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ABSTRACT AND KEY WORDS PAGE
Purpose: Differences in growth velocity, glycemic control, meal/snack frequency and 
nutrient intake as a factor of insulin regimen were explored among preadolescent 
children with type 1 diabetes. 

Methods: 82 parent-child dyads were enrolled in which children, aged 9–11 years, had 
type 1 diabetes. Height, weight, and HbA1C measurements were collected from medical 
records. Pediatric diet data were obtained separately from both children and parents via 
24-h recall interviews. Participants were grouped by insulin regimens, either adhering to 
a split-mixed insulin regimen (combination of regular and intermediate-acting insulin); 
or, following more flexible, basal/bolus regimens that included using an insulin pump or 
four or more daily injections, including rapid-acting insulin combined with long-acting 
basal (at 24 hrs) insulin. 

Results: An interaction was observed between sex and insulin regimen for height 
velocity, where girls on basal/bolus regimens (3.98±1.96 cm/6 mo) had greater growth 
trajectories than boys (2.64±0.48 cm/6 mo on conventional regimens, P=0.0027; 
2.38±0.88 cm/6 mo on basal/bolus regimens, P=0.0005). There were no significant 
differences in HbA1C. Children on conventional regimens averaged four meals/snacks 
daily, whereas the basal/bolus group consumed five meals/snacks daily (P=0.0117).  
Boys on conventional regimens consumed significantly more cholesterol (290.3±174.4 
mg/d) than boys on basal/bolus regimens (155.8±63.9 mg/d; P=0.0191). Regardless of 
insulin regimen, average intake exceeded the American Diabetes Association guidelines 
for saturated fat and failed to meet recommendations for adequate intake of calcium 
and fiber. 

Conclusion: Compared to conventional therapies, basal/bolus insulin therapy using 
multiple daily injections or insulin pump may allow children with type 1 diabetes to 
have greater flexibility in meal planning without affecting growth. Further education 
may lead to needed improvements in intake of calcium, fiber and saturated fat.
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BACKGROUND
Glycemic control may be positively 
associated with growth velocity 
among children with type 1 
diabetes.1, 2 Diet can also contribute 
to healthy growth and disease 
management in these children. 
Parents who carefully attend to the 
frequency and composition of meals 
can help their children optimize 
blood glucose control within the 
parameters of the insulin regimen.3, 4

However, by selecting foods low 
in sugar to avoid elevated blood 
glucose concentration and the 
complications of hyperglycemia,5-9 
some children might habitually 
consume foods high in saturated fat, 
which could be detrimental to long-
term cardiovascular health.5, 6, 10-12 

Despite these intrinsic relationships, 
little data has been published on 
growth and diets related to the type 
of insulin regimen. Examining diet 
quality and growth is particularly 
important as more children are being 
transitioned to a new variety of 
intensive insulin treatment.

This study examined relationships 
of insulin regimen, growth velocity, 
glycemic control, and the frequency 
and sufficiency of meals/snacks 
to determine whether there are 
differences among preadolescent 
children based on insulin regimens. 

DESIGN AND METHODS 
Patient population
This cross-sectional pilot study 
served as a subset analysis of the 
DECIDE Program: Diabetes Education, 
Counseling, Information Delivery, 
and Evaluation. The DECIDE trial 
evaluated factors associated with 
adherence to diabetes management 
among 8-11 y children who were 

diagnosed with type 1 diabetes for 
six months or longer.13 After approval 
by the Institutional Review Board, 
parent-child dyads were recruited 
from medical clinics in a tri-state 
area that included both urban and 
suburban regions. Girls who already 
achieved menarche were excluded. 
Consent was obtained from parents 
and assent was obtained from 
participants. The study limited its 
analyses to DECIDE participants 
who were ≥ 9 y at the time of diet 
data collection since younger 
children have different nutritional 
requirements (e.g., recommended 
dietary allowance for 4-8 y children 
is calcium of 1000 mg/d versus 1300 
mg/d calcium for 9-13 y children).14 

Self-reported insulin regimens were 
confirmed by reviewing medical 
records and were categorized as 
either conventional or basal/bolus. 
The definition for conventional 
regimen was ≤ 3 daily injections 
involving intermediate and fast/rapid 
acting insulin; whereas, basal/bolus 
regimen was defined as using an 
insulin pump or ≥ 4 daily injections, 
including rapid-acting insulin 
combined with long-acting basal 
insulin (at 24 h). If the insulin regimen 
changed during the one-year study 
period, a three-month adjustment 
to the new regimen was considered 
before beginning to utilize measures.

Data collection protocols
Height and weight were obtained 
from medical records of two 
clinic visits, one year apart and 
glycosylated hemoglobin (HbA1C) 
was obtained from the latter of 
these visits. Growth was calculated 
as the rate of weight gain (g/d; kg/6 
mo), height velocity (cm/6 mo), and 
change in body mass index (BMI) (kg/

cm2 per year). The clinical growth 
percentiles by age and sex were 
determined using the 2000 Centers 
for Disease Control and Prevention 
(CDC) growth charts.15, 16 

Both the parent and child were 
interviewed separately following the 
one-year clinic visit using the 24-hour 
diet recall technique.17-20 A composite 
of daily food intake was created by 
transcribing one-half the quantities 
of food reported by the child and 
one-half the quantities reported 
by their parent. These records were 
evaluated for meal/snack frequency 
(number of eating events per day) 
and nutrient intake using diet 
analysis software (Nutritionist Pro™ 
version 3.20, Axxya Systems, Stafford, 
TX). The diet data were compared to 
recommendations of the American 
Diabetes Association (ADA)21, 22 and 
other national guidelines.8, 14, 23, 24 
For recommended energy intake, 
the ranges for low-active 9 y olds 
and for active 11 y olds were selected 
for comparison to observed energy 
intakes.25 Also, the recommended 
distribution of carbohydrate, protein 
and fat as a percentage of total 
energy was based on the Acceptable 
Macronutrient Distribution Range.25 
Recommended calcium and iron 
intakes were based on the Estimated 
Average Requirement.14, 24

Statistical analysis
Means (±SD) were computed for 
continuous variables within each 
insulin regimen group and within 
each sex. Pearson chi-square tests 
were used to identify significant 
associations between insulin regimen 
and sex, race, age group, and HbA1C 
(grouped ≤ 8% or > 8 %). Two-
sample t-tests were used to discern 
significant differences in mean 
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weight, height, BMI, and HbA1C 
between the insulin regimen groups. 
Analysis of covariance was used to 
test for significant differences in rates 
of growth and in HbA1C between 
insulin regimens while controlling 
for sex, age, ethnicity, parents’ 
education and duration of disease 
(hereafter referred to as the potential 
confounding variables). All statistical 
analyses were performed using SAS® 
Release 9.1 (SAS Institute Inc, Cary, 
NC) and the level of significance  
was < 0.05.

RESULTS 
The sample consisted of 82 parent-
child dyads with preadolescents 
having a mean age of 10.2 (±0.68) y.  
Of the 38 boys, 21 (55%) followed 
conventional insulin regimens and 17 
(45%) were on basal/bolus regimens. 
Of the 44 girls, 23 (52%) followed 
conventional regimens and 21 (48%) 

were on basal/bolus 
regimens. Among 
the 38 participants 
on basal/bolus 
regimens, 17 used 
an insulin pump and 
21 used injections. A 
significant difference 
was detected in the 
duration of disease 
between the two 
insulin regimens 
(P=0.0008); those 
in the Basal/
Bolus group were 
diagnosed 1.96 years 
earlier than the 
Conventional group. 
A higher proportion 
of Caucasian 
participants 
were on a more 
flexible (basal/
bolus) regimen 

(34 of 60; 56.7%) than were African 
American participants (2 of 16; 12.5%) 
(P=0.002). 

