition 
encompasses multiple indicators that can 
present in patients with acute or chronic 
diseases independent of BMI.10 Docu-
menting malnutrition can improve com-
prehensive treatment plan development 
and ensure hospitals are appropriately 
reimbursed for complex care, as severe 
protein-calorie malnutrition is a major 
comorbidity or complication (MCC) under 
the Medicare Severity-Diagnostic Related 
Groups (MS-DRG) payment system.11-12,31 
For example, adding severe protein-cal-
orie malnutrition as an MCC to a primary 
diagnosis of renal failure can add approxi-
mately $3200 in revenue and to cirrhosis/
alcoholic hepatitis can add approximately 
$6250 in revenue.11 Additionally, coding 
severe protein-calorie malnutrition can 
impact the hospital’s case mix index (CMI) 
which captures the acuity of patients 
treated in a certain time period and in-
forms many other quality measures.12 For 
example, severe protein-calorie malnutri-
tion as an MCC can increase the CMI for 
renal failure from 0.9655 to 1.5401 and for 
cirrhosis/alcoholic hepatitis increase the 
CMI from 0.6084 to 1.0653.11  Dietitians 
actively engaging with physicians to doc-
ument nutrition diagnoses creates crucial 
implications by accurately capturing 
the impact of malnutrition on hospital 
resources and the complexity of a physi-
cian’s individual caseload.11-12, 32
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Physicians and dietitians in this study 
displayed a reliance on different clinical 
indicators, which may hinder effective 
collaboration for diagnosing and treat-
ing malnutrition. A greater proportion 
of physicians in this study used albumin 
and prealbumin as diagnostic indicators 
for malnutrition compared to a major-
ity of dietitians in this study who did 
not. While albumin and prealbumin are 
common historical diagnostic nutritional 
indicators, the recent ASPEN guidelines 
concluded that negative acute phase 
proteins are no longer reliable.10 The 
significant reliance on lab values among 
physicians suggests that the new guide-
lines have not yet translated into routine 
clinical practice at the study site, despite 
the adoption of the ASPEN diagnostic 
indicators in 2016. Dietitians frequently 
consulted to see patients for low albumin 
can have a key role in increasing aware-
ness of evidence-based indicators by 
capitalizing on such consults as educa-
tional opportunities for the interdisciplin-
ary team.

This unique study evaluated a complex 
issue of educational gaps among prac-
ticing health care professionals (HCPs) 
that is difficult to capture but warrants 
recognition as a contributing factor to 
missed malnutrition diagnoses. As health 
systems continue to assess and report 
on quality measures, consistent and ac-
curate diagnosis and documentation of 
malnutrition will become increasingly 
important. If CMS introduces malnutri-
tion measures into incentive payments 
as proposed in 2018, it will be pertinent 
for physicians and dietitians to aban-
don historic indicators and rely on the 
evidence-based guidelines to improve 
patient outcomes and ensure accurate 

documentation and reimbursement.13,19 
Efforts to disseminate up-to-date clini-
cal guidelines and types of malnutrition 
ICD-10 codes among physicians and 
dietitians alike are crucial to create a con-
sistent diagnostic process among provid-
ers.33 Health systems should consider 
incorporating educational initiatives on 
updated guidelines and malnutrition 
coding procedures as part of the manda-
tory annual compliance training, grand 
round presentations, and new hire orien-
tations.12 Dietetic programs and medical 
schools should include the most recent 
guidelines in the nutrition curriculum 
and emphasize collaboration between 
health professionals for optimal patient 
care.23,26 

This study has several limitations that de-
serve consideration. The survey was only 
administered to medical specialties, and 
thus findings cannot be generalized to 
surgical sub-specialties. Surgeons were 
excluded because surgical patients have 
unique risk factors for malnutrition such 
as optimizing pre-operative nutrition 
and prolonged inability to eat by mouth 
that were not fully addressed in this sur-
vey’s case studies. The survey had a low 
response rate, which is not uncommon 
for electronically administered surveys.34 
The survey was distributed through work 
email and may have competed with oth-
er important email correspondence and 
been easily overlooked or not answered 
by those that may have been traveling or 
away from the office. The vague descrip-
tion of the study purpose in the consent 
form may have deterred recipients from 
participating but was necessary to avoid 
bias towards selecting nutrition-related 
answers. Turnover of dietitian staff at 
the study institution may have contrib-

uted to the low response rate for survey 
Version B. In attempts to increase the 
response rate, multiple reminders were 
sent so that departments received up to 
three reminders. Internationally, there 
are other consensus guidelines for diag-
nosing malnutrition; the ASPEN criteria 
was used for this study because it is the 
current standard of practice for dietitians 
in the United States under the Academy 
of Nutrition and Dietetics and is used 
by the study institution as diagnostic 
criteria.35,36 The REDCap system did not 
have the capacity to randomize the four 
case studies among all medical special-
ties; however, this may have had little 
impact on the findings as there were no 
significant differences among medical 
specialties for selecting the malnutrition 
diagnosis across the four cases. Despite 
these limitations, this study evaluated 
the complex issue of diagnosing malnu-
trition in a novel way and warrants fur-
ther replication on a larger scale. 

