
This article is approved for 1 CPEU by the Academy of Nutrition and 
Dietetics. Please take the quiz at http://bit.ly/2oS2yDn.

Objectives:
At the end of this article, readers will be able to:

1)  Describe why patients with celiac disease are at increased  
  risk of reduced bone mineral density and osteoporosis. 
2)  Summarize bone density screening recommendations for  
  those with celiac disease.
3)  Discuss why the gluten-free diet may not be enough to nor- 
  malize bone density.
4)  List 3 additional strategies for coping with lactose intolerance.
 
Introduction
Celiac disease, an autoimmune and genetic condition, is trig-
gered by the consumption of gluten and related prolamins found 
in wheat, rye, and barley. It is estimated to affect about 1% of 
the population.1 Celiac disease affects multiple body systems 
and may present with intestinal and extraintestinal symptoms. 
(See table 1.) In fact, less than half of adult patients now present 
with diarrhea at the time of diagnosis.2,3 Celiac disease does not 
discriminate in age; once thought to be only a disease found in 
pediatric patients, most people are now diagnosed in adulthood, 

between the ages of 40 and 
60.4 Women are more likely 
to be diagnosed with celiac 
disease.5 

Celiac disease causes inflam-
mation and malabsorption of 
nutrients in the small intes-
tine. This can lead to a vari-
ety of health consequences, 
including low bone mineral 
density (BMD), osteopenia, 
and osteoporosis. Excellent 

compliance with the gluten-free diet has been shown to improve, 
but not necessarily normalize, BMD in those with celiac disease.6,7 

Compounding the issue is that secondary lactose intolerance, 
commonly found in those with newly diagnosed celiac disease, 
may result in the consumption of fewer dairy products.6  This 
review will examine the reasons why those with celiac disease are 
at risk for low BMD, recommended screenings, and the role of the 
registered dietitian nutritionist (RDN) in counseling patients with 
celiac disease regarding their bone health.

Reduced Bone Mineral Density (BMD) and Osteoporosis Risk 
Factors and Diagnosis
Low bone mass, osteoporosis, and osteopenia affect more than 
53 million Americans, and until there is a fracture, many are 
unaware they have these conditions.8 Osteoporosis is responsi-
ble for most fractures in people over the age of 50, and estimates 
are that 1 in 3 women and 1 in 5 men over the age of 50 in the 
U.S. will sustain an osteoporosis-related fracture during their 
lifetimes. These fractures can significantly impact quality of life. 
Magaziner et al. reported that 40% of patients were unable to 
walk independently, and 60% required assistance in the year 
after sustaining a fracture.9 Furthermore, in hip fracture cases, 
the risk of mortality increases.10  In addition to reduced BMD, risk 
factors for osteoporosis and osteopenia include thinness, family 
history, excessive alcohol intake or smoking, low calcium intake, 
amenorrhea, certain medications, lack of exercise, and older age. 
Gastrointestinal conditions such as celiac disease, inflammatory 
bowel disease, and gastric bypass can also lead to osteoporosis.11 

Osteoporosis is diagnosed by dual energy X-ray absorptiometry 
(DEXA), or by the presence of a fragility fracture without signifi-
cant trauma.11 The World Health Organization defines osteopo-
rosis in people over the age of 50 as a T-score at or below -2.5 
standard deviations of the peak bone mass of a healthy young 
woman. Severe or established osteoporosis is a T-score at or 
below -2.5 with at least one fracture. Osteopenia is indicated 
when the T-score is between -1.0 and -2.5.12 For premenopausal 
women and children, it is recommended to compare BMD using 
age and sex norms, expressed as a Z-score. A Z-score of less than 
-2.0 indicates that BMD is less than the expected range for age.13

Celiac Disease, Reduced Bone Mineral Density, and Risk of 
Fracture
The prevalence of reduced BMD in those with celiac disease rang-
es from 38-72%.14,15,16,17,18,19,20 Two more recent studies found 
reduced BMD in more than 50% of adult patients with newly 
diagnosed celiac disease.21,23 Reduced BMD can occur in patients 
with and without overt gastrointestinal symptoms, although it 
may be more likely in those with the latter.22,23 A recent study 
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Dear Women’s Health DPG members: 

I am humbled and honored to serve as your chair and to continue to fulfill the 
mission of this DPG by providing a vibrant forum for you to be heard and meet 
your educational and engagement needs as you empower women to meet their 
health goals.