Insulin regimen was not significantly 
related to sex, age or HbA1C (Table 1). 
However, for growth, after adjusting 
for potential confounding variables, 
a significant interaction was found 
between insulin regimen and sex 
for rate of height change. Girls on a 
basal/bolus regimen experienced 
significantly greater height velocity 
than boys in both regimen groups 
[Basal/Bolus group girls: 3.98 cm/6 
mo (±1.96 SD) vs. Conventional 
group boys: 2.64 cm/6 mo (±0.48 
SD), P=0.003; Basal/Bolus group 
girls vs. Basal/Bolus group boys: 
2.38 cm/6 mo (±0.88 SD), P=0.0005]. 
There were no other statistically 
significant differences in growth 
velocity among groups, including no 
difference in height velocity between 

Conventional group girls (3.18 cm/6 
mo ±0.83 SD, P>0.05) and boys in 
either regimen group or between 
growth velocity and HbA1C (Table 1). 

The Basal/Bolus group consumed an 
average of 5.0 daily meals/snacks, 
which was significantly higher 
than the 4.4 meals/snacks (P=0.01) 
frequency of the Conventional 
group. On average, preadolescents 
were meeting recommended intakes 
for protein, iron and macronutrient 
distribution of calories (Table 2). 
However, both groups exceeded 
the ADA recommended intake of 
<10% of total energy as saturated 
fat. After controlling for total 
energy intake, boys consumed 
significantly more saturated fat 
than girls (P=0.03) and boys on 
conventional regimens consumed 
significantly more cholesterol than 
boys on more flexible (basal/bolus) 
regimens (P=0.0191). Furthermore, 
Conventional group boys were the 
only group to exceed recommended 
cholesterol intake. In contrast, this 
group also came closest to meeting 
the Institute of Medicine’s Estimated 
Average Requirement of 1100 mg/d 
for calcium.14 The average dietary 
fiber intake in both regimen groups 
fell below the 26 g/d and 31 g/d 
recommended for girls and boys, 
respectively, aged 9-11 years.8 

DISCUSSION 
The two-year difference in time-
elapsed since diagnosis between the 
regimen groups was expected. At 
diagnosis, patients are typically first 
prescribed a conventional regimen 
of split-mixed insulin (combination 
of regular and intermediate-acting 
insulin) and then later transitioned to 
a more flexible basal/bolus regimen 
based on personal preference. 

 Variables Conventional  Basal/ Bolus  
  Regimen Regimen
  n=44 n=38

Demographic Characteristics, no. (%)  

Sex  
 Girls  23 (28.1) 21 (25.6)
 Boys  21 (25.6) 17 (20.7)

Race  
 African American 14 (17.1) 2 (2.4)a

 Caucasian  26 (31.7) 34 (41.5)
  Other  4 (4.9) 2 (2.4)

Age at time of growth and diet assessment b  
  9 years [n=13]  6 (7.3) 7 (8.5)
 10 years [n=40]  21 (25.6) 19 (23.2)
 11 years [n=29]  17 (20.7) 12 (14.6)

Growth after one-yearb  
Weight  
 Gain (g/d)  13.84 ± 10.72 13.84 ± 8.85
 Gain (kg/6 mo)  2.53 ± 1.96 2.53 ± 1.62
 Age- and sex-specific percentile  70.15 ± 24.47 64.83 ± 26.74

Height  
 Velocity (cm/6 mo)  2.92 ± 0.73 3.26 ± 1.75
 Age- and sex-specific percentile  67.3 ± 23.2 59.1 ± 26.6

Body Mass Index  
 Change per year (kg/cm2) 0.81 ± 1.58 0.69 ± 1.55
 Age - and sex-specific percentile  68.4 ± 25.5 67.8 ± 25.8

Glycemic control  
HbA1Cb  8.13 ± 1.71  8.14 ± 1.13
 Met goal of ≤ 8 %, no. (%) 24 (54.55) 21 (55.26)
 Elevated > 8 %, no. (%) 20 (45.45) 17 (44.74)

Table 1 
Demographic characteristics, growth variables and glycemic 
control of preadolescents with type 1 diabetes by type of 
insulin regimen (n=82).

aCaucasian subjects on the basal/bolus regimen (34 of 60, 56.7%) vs. African American 
subjects (2 of 16, 12.5%;X2, 1 df= 9.8530, P=0.002). There was no other statistical 
difference between groups (P > 0.05). 
bMean ± standard deviation.



However, the disparity in race 
between insulin regimens was 
not expected and warrants 
further research.

Growth. The preadolescents 
were growing at age-
appropriate rates when 
compared to increments in 
growth at the 50th percentile 
for 9-11 y U.S. children of 1.5-2.5 
kg/6 mo for weight gain and 
height velocities of 2-4 cm/6 mo for 
girls and 2-3 cm/6 mo for boys.16 
Although these findings reflect the 
generally greater height velocity in 
preadolescent girls compared with 
boys, it was specifically attributable 
to those girls on basal/bolus 
regimens, who achieved greater 
height velocity than preadolescent 
boys on any regimen. In contrast, the 
girls on the conventional regimen 
did not differ in height velocity 
from boys in either regimen group. 
It is prudent to be cautious when 
interpreting these preliminary results 
due to the small number of subjects 
within each subgroup; yet, three 
other studies of varying design and 
methodology also revealed sex and 
growth interactions in relation to 
the insulin regimens of youth with 
type 1 diabetes.26-28 Moreover, 
similar to the current results, two of 
those studies – one a randomized 
cross-over trial27 and the other, a 
cross-sectional study28 – suggested 
that age-adjusted body weight gain 
and BMI status were not affected 
by the type of insulin regimen. 
However, the third study – a three-
year multi-center observational 
study – reported an acceleration of 
BMI in those children who switched 
from traditional treatment to a 
more flexible regimen.26 Thus, 
further research is needed to better 

understand the interactions between 
sex, growth, and insulin regimen 
among children with type 1 diabetes. 

Glycemic control. Nearly one-half of 
participants in both regimen groups 
exceeded the ADA recommended 
level for HbA1C of ≤ 8% for children 
6–12 years of age4 (Table 1), which 
corroborates previous reports that 
goals for glycemic control are not 
met among many pediatric patients 
irrespective of the insulin regimen.26 

In one multi-center study of 3,805 
children and adolescents with type 1 
diabetes,29 an estimated 50–70% of 
those on a conventional regimen 
were not able to maintain target 
levels of HbA1C.4 Also similar to 
previous studies,30, 31 we found no 
significant association between 
glycemic control and height velocity. 
However, other researchers reported 
that the quality of glycemic control is 
positively associated with growth in 
children with type 1 diabetes.1, 2  

There is no evidence in children that 
basal/bolus regimens are any less 
effective than conventional regimens 
in achieving glycemic control.27, 32, 33 
It is not yet clear whether switching 
from a conventional regimen to a 
more flexible regimen can improve 
long-term glycemic control in 
children,4, 34 but emerging evidence 
suggests the basal/bolus regimens 
(especially the pump) do decrease 

the incidence of hypoglycemia.35 

More flexible regimens may lead to 
better overall improved glycemic 
control because they permit more 
latitude in food selection and in the 
timing of meals/snacks to respond 
to daily circumstances.9, 26, 36, 37 