Identifying and treating malnutrition 
in hospitalized patients is important 
and may soon be integrated into future 
quality reporting requirements by CMS. 
Health systems need to ensure dis-
semination of the most recent evidence-
based guidelines for diagnosing and 
documenting malnutrition to facilitate 
collaboration among health profession-
als for improved patient outcomes, accu-
rate documentation and reimbursement.
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Table 1. Participant Demographics†

*3 Hematology, 1 Critical Care, 3 Unknown 
†N may vary, each demographic questions was not answered by all participants

Figure 1. Physicians and Dietitians Selection of Secondary Diagnoses Across All Cases

p<0.001 p<0.05 p<0.001
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Table 2. Physicians and Dietitians Selection of Secondary Diagnoses in Each Case

*statistically significant at p<0.05

Table 3. Reported Indicators Used by Physicians and Dietitians to Support Selection of 
Malnutrition as Secondary Diagnosis

*Decreased intake, weight loss and weight loss were reported in Case 1, 2, 3 and 4 
†Fat loss was reported in Case 2 only 
‡Edema and low albumin were reported in Case 1, 3 and 4
§Low prealbumin was reported in Case 1 only 
||statistically significant at p<0.001
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It is an honor to continue as your Delegate, representing the 
Research DPG in The Academy of Nutrition and Dietetics House 
of Delegates (HOD). Over the next two years of my term, I will 
be communicating with you, the members of the Research 
DPG, about HOD-related matters. 

During the Fall 2017 HOD meeting in Chicago, Illinois, one of 
the dialogue sessions focused on “Championing RDNs in Roles 
of Leadership in Public Health.” Since my last newsletter update, 
the Public Health and Community Nutrition DPG and the Com-
mittee for Public Health and Community Nutrition compiled 
and submitted the Advancing Leadership in Public Health Re-
source List. The Academy has great resources and programs in 
place to help nutrition and dietetics practitioners advance their 
roles in public health. 

Also in the way of follow-up, the [new] Code of Ethics for the 
Profession has been implemented and was included with your 
membership materials in spring.  Please refer to the Academy 
website for additional resources and information.  

The Spring 2018 HOD [virtual] meeting was held on April 21, 
2018 and focused on “Assessing the HOD Culture.” As sum-
marized in the background materials for the meeting, “Culture 
is all things: words, actions, behaviors, and experiences that 
reinforce and clarify what is truly valued in your organization.  
Why [discuss] culture [during the HOD meeting, rather than 
another issue]?  Culture is the foundation of…[HOD]. It is a re-

House of Delegates Update
David H. Holben, PhD, RDN, LD, FAND

flection of our organization’s values and everything in it should 
reinforce what drives our success.” Understanding HOD culture 
will help to ensure the Academy’s new Vision and Impact goals, 
outlined in the new Academy Strategic Plan, will be achieved.  
The outcome of the Spring 2018 HOD meeting was a prelimi-
nary “To Do” list (Culture Priorities).  As such, The HOD Culture 
Team of 12 delegates was appointed and have since had two 
meetings. 

The next HOD meeting is quickly approaching. The HOD 
schedule for the rest of 2018 is:

It is an honor to serve as your Delegate to HOD; should you 
have questions, comments, or input, please feel free to contact 
me using the contact information provided in this newsletter.

DATE EVENT LOCATION

August 17-19
House Leadership 
Team Summer Planning 
Meeting

Chicago, Ill.

October 18 House Leadership 
Team Meeting Washington, D.C.

October 19-20 Fall 2018 HOD Meeting Washington, D.C.

http://mailer.eatright.org/t/59484/52928294/62381/37/
http://mailer.eatright.org/t/59484/52928294/62381/37/
http://mailer.eatright.org/t/59484/52928294/62381/37/
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Dr. Gail Frank is currently a Professor of 
Nutrition and the Dietetic Internship 
Program Director in the Department of 
Family and Consumer Sciences at Cali-
fornia State University Long Beach.  Dr. 
Frank has been a part of the Research 
Dietetics Practice Group (RDPG – the 
Nutrition Research DPG and the Com-
munity Research DPG merged in 1984-
1985) from the beginning; she was the 
RDPG co-chair from 1988-1989 and  chair 
from 1989-1990.  Dr. Frank’s interest and 
passion for research started back in her 
undergraduate days at Texas Tech Uni-
versity when getting her Bachelor’s of 
Science in Nutrition.  She completed her 
dietetic internship at Touro Infirmary in 
New Orleans and then continued on to 
complete her MPH in public health nutri-
tion and DrPH in epidemiology at Tulane 
University.  Dr. Frank also is a Certified 
Health Education Specialist.  