For as long as I have been a part of this DPG community, I’ve been amazed by the depth of knowl-
edge and wealth of talent that our DPG has to offer. I encourage you to connect with me and the 
rest of the leadership team at FNCE® 2018. At this year’s FNCE®, we again hope to continue to 
challenge your thinking regarding your role as registered dietitian nutritionists by hosting anoth-
er cutting-edge Spotlight Session, Integrating Nutrition in Fertility Treatment: Dietitian’s Role in 
Reproductive Medicine. Speakers include Judy Simon, MS, RDN, CHES and Angela Thyer, MD. I also 
invite you to join your Women’s Health (WH) DPG team for a meet-and-greet and a “lei’d-back time” at 
the Marriott Marquis Lobby Bar on Monday, October 22, from 5:30-6:30 p.m.

Can’t make it to FNCE®? Stay connected throughout the member year by visiting the WH DPG 
website; following us on Facebook, Twitter, and Pinterest; earning free CPEUs via our webinars and 
reading our newsletter, the Women’s Health Report. New this year, thanks to your feedback to stay 
connected, we have introduced a monthly e-mail: Women's Health Update, to keep you apprised of 
the opportunities available to you as a WH DPG member.

I would also like to acknowledge and thank our past chair Katie Leahy for her remarkable work, all 
while juggling a new baby, job, and chair duties. Katie, you are truly one of a kind! Many thanks to 
the outgoing volunteers who have left us better because of their contributions. I also want to pay 
tribute to our beloved Denise Andersen, who passed away suddenly this summer: Thank you for your 
exemplary life and legacy of mentoring and service. You will be missed. 

As we move forward in promoting optimal health and nutrition for all women, we need you! We 
invite you to bring your unique talents, perspectives and ideas to the DPG by joining our other 
wonderful volunteers to grow our members in women’s health issues. Your engagement keeps us 
expanding our horizons and evolving to meet the demands of our profession. Together we aspire to 
do great things, and together we will achieve them.

With warmest regards and great optimism,
Dawn

FROM THE CHAIR Dawn Ballosingh, MPA, RDN, LMNT
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This first issue of the new membership year is all about you. In response to your 
feedback, we’ve dedicated this issue to nutrition across the lifespan for women. 
From a feature article on bone health for women with celiac disease (get 1 free 
CPEU after passing the quiz), to new research on endometriosis, to health chal-
lenges facing women veterans and a book review on nutrition for longevity, you’ll 
find content relevant to women of all ages. 

That said, reproduction and lactation are still cornerstones of the DPG. Our member spotlight features 
advice from breastfeeding specialist Ginger Carney, MPH, RDN, and our annual award winners are both 
experts in pregnancy and lactation. You’ll also find a preview of our 2018 FNCE® spotlight session on 
nutrition and fertility. (We hope to see you there!)

Also inside: ways you can get involved (page 5), a handy list of all the resources available free with your 
membership (page 6), and the annual report describing the state of our DPG (page 11).

If it seems like this newsletter is packed with content, it is—we’re moving from a quarterly to a 
twice-yearly publication. This will allow us to provide more in-depth content in each issue. However, 
we’ll be staying connected through monthly e-blast updates and a number of CPEU webinars to 
enhance your practice in women’s health. 

Finally, I’d like to thank Kathleen Pellechia, long-time publications editor for the Women’s Health DPG! 
As she hands me the reins, I’d like to recognize the phenomenal work she’s done building this newslet-
ter into a valuable resource for members.

FROM THE EDITOR Lee Crosby, RD, LD
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found that the more significant the villous atrophy, the higher the 
likelihood of decreased BMD.24 

A recent meta-analysis found that those with celiac disease are 
almost twice as likely to sustain any fracture as healthy controls.25 
However, low BMD is probably not the only reason for fractures in 
those with celiac disease. Low body mass index (BMI), structural 
changes in bone tissue, and reduced absorption of vitamin D may 
lead to neuromuscular deficits and increased incidence of falls. Also, 
those with celiac disease may have concurrent autoimmune condi-
tions or be undergoing treatment with medications (i.e., corticoste-
roids), both of which may increase fracture risk.21 

Whether patients with idiopathic osteoporosis should be screened 
for concurrent celiac disease remains controversial. Most studies do 
not show an increased prevalence of celiac disease in those with 
unexplained osteoporosis.26,27 However, a recent review recom-
mended celiac disease screening for patients with reduced BMD that 
can’t be explained by other medical conditions or age.23 