Prospective trials that collect data 
on episodes of hypoglycemia and 
hyperglycemia in addition to the 
data variables in this study would 
strengthen our understanding of 
how children and adolescents using 
different insulin regimens respond to 
treatment, particularly whether diet 
or growth are altered.1, 4

Diet. As with any survey instrument, 
recall bias is possible since child 
participants and their parents may 
not recall and/or not wish to disclose 
what the child consumed. Findings 
from validation studies on the 24-
hour recall method for collecting diet 
data have shown that food intake is 
likely to be underreported.6, 17, 38  
Thus, estimates for energy and 
nutrient intake are typically less 
than actual amounts. An attempt 
was made to counter this bias and 
gather an accurate report of intake 
by interviewing both the child and 
the parent separately. However, more 
than one day of diet reporting is 
necessary to estimate average daily 
intake for an individual and account 
for intra-individual variability.39 Thus, 
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Table 2
Dietary intake by sex and type of insulin regimen and recommended intake for children, aged 9-13 y.a

aMean ± standard deviation. ND, not determined. 
bSee references14, 24, 25

cAfter controlling for total energy intake, all boys consumed significantly more saturated fat than all girls (P=0.03). 
dAmong boys, conventional versus basal/bolus (P=0.02). 

 Boys Girls

 Nutrients Conventional Basal/Bolus Recommended  Conventional Basal/Bolus Recommended
 Regimen Regimen Intakeb Regimen Regimen Intakeb

 (n=21) (n=17)  (n=23) (n=21)

Energy (kcal/d) 1971.3 ± 404.0 1825.0 ± 350.3  1787–2279  1666.5 ± 426.8 1628.9 ± 329.3 1660–2071 
Protein (g/d) 79.8 ± 19.6 69.2 ± 27.2  34 63.3 ± 19.3 55.2 ± 16.2 34
Carbohydrate (g/d) 247.9 ± 60.2 232.5 ± 58.1 ≥130  225.4 ± 74.6 230.1 ± 49.5 ≥130
Total fat (g/d) 75.2 ± 21.9 68.2 ± 21.6  ND 62.2 ± 21.3 55.6 ± 21.5 ND
Saturated fat (g/d)c  28.6 ± 9.3 24.2 ± 8.6  ND 20.2 ± 6.4 19.7 ± 8.8 ND
Cholesterol (mg/d) 290.3 ± 174.4d  155.8 ± 63.9d  <200  179.8 ± 119.0 156.9 ± 97.4 <200
Calcium (mg/d) 1090.7 ± 453.5 951.2 ± 508.2  1100 885.1 ± 354.9 890.6 ± 413.1 1100
Iron (mg/d) 15.3 ± 6.7 14.0 ± 7.7 5.9 11.8 ± 4.1 13.4 ± 7.0 5.7
Fiber (g/d) 13.4 ± 5.1 15.4 ± 8.6  31 11.9 ± 5.5 12.7 ± 5.8 26 
Protein (% of energy) 16.5 ± 4.2 15.7 ± 5.28  10–30 15.9 ± 5.59 13.7 ± 3.1 10–30
Carbohydrate (% of energy) 50.3 ± 7.2 52.0 ± 7.4 45–65  52.5 ± 7.2 57.2 ± 9.3 45–65
Total fat (% of energy) 34.1 ± 5.8 34.2 ± 7.7  25–35 32.6 ± 7.7 30.1 ± 8.2 25–35
Saturated fat (% of energy) 13.0 ± 3.1 12.3 ± 3.3 <10 11.0 ± 2.9 10.6 ± 3.3 <10



the investigators did not consider 
the intra-individual effects of dietary 
data in relation with other individual 
measures of interest (e.g. growth).40, 41 
Alternatively, the dietary data 
were examined as group mean 
values by insulin regimen and/or 
sex. Another limitation of dietary 
analysis was the lack of available 
measures of physical activity, which 
would have better tailored the 
selection of corresponding energy 
recommendations. 

The overall intake of total fat and 
saturated fat by study participants 
was similar to that of children 
without diabetes, whose intake 
data were also collected by 24-
hour recall questionnaire.42, 43 

This study supports findings of 
saturated fat intake reported by 
SEARCH for Diabetes in Youth, a 
large observational, multicenter, 
population-based study, which 
found that only 6.5% of the cohort 
were within recommended limits 
for fat intake.5, 44 Diet education and 
other strategies to reduce saturated 
fat intake are warranted for children 
with diabetes, who are already at 
heightened risk of cardiovascular 
complications.

Considerations for Diabetes 
Educators. If type 1 diabetes is not 
properly controlled, it can lead to a 
host of devastating disease-related 
complications later in life. Therefore, 
achieving proper glycemic control 
during childhood is an important 
health issue. Parents of children 
with type 1 diabetes must be highly 
involved in managing their child’s 
disease on a daily basis but normal 
parent-child conflicts that arise as 
children become more autonomous 
with age can present challenges to 

the parent and diabetes educator. 
The finding that nearly one-half of 
preadolescents exceeded HbA1C 
of 8% deserves our attention to 
better understand why goals for 
glycemic control are not being met 
and explore care options that hold 
promise for improvement. 

On average, most patients were 
meeting guidelines for dietary 
cholesterol, except for boys on 
conventional regimens, whose 
caregivers may need to reexamine 
diet plans or seek help from 
practitioners in selecting healthier 
diets. Education strategies are 
also needed to specifically lower 
saturated fat intake, increase 
dietary fiber and increase calcium; 
particularly for girls of this age whose 
Recommended Dietary Allowance is 
1300 mg/d.14 One limitation of this 
study is the lack of available tools 
to assess dietary intake in young 
children. As a medical necessity, 
children with type 1 diabetes and 
their families have more training 
and practice in planning meals 
and communicating dietary intake 
compared to others, however, more 
research is needed to expand options 
for validated methods that increase 
the accuracy of measuring children’s 
actual consumption.

In conclusion, contrary to what was 
anticipated, retrospective records 
indicate that preadolescent children 
on basal/bolus regimens do not 
attain significantly better growth 
velocity or glycemic control than 
those on conventional regimens but 
they do have different daily eating 
patterns, consuming one additional 
meal/snack. To enhance the long-
term cardiovascular health of 
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preadolescents with type 1 diabetes, 
intake of cholesterol should be more 
consistent with national guidelines 
as should intakes of saturated 
fat, calcium, and fiber, which 
were challenging for all groups. 
Additional research involving larger 
numbers of participants and more 
rigorous study designs are needed 
to examine interactions between 
insulin regimens and sex in relation 
to both growth and diet, particularly 
as advances in treatment utilize 
new technologies for monitoring 
blood glucose, dispensing insulin, 
recording diet intake and providing 
electronic communication strategies 
for patients and their parents to 
correspond with the medical team. 
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From the Chair

2011-2012 RDPG 
James Swain, PhD, RD, LD

Membership
RDPG membership is at the highest 
number ever with 882 members, 
including 616 active members,
236 student members, and 30 in 
other categories. 

Networking
Up-to-date networking and 
information comes to members 
regularly from the RDPG 2010-11 
electronic mailing list at  
http://groups.google.com/group/
rdpg2011-12. About 30% of our 
members use this service. If you 
want to join this list, please send 
an email to the RDPG Secretary, 
Marilyn Briggs, at RDPGgroup@
gmail.com, including your name, 
AND membership number, and 
the email you prefer to use for the 
RDPG group. 