Some of Dr. Frank’s jobs include clini-
cal trial research dietitian, Director of 
the BioNutrition Unit of a general clini-
cal research center, and consultant to a 
Council on Aging. In addition to building 
her passion for nutrition and dietetics 
research and leadership, her early train-
ing, publications, and activities led to 
her receiving the “Recognized Young 
Dietitian” from the New Orleans Dietetic 
Association, the Louisiana Dietetic As-
sociation and the American Dietetic As-
sociation (now Academy of Nutrition and 
Dietetics).  Dr. Frank was also a “Spotlight 
Dietitian” for the RDPG.  She has worked 
as a Co-Principal Investigator on some 
of the most significant research projects 
examining women’s health and the pro-
gression of cardiovascular disease – the 
Women’s Health Initiative (10 years) and 
the Bogalusa Heart Study (16 years), re-

A Few Minutes with a Previous Chair  
of the Research Dietetics Practice Group,  
Dr. Gail Frank, DrPH, MPH, RD, CHES
By Ingrid E. Lofgren, PhD, MPH, RD

spectively.  Much of this work resulted in 
Dr. Frank’s appointment as a Reviewer for 
Clinical Trials for the National Heart, Lung 
and Blood Institute in the National Insti-
tutes of Health.

Dr. Frank’s perspective on research in 
the field of nutrition and dietetics comes 
from these experiences which span 46 
years.  Nutritionists and dietitians use 
more platforms, such as blogs, websites 
and Instagram, to communicate and 
engage the public with nutrition and di-
etetics research.  

It is critical that trained nutritionists and 
dietitians perform high quality nutrition 
and dietetics research as non-nutrition-
ally trained investigators often explore 
areas in the field but lack the perspective 
that our training provides.  Additionally, 
it is important we complete professional 
development in research after receiving 
our degrees to ensure that our comple-
tion and interpretation of research is 
broad-based and balanced.  By doing 
professional development in research, 
nutritionists and dietitians can become 
more comfortable with research compe-
tencies such as protocol development 
and data analysis.  This would also help 
maintain a more universal knowledge 
about quality of research methods, data 
analysis, and dissemination.  Following 
are some of Dr. Frank’s thoughts and per-
spectives on nutrition and dietetics and, 
more specifically, research in our field.

How did you decide on your career?

I was greatly influenced by the first pro-
fessional position I took after my RD and 
MPH degrees.  I was offered a position in 
community nutrition, a position in clini-
cal nutrition, and a position for a new 
research project.  I wanted to accept all 

three, but the direct contact with the 
research investigator, personal inter-
views, and the ‘excitement’ to be at the 
beginning of a new project where I could 
have independence and responsibility to 
create a research component was what 
influenced me the most.

What about the RDPG interested you?  

I have always had an interest in epide-
miological research and community-
based participatory research.  In addi-
tion, methods or the ‘how to’ have been 
what is most interesting, i.e. taking time 
to develop and document specific  pro-
tocols in detail so the research can be 
reproduced..  

How has the field of dietetics/nutrition 
changed over time?

In a 46-year career, there has been much 
change.  The bottom line is that the need 
for RDs in research has been strength-
ened and recognized.  More RDs have 
Master’s Degrees with some form of 
research capacity.  Registered dietitians 
are more involved in scientific publica-
tions although more RDs are involved in 
blogs, tweets etc., but the advantage is 
reaching the public and communicating 
nutrition messages.  Many more RDs are 
involved in this latter form of education 
for the public than years ago.

What is one piece of advice you would 
offer a starting dietitian/nutritionist? 

If interested in research, always be on the 
lookout for a way to be involved.  Volun-
teer initially if able, work your way into 
research by providing sound nutrition 
education if educational intervention is 
the goal or quality MNT if diet modifica-
tion is needed.  If you like statistics, con-
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tinue to read and provide bibliographies 
that you can discuss in staff meetings.

What business opportunities do you 
see in dietetics/nutrition research at 
this time?  

Computerized assessment of personal 
biological values and eating patterns; 
interviewing and counseling to provide 
quality service to all age groups; group 
training for research with webinars.

How have dietetics/nutrition research 
topics changed over time?

Many topics today are similar and build 
the ‘body of knowledge’, but technol-
ogy has influenced detail and speed and 
allowed research questions to be quite 
specific.  There continues to be bench 
and biochemistry-based research as it 
relates to foods, ingredients, and biology 
of individuals, but we have been able to 
conduct longer surveys with larger sam-
ples and reach the subjects with comput-
erized and telephone methods.