Mechanisms at Work
Malabsorption of calcium and vitamin D related to duodenal villous 
atrophy are the primary causes of reduced BMD in those with celiac 
disease, although other mechanisms may be at work. Calcium mal-
absorption and a decline in calbindin, a vitamin D transport protein, 
lead to increased levels of parathyroid hormone (PTH). PTH regulates 
serum calcium levels and prevents hypocalcemia. This secondary 
hyperparathyroidism stimulates bone resorption, which occurs at a 
faster rate than new bone can be formed, resulting in bone loss.21 
Additionally, unabsorbed fatty acids in the small intestine bind to 
calcium, reducing its absorption.8 

Proinflammatory cytokines IL-1β and IL-6, which are found in 
increased numbers in the intestines of those with newly diagnosed 
celiac disease, have been shown to negatively impact bone metab-
olism. Researchers hypothesize that these increased cytokines act 
upon the bone via a systemic effect, or could be produced in the 
bone or by circulating lymphocytes. Treatment with the gluten-free 
diet reduces the numbers of these inflammatory cytokines.21,28

Other risk factors for low BMD in celiac disease include low vitamin 
D levels, low magnesium levels, elevated alkaline phosphatase, older 
age, male sex, and low BMI. Those with celiac disease may also have 
impaired absorption of zinc, which can lead to decreased levels of 
insulin-like growth factor 1 (IGF-1), which has been associated with 
reduced BMD.29 Hypogonadism triggered by malnutrition and hor-
mone imbalances may contribute to amenorrhea and early meno-
pause.30 Recent research indicates that there is a positive association 
between celiac disease and anorexia nervosa in women, which also 
can negatively affect BMD.31
 
Vitamin D deficiency is also common in those with celiac disease, 
although the explanations for low levels likely go beyond malab-
sorption as food only contributes 5-10% of vitamin D to the body, 
with the rest coming from the sun.32 Vitamin D plays a role in auto-
immune and inflammatory diseases, and deficiency may decrease 
suppression of inflammatory cytokines in those with celiac disease, 
thus worsening the condition of the intestinal mucosa.24

Assessing Bone Health
The American Gastroenterological Association (AGA) guidelines on 
osteoporosis in gastrointestinal diseases advise that adults with 

celiac disease should undergo a DEXA scan 1 year after initiating 
the gluten-free diet to allow for bone density to stabilize.33 The AGA 
also recommends testing vitamin D levels as well as serum calcium 
levels (corrected for albumin as necessary) at the time of diagnosis. 
The AGA does not recommend DEXA scans for children with uncom-
plicated cases of celiac disease. If osteoporosis is found, or if there is 
a low-trauma fracture, the AGA states that “screening for other caus-
es of low bone density should be performed through a complete 
blood count, total serum alkaline phosphatase level, calcium level, 
creatinine level, 25-(OH) vitamin D level, protein electrophoresis, and 
testosterone level (in males).”33

The Canadian Association of Gastroenterology guidelines recom-
mend assessing serum calcium, albumin, parathyroid hormone, 
24-hour urine calcium, and 25-hydroxy (OH)-vitamin D levels at the 
time of diagnosis in those with the “classic” gastrointestinal presen-
tation of celiac disease. Those at risk for osteoporosis should have a 
DEXA scan at diagnosis and, if abnormal, the scan should be repeat-
ed one or two years after the patient has been on the gluten-free 
diet.34

Despite this guidance, many patients with celiac disease are not 
referred for DEXA screening. A 2016 study found that of 222 adults 
being treated at a celiac disease center in the U.S., only 36% (80) 
had a DEXA screening after diagnosis. Of those 80 patients, just 43 
were referred for DEXA specifically because of celiac disease. Nearly 
50% of those tested due to celiac disease were found to have low 
BMD. Those diagnosed with low BMD were likely to be started on 
vitamin D, calcium, or bisphosphonates. Study authors concluded 
that screening guidelines which are more than a decade old need 
to be updated and more universally adopted by both primary care 
physicians and gastroenterologists.35

The Role of the Gluten-Free Diet
A completely gluten-free diet is a necessity for those with celiac dis-
ease; however, it may not normalize BMD in adult patients. The most 
significant gains in BMD are likely found in the first year after diagno-
sis.14,16,36 A study of 86 newly diagnosed adult patients demonstrat-
ed improvements in BMD in the lumbar spine and femoral neck in 
nearly 84% of participants. An Italian retrospective study of women 
with celiac disease found that the gluten-free diet helped to increase 
BMD primarily in the spine, but the improvements were modest.6 
A 5% increase in BMD was observed in another study; however, it 
was not enough to bring levels to normal.37 Zanchetta et al. did find 
improvements in bone microarchitecture in premenopausal women 
on the gluten-free diet who were supplemented with calcium and 
vitamin D. 7