The Digest
The Digest, started in 1968, is in  
its 43rd year of publication and  
is published on our website -  
www.researchdpg.org.  

Continuing education credit is often 
available for the featured newsletter 
article. The RDPG website also 
has minutes from RDPG Executive 
Committee meetings and other 
RDPG information.

Webinars
This Spring, the RDPG is developing 
a number of webinars on topics 
of interest to members. The RDPG 
has recently joined with the 
International Society of Nutrigenetics 
and Nutrigenomics (ISNN) and our 
2011 FNCE sponsor - Solae, LLC - to 
develop and host webinar content. 
Survey feedback from past webinars 
show that participants rate most of 
our webinars above 4 on a 5 point 
scale for logistics, presentations, 
and delivery. Further, over half of 
the respondents report they shared 
information from past webinars with 
colleagues and constituencies. 

RDPG Website 
For the first time, our website 
researchdpg.org can be updated 

regularly by the RDPG Website 
Coordinator. Access it regularly for 
updates on RDPG activities, and 
check the Member Homepage 
for position openings, grant 
opportunities, continuing 
education opportunities and other 
up-to-date information. The Digest, 
executive committee minutes, and 
the RDPG Guiding Principles are 
posted on the site. Many members 
print out the most recent issue of 
The Digest to have for easy referral. 
For additions or changes to the 
site, contact Martha McMurry 
mcmurrym@comcast.net or James 
Swain jhs31@case.edu

RDPG Volunteer Opportunities
RDPG officers and officials are 
listed on the last page of this issue. 
All of us are volunteers. Benefits 
of becoming an active participant 
include not only learning more, 
but enjoying the camaraderie of 
the RDPG team. If you would like 
to become more involved, please 
don’t hesitate to contact us.

ADVERTISEMENT:
Solae, LLC is a world leader in developing soy-based ingredients 
for nutritious, great-tasting products. Solae provides solutions 
that deliver a unique combination of functional, nutritional, 
economical and sustainable benefits to our customers 
(primarily food and beverage manufacturers). Headquartered 
in St. Louis, Missouri, USA, the company was formed through 
a joint venture between DuPont (NYSE: DD) and Bunge (NYSE: BG) in 2003. Solae is a recipient 
of 2011 Ethisphere’s Ethics Inside Certification and was recognized as one of 100 “World’s Most 
Ethical Companies” in 2011. For more information, visit www.Solae.com, or follow the company  
on Twitter at www.Twitter.com/SolaeLLC, Facebook at www.Facebook.com/SolaeLLC, and  
LinkedIn at www.linkedin.com/company/Solae-LLC.
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The Research DPG would like to express our sincere appreciation for the support provided by Solae, LLC for 
the Research DPG FNCE 2011 Member Breakfast and General Meeting and a member Pilot Grant program. 

http://groups.google.com/group/
http://www.researchdpg.org
mailto:mcmurrym@comcast.net
mailto:jhs31@case.edu
http://www.Solae.com
http://www.Twitter.com/SolaeLLC
http://www.Facebook.com/SolaeLLC
http://www.linkedin.com/company/Solae-LLC
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Member Spotlight

Carol Lawson Connell
PhD, RD
Erin Gaffney-Stomberg, PhD, RD

For this edition of The Digest, we are 
spotlighting RDPG member Carol 
Lawson Connell, PhD, RD, an Associate 
Professor of Nutrition and Food 
Systems at The University of Southern 
Mississippi (USM). Dr. Connell is the lead 
research scientist for the Delta Obesity 
Prevention Research Unit (Delta OPRU) 
at USM as well as the director of the 
Didactic Program in Dietetics. She 
has a long-standing relationship with 
the USM Delta OPRU which has been 
instrumental in her research career 
development and progression. Read 
below to learn about how she is using 
her background in food insecurity 
to conduct exciting research to help 
women incorporate the Dietary 
Guidelines for Americans and thereby 
improve their health and ultimately the 
health of the communities served by 
the Delta OPRU. 

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

I received a BS in nutrition from 
Auburn University and completed 
my supervised practice as part of the 
coordinated program that Auburn 
had at the time. Following five years 
of clinical experience, I returned to 
Auburn University and completed a 
Masters of Science in nutrition. After 
my MS degree I returned to clinical 
dietetics and practiced for another 
five years before taking a position as 
a research coordinator for the Delta 
Nutrition Intervention Research 
Initiative (Delta NIRI) at USM in 1996. 
This position allowed me to indulge 
my enjoyment of research and 
provided me with excellent exposure 
to multi-disciplinary community 
based research since Delta NIRI was 
a research initiative that included 
three states (Arkansas, Louisiana, 
Mississippi) and 6 universities and 

research entities in cooperation with 
the USDA, Agricultural Research 
Service. One of my career goals 
after finishing the MS degree was 
to eventually earn a PhD so the 
Delta NIRI research coordinator 
position was a perfect opportunity 
to combine work and education. 
While working with a Delta NIRI 
group charged with assessing food 
insecurity and dietary intake, I 
began to think back on many of my 
clinical dietetics experiences with 
low-income patients. I began to 
see potential connections between 
food insecurity and management 
of chronic diseases. This led to my 
focus on food insecurity for my 
dissertation topic which remains 
one of my interests today. I was also 
involved with food security and food 
access research conducted as part 
of the Delta NIRI during this time 
and eventually conducted my own 
research on children’s perceptions 
of household food insecurity and 
developed an instrument on food 
security that could be directly 
administered to children over the 
age of 12. I moved into a tenure 
track position as an assistant 
professor at USM in 2005 with a 50% 
appointment for continued research 
with Delta NIRI. 

Could you please summarize your 
current research for us?

Because of the high prevalence 
of obesity (>30%) in the three 
states included in the Delta NIRI 
research, the initiative evolved 
over time into the current Delta 
Obesity Prevention Research Unit 
(Delta OPRU). Each cooperating 
institution within Delta OPRU has 
a research focus aimed at adapting 
the current Dietary Guidelines for 
Americans (DGAs) for the Delta 

cultural and food environment and 
then implementing interventions 
to promote adoption of the 
guidelines in a specific population 
group within the region (e.g. young 
mothers, children, women’s civic/
altruistic groups etc.). At USM, we 
are testing the effectiveness of two 
different theory-based nutrition 
education programs on the adoption 
of several of the DGAs among 
women’s groups. We developed 
these 6-month interventions using 
diffusions of innovation theory 
along with psycho-social constructs 
of self-efficacy, social support and 
decisional balance from social 
cognitive theory. One treatment 
group will attend education sessions 
that promote dietary behavior 
change in only one category of 
the DGAs (Solid Fats Alcohol and 
Added Sugars, SoFAAS) while the 
other treatment group will attend 
education sessions promoting 
dietary behavior change in the fruit, 
vegetable, whole grain and SoFAAS 
components of the DGAs. Outcome 
measures are changes in number
of servings of the targeted food 
groups as well as weight and blood 
pressure changes. Over time we 
hope to follow up the initial research 
with studies aimed at determining 
the diffusion of the most effective  
of the two treatments into the 
broader communities in which  
our current study participants  
live and the consequences in  
terms of diet, anthropometric  
and clinical outcomes.