If you could research anything - what 
would it be?

How to improve adherence to healthy 
dietary patterns.

What are "hot topics" in dietetics/nutri-
tion research now? 

Some are:
• how food components/nutrients may 

be the causal or prevention factor for 
GI conditions;

• dietary components and their use to 
avoid or treat food allergies in children;

• ketogenic diets and weight loss ben-
efits;

• carbohydrates for weight mainte-
nance/loss;

• culinary aspects of food to promote 
sound nutrition;

• vegetarian diets and viability to feed 
mankind;

• how to lower sodium in foods and 
food production (chefs/products, etc.) 
to reduce  blood pressure/stroke/car-
diovascular disease but keep the taste 
and appeal;

• the quality and nutritional value of 
fresh versus canned versus frozen 
foods and the need to feed low-in-
come populations and stop hunger;

• intuitive eating benefits;
• how best to counsel moms in the 4th 

trimester for weight loss;
• improving motivational interviewing 

techniques for all forms of MNT to in-
crease adherence and reduce risk fac-
tors for disease.

Last words of advice

• Don’t be afraid of research as it is a 
wonderful way to apply your knowl-
edge and skills, work on inter-profes-
sional teams and become a co-author.

• Consider conducting research for your 
district or state academy of nutrition.

• As a professional volunteer for non-
profit organizations, food banks, senior 
community facilities, or other groups 
lead research efforts that assist with 
program decision-making and pro-
gram planning
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The Research DPG benefits from the 
collective wealth of knowledge, experi-
ence and contributions from across our 
membership, and this year, for the first 
time, we created a new initiative focused 
on formalizing our appreciation of well-
deserving members through RDPG 
member nomination for Academy of 
Nutrition and Dietetics National Awards.  
Focusing on the Medallion Award this 
year, we solicited identification of po-
tential nominees from RPDG members, 
including self-identification.  After con-
tacting a short list of potential nominees 
and reviewing preliminary information 
to identify well-matched candidates ac-
cording to the specific Medallion Award 
selection criteria, we were pleased to of-
ficially nominate two longstanding RDPG 
members, Drs. Nancy Lewis and Linda 
Snetselaar.  The Academy selection com-
mittee shared our enthusiasm, and I am 
happy to report that both nominees will 
be awarded the 2018 Medallion Award 
at FNCE® in Washington. This award was 
founded to “…honor Academy members 
who have shown dedication to the high 
standards of the nutrition and dietetics 
profession through active participation 
in leadership and devotion to serving 
others in dietetics and allied health 
fields.”

Nancy Lewis, PhD, RDN, FADA, FAND has 
a long record of distinguished leader-
ship service to the Academy including 
Chair of the Research Council, the Board 
of Directors and the House Leadership 
Team. Dr. Lewis has served the Nebraska 
and Lincoln District Dietetic Associations, 
as well as our own Research Dietetic 
Practice Group as both Chair and Trea-
surer. She has led the dietetics profession 
through executive roles on the Nutri-

Awards Update
By Joann M. McDermid, MSc, PhD, RDN

tion Care Process/Terminology (NCPT) 
Advisory Committee during its found-
ing years, and under her leadership, 
the NCPT Advisory Committee’s work 
gained growing support, leading to the 
adoption of the NCP and Terminology 
by members in their work settings.  Her 
investment in the future of the dietetics 
profession has been strengthened by her 
many contributions as an exceptional 
educator with the vision to recognize the 
need for PhD/RDNs and promote a cul-
ture of research within our profession. 

Linda Snetselaar, PhD, RDN, LDN has 
made numerous outstanding contribu-
tions to dietetics and nutrition research 
through her key leadership role as Editor-
in-Chief of our preeminent Journal of the 
Academy of Nutrition and Dietetics. Her 
own body of research has transformed 
concepts and practices of behavior 
modification as it applies to counseling.  
She has a long track record of excep-
tional service to the Academy including 
the Board of Directors as well as chairing 
several committees at national, state 
and regional levels, including the Iowa 
City Dietetic Association.  Her efforts to 
advance our profession through her con-
tributions as an outstanding role model 
throughout her career by promoting the 
growth and education of the RDN as the 
qualified expert in dietetics and nutrition 
and in positioning the RDN as the foun-
dation for translating nutrition science 
into practice will have long-term benefits 
for us all.

Together, I know we all share in our ap-
preciation of Drs. Snetselaar and Lewis! 

Please look for our next notice seeking 
your support in helping us identify po-
tential RDPG member nominees for the 
2019 Academy National Awards.  Feel 

free to also have a chat with me at FNCE® 
in Washington as our committee strat-
egizes the 2019 round of nominations.  
And we welcome those who would like 
to serve on our National Awards commit-
tee – RDPG member perspectives from 
across all career stages and career paths 
are important and welcome!
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