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

My involvement in the current line 
of research related to obesity was a 
progression over time that evolved 

Carol Lawson Connell
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out of the original work of the Delta 
NIRI. Delta NIRI was commissioned 
to identify nutritionally responsive 
health problems in the Lower 
Mississippi Delta and then develop 
and test interventions that were 
aimed at ameliorating these 
problems. Obesity clearly surfaced 
as a major issue in the three states 
and as a contributing factor to some 
of the other chronic diseases such as 
diabetes and hypertension that are 
prevalent at very high rates in the 
region. Cultural and environmental 
factors including traditional foods 
and even food access and food 
insecurity in this region play a role 
in dietary behavior. For me, it was 
natural to continue my research with 
Delta OPRU and try to address the 
most crucial nutrition-related health 
problem facing our region.

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

I would strongly encourage a young 
researcher to start in an area that 
s/he finds fascinating and can see 
her/himself doing for a long time. 
Then find a supportive research 
mentor that can guide your efforts 
and brainstorm ideas with you. I 
was able to do that at both USM and 
within the Delta NIRI collaborative. 
I also believe researchers who are 
interested in public health issues or 
community based research should 
become part of a collaborative effort 
that includes various disciplines. My 
affiliation with Delta NIRI introduced 
me to researchers in rural sociology, 
anthropology, psychology, dietary 
assessment, food science, and 
medicine. A multi-disciplinary team 
provides so much depth to research 
that is aimed at addressing public 
health issues.

What are your career goals?

Through my research, I would like 
to continue to address nutrition 
and food issues that impact 
health risks such as obesity in 
this region. I continue to have an 
interest in food insecurity and 
food access and enjoy working 
with students who want to study 
these issues as well. I hope
that the research I conduct can 
also inform policy related to 
creating and maintaining  
healthy communities.

How has your affiliation with 
AND impacted your career 
progression?

My affiliation with The Academy 
helped to keep the importance of 
research to dietetic practice, both 
clinical and community, ever 
present in my mind. It made it 
seem like a normal progression of 
my career to move from dietetic 
practitioner to researcher.

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

It is absolutely essential! If we 
want to be able to claim the 
title of “nutrition expert,” we 
must continue to contribute to 
advancing scientific knowledge 
related to human health. This 
includes all areas of research 
from studies of gene-nutrient 
relationships to qualitative 
studies that help to inform 
the development of culturally 
appropriate nutrition  
education programs! 

Upcoming Conferences
February 6-10, 2012 
Food + Health Entrepreneurship 
Academy. UC-Davis. 

March 1-3, 2012 
Kenes International /Nutrition 
& Growth 2012 International 
Conference on Nutrition and Growth. 
Paris, France. 

March 27-28, 2012 
Mediterranean Diet Foundation IX 
Barcelona International Conference 
on the Mediterranean Diet. 
Barcelona, Spain. 

April 21-25, 2012 
American Society for Nutrition 
Scientific Sessions & Annual Meeting, 
Experimental Biology. San Diego, CA. 

May 14-17, 2012 
8th International Conference on Diet 
and Activity Methods, Rome, Italy. 

June 22-24, 2012 
American Society for Nutrition 
Advances & Controversies in Clinical 
Nutrition. Chicago, IL.

June 26-30, 2012 
First World Renal Nutrition Week, 
Honolulu, HI.

July 14-17, 2012  
Society for Nutrition Education 
Annual Conference. Washington, DC.
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Nuts and Bolts

Spline Regression  
in Clinical Research
Inés M. Anchondo, DrPH, RD, LD, CSP 

In data analysis it is common to 
divide a continuous data variable into 
categories by dividing the data into 
groups or categories and assigning a 
score to each category. For example, 
the scores for each category for 
serum albumin could be: < 2.5 g/100 
ml, 2.5 to 3.4 g/100 ml, and 3.5 g/100 
ml or greater. The categories must 
be clinically meaningful. Albumin 
levels at or less than 2.5 g/100 ml 
is considered to be too low and it 
associates with certain conditions 
and physiologic responses, 2.5 to 3.4 
g/100 ml is moderately low, and 3.5 
g/100 ml and above is normal.  
The scores are entered into the 
regression model instead of the 
original variable values.1 

Sometimes however, there are issues 
with the categories. For example, 
in a study of the relationship 
between weight loss and mortality 
by Ingram and Mussolino, instead 
of analyzing the amount of weight 
in kilograms or pounds lost weight 
loss was categorized as <5%, 5 to 
<15%, and >15% of maximum body 
weight. Results showed that obese 
men who lost more than 15% of 
their maximum body weight had an 
increased risk of dying (HR 0.85, CI 
0.40 – 1.82, not statistically significant 
since it includes the null value of 1) 
while obese men with a weight loss 
of 5% to <15% had a decreased risk  
of dying (HR 0.56, CI 0.32 – 0.98  
p = 0.05, statistically significant since 
it excludes the null value of 1).2 This 
may seem puzzling, how can the 
risk of dying change so much from 
one category to the next, between 
14.99% and 15%? How can the risk 
of dying be the same at 7% than it is 
at 15% weight loss? The solution is 
not to use cut-offs or cut points. The 
answer is spline regression. 

Spline regression is a modeling 
technique. It is especially helpful for 
dealing with the two controversial 
issues with categorical data analysis: 
implausibly assuming homogeneous 
and constant risk within a category 
and assuming arbitrary risk increase 
from one category to the next. 
Spline regression is similar to 
nonparametric regression, making 
no assumptions about the disease-
exposure association. Splines can be 
linear, quadratic or cubic. Quadratic 
splines are used more often in 
epidemiologic studies because  
they are smoother than linear  
splines and more easily interpreted 
than cubic splines.3 A ‘spline’  
is a curve representing a 
mathematical formula. 

In a study by Bodnar et al. the 
association between racial/ethnic 
differences and the variation of 
preeclampsia by month were 
analyzed in a cohort of 20,794 
white women and 18,916 black 
women.  The risk factor of interest 
was preeclampsia incidence by 
month of delivery. Month of 
delivery is a continuous variable. 
However, because categorizing 
the months as 1, 2, 3, 4, etc. would 
not have reflected accurately or 
meaningfully a dose-response 
relationship, time of delivery was 
evaluated in days as 1 – 365. In this 
study, the ‘boundaries between the 
categories’3 known as knots or joint 
points were: day 75 (March 16), day 
150 (May 30), day 225 (August 13) 
and 300 (October 27) with day 1 as 
the referent. Confounders included 
maternal age, parity, and delivery 
year. Results showed preeclampsia 
occurred in 3.4% of pregnancies. 
Risk of preeclampsia by month of 

the year was different for white and 
black women. The prevalence of 
preeclampsia in white women was 
highest in November, December, 
and January and lowest during the 
summer. In black women there was 
no significant association between 
preeclampsia and delivery month of 
the year. Figure 2 C shows the spline 
curve graph reflecting the pattern of 
decreasing preeclampsia incidence 
the first 8 months of the year in white 
women and increasing during the 
winter months. Figure 2 D shows 
the lack of association between 
month of delivery and preeclampsia 
risk in black women.4 Using spline 
modeling in this study allowed more 
accurate assessment of the variation 
of risk of preeclampsia according 
to month of delivery. Results 
demonstrated the relationship 
between preeclampsia and month  
of delivery was better represented  
by a spline. 

References
1. Rothman KJ, Greenland S, Lash TL. Modern 

Epidemiology. Third ed. Philadelpia, PA: Wolters 
Kluwer, Lippincott Williams & Wilkins; 2008.

2. Ingram DD, Mussolino ME. Weight loss from 
maximum body weight and mortality: the Third 
National Health and Nutrition Examination Survey 
Linked Mortality File. Int J Obes (Lond).  
Jun 2010;34(6):1044-1050.

3. Mulla ZD. Spline regression in clinical research. 
West Indian Medical Journal. Jan 2007;56(1):77-79.

4. Bodnar LM, Catov JM, Roberts JM. Racial/
ethnic differences in the monthly variation of 
preeclampsia incidence. American Journal of 
Obstetrics and Gynecology. Apr 2007;196(4):324 
e321-325.
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The prevalence of preeclampsia by the month of delivery and 95% CI among A, white women (n = 20,794) and B, black women (n = 18,916). Smoothed relationship 
between the delivery day of the year and the unadjusted prevalence of preeclampsia among C, white women and D, black women. The solid line represents the 
point estimate; the dotted lines represent 95% confidence bands. The association in white women was quantified with a logistic regression model in which the 
day of delivery was specified as a restricted quadratic spline with a knot at day 200 (spline coefficients: P < .05). Among black women, there was no association 
between the delivery day of the year and preeclampsia, regardless of how the variable was specified in the model.

Figure 2
Prevalence of preeclampsia by the month of delivery and delivery day of the year by race/ethnicity.



The Research DPG budget for the 2011-12 fiscal year 
(June to May) expects $24,116.00 in income and 
$22,909.00 in expenses. Generally, expenses are 
planned so that reserves can be kept around 50% of 
the budget. As of the end of December 2011, RDPG 
revenue is $16,304.00, and expenses are $17,318.00. 
Our current year investment reserves are $17,562.00. 
RDPG reserve % of 2012 budget is 73%. As of the 
end of December 2011, a little more than half of our 
fiscal year is complete with about two-thirds of our 
revenue and three-fourths of our expenses realized. 

Expenses related to AND’s Food & Nutrition 
Conference & Expo (FNCE) for RDPG are complete. 
Other payments that have been processed this 
year to date include newsletter layouts and author 
honorarium, one student award, and the research 
seed grant award.

Please don’t hesitate to contact me if you have 
questions about the financial health of the  
Research DPG. 

Alanna J. Moshfegh, MS, RD
RDPG Treasurer
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Treasurer Report

Hello Research  
DPG Members
Alanna J. Moshfegh, MS, RD

Research DPG 2011-12 Budget

  Annual Actual as of 
   December

Revenue Membership 17,616 10,518
 Grants  6,500 6,500
 Interest income 0 -714
  24,1116 16,304 
Expenses Lodging/Subsistence 3,240 4,823
 Transportation 5,000 3,098
 Professional/Consulting 4,000 500
 Postage/Office supplies 197 0
 Telephone/Teleconference  216 21
 Memb Dues/Seminar Fees 1,058 0
 Credit Card Processing 324 367
 Honorariums/Awards 3,250 3,400
 Food Service 5,500 4,143
 Printing/Copying 124 79
 Audiovisual 0 887
  22,909 17,318

 Net 1,207 -1,014

Reserve   17,562

2012 RDPG AWARDS
The following awards will be presented to RDPG 
members. The application forms and deadlines are 
available on the RDPG website.

The Solae Research DPG Pilot Grant Award
     Innovation through Nature 
http://www.solae.com
$3,000 will be awarded to a member for an innovative 
pilot research project which may lead to successful 
funding for a larger project. The recipient will be 
recognized at the FNCE RDPG Members Breakfast and  
will be asked to write a research report for The Digest.

Student Research Awards
Undergraduate Student Research Award
Graduate Student Research Awards
Two student awards are presented to members who 
have abstracts accepted for presentation at the 2012 
FNCE meeting in Philadephia. Each recipient (one 

undergraduate and one graduate student) will receive 
award certificate and $400 cash. Recipients can use the 
cash award to develop the presentation, to attending 
FNCE or for other purposes. Competition is limited 
to members of the Research Dietetic Practice Group 
and the appropriate student classification at the time 
of abstract submission. Only students with abstracts 
accepted for FNCE presentation may apply for the 
awards. Application is made after abstract selections are 
announced. The application includes submission of a 
copy of the abstract. Award presentation will be made at 
the RDPG Member Breakfast at FNCE. 

Published Paper Awards
First Author Award
Co-author Award 
Two RDPG members will be recognized for special 
contributions to research through publication of papers 
in peer-reviewed journals. Certificates will be presented 
at the 2012 RDPG Member Breakfast at FNCE.

http://www.solae.com
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Background
In the world of dietetics there is no 
gold standard for self-reporting 
dietary assessment, so dietitians 
rely on three methods: a food 
frequency questionnaire (FFQ), 
3-day food record, and 24-hour 
recalls. The FFQ measures an 
individual’s typical intake of foods 
or food groups consumed over a 
designated period of time, with 
information on approximate portion 
sizes and regularity of intake. The 
main concern with the FFQ is it 
trusts participants will accurately 
remember how much and how 
often of a food or food group 
has been consumed over a given 
period of time. This method also 
creates problems for researchers 
when studying seasonal eaters and 
people who modify their diet due 
to a newly diagnosed illness, such 
as cancer or diabetes. Food records 
require participants to write down 
all food and beverages (including 
amounts) consumed over a given 
amount of time. This assessment 
method does not rely on memory, 
but does require the participants 
to be literate, knowledgeable, and 
honest. People may also alter their 
diets to make healthier choices 
or avoid eating foods altogether 
because they are being asked to 
monitor their intake. The 24-hour 
recall method requires participants 
to remember all food and beverages 
(including amount and time of day) 
consumed the day before. Similar to 
the FFQ, this method relies solely on 
the participant’s memory of foods 
consumed, how much they ate, and 
how the food was prepared.

Self-reporting methods of dietary 
assessment used today all have 
strengths and weaknesses. No 

Student Research

Dietary Assessment Methods:
A Review 
Anne Thorsen, M.S.
Dietetic Intern, Idaho State University

method is without error and not 
one is perfect for use within an 
entire population. Each method 
can be potentially costly due to the 
coding of the handwritten records 
and employing highly skilled 
interviewers. With the advent of new 
technologies and the ubiquitous 
computer, it is hopeful that a novel 
method of dietary assessment will 
address these issues. 

Computerized Methods  
of Dietary Assessment
College aged students undergo 
many transitions, especially in their 
diet. Chronic disease risk factors, 
like dietary habits, are formed at 
this time and continue through 
adulthood.1 College students, in 
particular, have a low response rate 
to health/diet surveys. Comrie et al. 
investigated whether utilizing a new 
method of dietary analysis could 
persuade college students to take 
part in health/diet surveys. The FoRC 
(food recall checklist) is a computer 
program used via the Internet that 
was developed to record food 
intake data from the previous day. 
In this study food intake recorded 
with FoRC was compared to a hand 
written food record to test the 
validity of the instrument. Using 
FoRC, participants were first asked 
to record the time when they ate/
drank from the previous day and 
then choose the foods/drinks from 
a list. With each subsequent list on 
the computer program, questions 
are more detailed and portion 
sizes are chosen using high quality 
photography. The study results 
showed that intake of butter, oils 
and all types of bread were similar 
between the hand written food 
record and FoRC. However, FoRC 
participants recorded significantly 

higher intakes of vegetables 
and fruit and cereal compared 
to the hand written food record. 
Conversely, FoRC participants 
recorded significantly lower intakes 
of alcohol and energy. Ultimately, 
the study concluded that FoRC is an 
unreliable tool for assessing food 
intake and that further modifications 
are needed to heighten the system’s 
capabilities. 

Use of the PDA (personal digital 
assistant) and dietary assessment
Self-monitoring of energy intake 
is essential when trying to avoid 
weight gain in people who are 
overweight, especially in individuals 
with diabetes.2 Keeping a food 
journal is important to achieve 
control when making lifestyle 
changes to record provocations of 
hunger.3 However, there are many 
limitations when using the pen 
and paper method of recording 
food/beverage consumption. For 
example, individuals forget to write 
foods/beverages consumed and 
record what they have eaten at the 
end of the day they, long after the 
fact.4 Also, this technique means 
participants must find nutritional 
information on nutrients and calories 
eaten and compute the day’s total, 
which can test subject’s adherence 
when performed on a daily basis.5 
Researchers in Japan set out to 
determine the accuracy of a food-
based PDA diary that included 
photographs for increased precision. 
The study included 16 Japanese 
individuals with type 2 Diabetes 
Mellitus (DM) and 44 without type 
2 DM. Participants were asked to 
write down all food/beverages 
consumed for seven days and also 
record the same seven days with the 
PDA, simultaneously. On the eighth 
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day participants were asked to bring 
in their PDA and give a verbal 24-
hour recall to a trained interviewer. 
Results from the seventh day from 
the PDA and the 24-hour recall 
were compared. Differences in daily 
totals for fat, carbohydrate, energy, 
and protein were not significant. 
These findings indicate that the PDA 
food diary is a possible method to 
estimate dietary intake.6

Cameras and Dietary Assessment
Due to variability in a child’s ability 
to remember, read, and write, the 
burden of recording nutrient intake 
falls on the parents who may already 
be tense with homework and dinner 
woes.7 Researchers asked 16 parents 
to keep food diaries for two days 
along with before and after pictures 
of meals eaten by their children. 
All parents received uniform 
instructions on how to take pictures 
and straightforward guidelines were 
provided regarding how to record 
foods eaten to ensure accurateness 
between the two. All parents were 
given an 8-inch plate and a clear 
4-ounce cup for portion control 
references. All parents were asked 
to use the same cups and plates to 
later help visualize estimates of the 
food/beverages consumed by their 
child.8 A person trained in dietetics 
examined photographs (visual 
estimates) and food records (actual 

amounts) and compared calories, 
protein, carbohydrate, fat, and 
saturated fat. Differences among all 
macronutrients of photographs and 
food diaries were not statistically 
significant; therefore, this method 
of dietary assessment is a probable 
means for use within this population.

Conclusion
As the previous paragraphs explain, 
the computer, the PDA, and the use 
of cameras are all being studied to 
help strengthen methods of dietary 
assessment. The computer may 
help people by prompting them 
to remember certain condiments 
and exact foods categories of food 
eaten. The PDA requires users to be 
proficient with the technology and 
remember to use the device while 
eating. The camera appears to be a 
dependable tool for assessing diet, 
however, this required participants to 
remember to take the photographs 
to illustrate portion size.

Methods of dietary assessment 
are plagued with problems. Issues 
with participant motivation and 
attention to detail often impair the 
accuracy of the food and beverage 
record. All new methods have their 
own strengths and weaknesses. 
A compliant method with new 
strategies is sure to strike  
everyone’s fancy.

References
1. Comrie, F.,Masson, L., & McNeill,G. (2009). A novel 

online food recall checklist for use in undergraduate 
student population: a comparison with diet diaries. 
Nutrition Journal, 2009, 8:13.

2. American Diabetes Association (2008). Standards of 
Medical Care in Diabetes. Diabetes Care; 31: 12-54.

3. Baker & Kirshenbaum, (1993). Self-monitoring may 
be necessary for successful weight control. Behavior 
Therapy; 24: 377-394.

4. Stone, Shiffman, Schwartz, Broderick, & Hufford 
(2002). Patient non-compliance with paper diaries. 
BMJ; 324:1193-1194. 

5. Burke et al, (2005). Self-monitoring dietary intake: 
Current and future practice. J Ren Nutr; 15; 281-290. 

6. Fukuo M.,Yoshiuchi, K. Ohashi, K. et al. (2009). 
Development of a hand-held personal digital 
assistant – based food diary with food photographs 
for Japanese subjects. J Am Diet Assoc., 109:7,  
1232-1236.

7. Cragg, l., & Nation, K., (2007). Self-ordered pointing 
as a test of working memory in typically developing 
children. Memory; 15; 526-535.

8. Small, L. Arcoleo,K.,Vaughan, LO., Capsel, J.,Chung, 
K., Stevens, C. (2009). Validity and reliability of 
photographic diet diaries for assessing dietary 
intake among young children. Infant, Child, & 
Adolescent Children 2009;1 ;27.



15 | Winter 12 | The Digest

Candidates for the 2012 AND National Ballot
These excellent nominees are a clear reminder of the value and significance of DPG/MIG membership.
Please feel free to share this information with your members.

Board of Directors
President-Elect
Sonja Connor, MS, RD, LD (OR)
 HEN, FCP, NEHP, RDPG, FADAN
Glenna McCollum-Cloud, DMOL, MPH, RD (AZ)
 HEN, WM, SCAN, DEP, FPIND
 
Treasurer-Elect
Barbara Ivens,MS, RD, FADA(MI) 
 HEN, PNPG, WM, DBC, SCAN, SNS, FCP, DEP,  
 NEP, RDPG
Donna Martin, EdS, RD, LD, SNS (GA)
 SNS
 
Director-at-Large
Margaret Garner,MS,RD, LD (AL)
 DCE, WM, MNPG, NE, SCAN
Laura Romig, RD, LD (KS) 
 EN, DNS, NE
 
House of Delegates
Speaker-Elect
Nancy Lewis,PhD,RD,FADA(NC) 
 PHCNPG, HA, BHN, WM, DHCC, SCAN, CNM, DEP,  
 RDPG, LAHIDAN
Aida Miles, MMSc,RD, LD (MN) 
 PHCNPG, BHN, PNPG, DNS, WM, NE, DHCC, MFNS,  
 SNS, DEP
 
Director
AlanaCline,PhD, RD (CO)
  SCAN, DEP, RDPG
MarciaKyle,RD, LD,CDE (ME) 
 PNPG, DCE
 
At-large Delegate: 30 Years and Under
Joseph Quinlan, MSH, RD, CNSC, LD/N (FL)
 DNS, SCAN, NOMIN
Tracy Wilczek, MS,RD, LD/N (FL)
 CAN, FCP
 
At-Large Delegate: Retired
Helen Lodge,MA,MS,RD, LD (WV) 
Stephanie Tranen, MPH (SC) 
 

Nominating Committee (three positions)
Julie Grim, MPH, RD, LD (TX)
 PHCNPG, HEN, NE, CNM
Betty Krauss, RD, CDE (MI)
 PNPG, DCE, MNPG, FPIND
Liz Marr,MS,RD (CO)
 WM, NE, DBC, FCP
David Orozco,MS,RD( GA)
 WM, NE, LAHIDAN
Isabel Parraga,PhD,RD, LD (OH)
 PHCNPG, PNPG, DEP
Karen Payne,MS,RD (WI)
 DNS, NE, DBC, SCAN, FCP
 
Commissionon Accreditation for Dietetics Education
Practitioner Representative: Registered Dietitian 
Fabiola Gains,RD, LD( FL) 
 NE, NOBIDAN, FPIND
Pascale Jean,MPH,RD, LD/N (FL) 
 DHCC, NOBIDAN
 
Practitioner Representative:  
Dietetic Technician, Registered
Amelia Larkin,MS,DTR (FL) 
Alyce Watanabe,DTR (CA
 DTP
 
Commission on Dietetic Registration
Registered Dietitian
Leslene Gordon, PhD, RD, LD (FL)
 NOBIDAN
Paula Kellogg Leibovitz, MS, RD, CDE, CD-N (CT)
 PHCNPG, HEN, DCE, WM, FCP
 
Certified Specialistin Oncology
Laura Elliott, MPH, RD, CSO, LD (IA)
 ON, CNM
Kathryn K Hamilton, MA, RD, CSO, CDN (NJ)
 DIFM, ON, DNS, FCP
 
DieteticTechnician,Registered
Grace Burney,DTR( OH)
 DTP
Stefanie Mittelbuscher, DTR( MO)
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The Role of the Research DPG Delegate

Carol Ireton-Jones PhD, RD, CNSC

The House of Delegates (HOD) of the 
Academy of Nutrition and Dietetics 
is a vital and dynamic group of 
dietitians and dietetic technicians 
from 53 affiliates and all areas of 
practice who work together to bring 
forth and discuss issues and solutions 
to keep the Academy at the forefront 
as leaders in nutrition. There are 
Delegates from each state (often 
more than one), and now from the 
DPGs. Prior to the representation 
from the DPGs, the Delegates 
represented areas of practice and 
were called Professional Issues 
Delegates (PID). I was fortunate to 
be elected as Professional Issues 
Delegate for Research. The PID 
Delegate participated in the HOD 
but also served as a technical expert 
on areas of practice, education 
and research for other delegates. 
Additionally, the PIDs worked to 
identify and propose dietetics 
research, education and practice 
initiatives to the HOD. Although the 
PIDs will be phased out in the Spring 
2012, their efforts will still be present 

as each DPG is now represented by 
their own Delegate to the HOD. 

As Research DPG Delegate, I was 
assigned to the Research Committee 
and it has been my pleasure to work 
with the three amazing Chairs of 
the Research Committee - Debra 
Krummel, PhD, RD, Kathy Yadrick, 
PhD, RD and Barbara Bruemmer, PhD, 
RD. Additionally, I was assigned to 
be the Nutrition Care Process and 
Standardized Language (NCPSL) 
Committee Liaison and worked with 
chairs Jennifer Bueche, PhD, RD, Julie 
Grimm, MPH, RD and Sherri Jones, 
MS, RD. Representing the importance 
of research and the Research 
Committee has been an important 
part of the Delegate role, not only 
in these excellent committees, but 
also in representing this aspect in the 
biannual HOD meetings.

The key to being a good Delegate 
is to listen to your constituents 
and think more globally than 
individually. You represent many 
dietetic practitioners in many areas 

of practice - although you may have 
a like interest such as Research. 
One project that I worked on was 
the Research Toolkit. While this was 
already in motion when I joined 
the Research Committee, Debra 
had a passion for completing this 
project and making it available to 
our members. Over the next two 
years eight content topics areas 
were completed with each topic 
including: text that summarizes 
important learning points; 
PowerPoint presentations; practice 
exercises to reinforce learning; 
and links to nutrition and dietetics 
research articles that illustrate 
content learning. The Research 
Toolkit is online and available free 
of charge (for a limited time) to 
the Academy members at: https://
www.adaevidencelibrary.com/store.
cfm?category=13&auth=1.

The Research DPG Delegate makes 
a difference by representing 
members’ interests objectively and 
participating fully. It is an honor and 
a pleasure to serve in the HOD.

Congratulations to Mara Vitolins 
who is our new Research DPG 
HOD Delegate!

https://www.adaevidencelibrary.com/store
https://www.adaevidencelibrary.com/store


Research DPG Elected Officials 2011-2012

Executive Committee

Chair
James Swain, PhD, RD, LD
CASE School of Medicine
Cleveland, OH 
216-368-8554
james.swain@case.edu

Chair-elect 
Christopher Taylor, PhD, RD
The Ohio State University
Columbus OH 
614-688-7972
taylor.1043@osu.edu

Secretary 
Marilyn Briggs, PhD, RD
Department of Nutrition
University of California, Davis
916-616-3793
marilynbriggs@sbcglobal.net

Treasurer 
Alanna Moshfegh, MS, RD
Food Surveys Research Group
Beltsville, MD
W 301-504-0170
Alanna.Moshfegh@ars.usda.gov

Past-chair (2011-11)
Martha McMurry, MS, RD, LD
Oregon Health & Science University
Portland, OR 
503-319-4852 
mcmurrym@ohsu.edu 

Nominating Committee

Co-Chair 
Mara Vitolins, DrPH, MPH, RD
Wake Forest School of Medicine
Winston Salem NC 
W 336-716-2886
mvitolin@wfubmc.edu

Co-Chair 
Johanna Lampe, PhD, RD
Fred Hutchinson Cancer Research Center
Seattle, WA 
206-667-6580 
jlampe@fhcrc.org

Members 
Catherine M. Champagne,  
 PhD, RD, LDN, FADA
Pennington Biomedical Research Center
Baton Rouge, LA 
W 225-763-2553
catherine.champagne@pbrc.edu 

Joan Milton, MS, RD 
Providence Medical Research Center
Spokane WA
509-474-4323
Joan.E.Milton@providence.org
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RDPG List of Officials Volunteers  
Listing of Contact Information 
for The Digest

The Digest Editors Team
Acting Chief Editor, Advisor,  
Past Chief Editor
Ines M Anchondo, DrPH, MPH, RD, 
LD, CSP
ines.anchondo@ttuhsc.edu

Kim S Stote, PhD, MPH, RD
Co-Editor
kim.stote@esc.edu

Nicole Stendell-Hollis, PhD, RD
Assistant Editor
nhollis@email.arizona.edu 

Special Reporters for The Digest
Jody L Vogelzang, PhD, RD, LD, 
FADA, CHES
vogelzangj@libertychristian.com

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

Virginia Quick, PhD, RD
gingerquick@hotmail.com 

Student Research Editors for  
The Digest
Mary Henderson, MS, RD
mnrhenderson@gmail.com 

Colette LaSalle, RD
clasalle@ucdavis.edu

CPEU Coordinator for The Digest
Coordinator 
Kathryn S Keim, PhD, RD, LDN
Kathy_Keim@rush.edu

Ines M Anchondo, Dr PH, MPH, RD,
LD, CSP
Advisor
ines.anchondo@ttuhsc.edu

Clinical and Translational Science 
Sub-Unit (CTSS)
Emily Tarleton, MS, RD, CD 
Past Coordinator 
Emily.Tarleton@vtmednet.org

Membership Committee
Ingrid K. Adams, PhD, RD
Past Chair ingrid.adams@uky.edu

Subcommittee on Sponsorship 
(SOS)
James Swain, see officer list

Awards Committee 
Chair Martha McMurry, see officer list

Kathleen Woolf, PhD, RD 
kathleen.woolf@gmail.com 

Website Coordinator and  
Advisory Committee
Martha McMurry, see officer list

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

Denise Snyder, MS, RD, CSO, LDN, 
denise.snyder@duke.edu

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

AND Research Committee 
RDPG Liaison Martha McMurry
see officer list

Professional Issues Delegates  
for Research
Carol Ireton-Jones, PhD, RD
(2009-12)
cireton-jones@foodtherapyrd.com

Manager, DPG/MIG/Affiliate  
Relations AND Headquarters
Kellie Staiert 
kstaiert@eatright.org

“Viewpoints and statements in these materials 
do not necessarily reflect policies and/or official 
positions of the American Dietetic Association.” 

Copyright © 2011 Research DPG of the 
American Dietetic Association.
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