A study from Jafri et al. demonstrated an increase in fracture risk, 
even for patients on the gluten-free diet.38 Larussa et al. found 
low BMD in 62% of celiac disease patients on the gluten-free diet, 
despite normalization of celiac disease serology and proper compli-
ance with the diet. They suggest that villous atrophy is not the only 
influence on BMD, citing lactose intolerance, nutritional deficiencies, 
and age at diagnosis as other important factors.39 

Interestingly, children with celiac disease are more likely to achieve 
normal BMD levels, which follows in the sense that peak bone mass 
is built in the first two decades of life.40 Children may normalize BMD 
in as soon as two years after starting the diet.41

Continued on page 4
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Role of the Registered Dietitian Nutritionist (RDN)
Patients newly diagnosed with celiac disease should meet with a 
registered dietitian nutritionist (RDN) who is experienced in counsel-
ing on the gluten-free diet.42 The RDN should discuss the rationale 
for good adherence to the gluten-free diet, including improvements 
in BMD. There are multiple barriers that most patients with celiac 
disease experience that can affect compliance and quality of life, 
from the increased costs of gluten-free foods to difficulties in eating 
in restaurants and social situations.43 Some studies have shown that 
women find the gluten-free diet to be more problematic in regards to 
quality of life.44,45 The RDN is uniquely qualified to assist the patient 
in developing strategies to overcome these issues.
 
Secondary lactose intolerance is common in celiac disease and is a 
common cause of persistent symptoms, despite good compliance 
with the gluten-free diet.46,47 This temporary lactase deficiency in 
those who were previously lactose tolerant develops due to a dis-
ruption to brush-border cells of the intestinal villi.48 Good adherence 
to the gluten-free diet improves secondary lactose intolerance over 
time. In the meantime, however, the RDN should instruct the patient 
to include more lactose-free and low-lactose sources of calcium in 
the diet. Patients may not be aware that many dark leafy green vege-
tables contain highly absorbable calcium along with magnesium for 
bone health. Fortified plant-based milks typically have as much or 
more calcium than cow’s milk, while calcium-set tofu, white beans, 
almonds, and figs also contain moderate amounts of calcium.49 
Low-lactose foods such as yogurt are often well tolerated by those 
with lactose intolerance. Also, many commercially available lactase 
enzyme products are labeled gluten free. Additional strategies for 
increasing calcium intakes and dealing with lactose intolerance are 
found in Table 2. 

Some naturally gluten-free grains and starches, such as teff flour, 
almond meal, almond flour, flaxseed meal, and amaranth flour 
contain over 200 mg of calcium per cup.50  To reduce potential 
cross-contact with gluten, however, all naturally gluten-free grains 
should be specifically labeled gluten free.51

Supplementation with calcium, vitamin D, zinc, copper, and magne-
sium may need to be considered for patients who have documented 
deficiencies. All dietary supplements should be labeled gluten free. 
For patients who are unable to improve BMD with food or dietary 
supplements within 1-2 years, bone-building medications (bisphos-
phonates, hormonal therapy) may need to be considered.21,52

Consider Bone Health Early and Often
Reduced BMD, osteopenia, osteoporosis and the resultant increased 
risks of fracture are significant concerns for adult patients with celiac 
disease. Adult patients will likely be able to improve their BMD on the 
gluten-free diet, but BMD may not return to normal. Screening for 
reduced BMD should be addressed by the physician soon after diag-
nosis, and patients identified to have low BMD should have adequate 
follow-up. The RDN can assist by encouraging good compliance with 
the gluten-free diet, assisting the patient in overcoming barriers 
to adherence and providing strategies for dealing with concurrent 
lactose intolerance.
  

Amy Keller, MS, RDN, LD, has been a registered 
dietitian for 17 years, working primarily in rural 
community hospitals. She has a particular interest 
in celiac disease, wellness, and non-diet weight 
management. She is the past chair of the Dietitians 
in Gluten and Gastrointestinal Disorders Practice 
Group and is the current chair of the Medical 
Nutrition practice group. She founded and has 

led the Logan County Celiac Support Group in Bellefontaine since 2010. 

She is a popular speaker on celiac disease and the gluten-free diet, 
regularly presenting at regional and national events. She will be pre-
senting at FNCE 2018 on the FDA’s gluten-free labeling rule. She is a 
frequent contributor to Gluten Free Living magazine and serves on the 
magazine's dietetic advisory board. She recently published an article on 
the gluten-free diet for Diabetes Spectrum and is the co-author of two 
articles in the European Journal of Clinical Nutrition on allergen advisory 
statements on gluten-free foods. She is a preceptor for dietetic interns 
from Bowling Green State University and Bluffton University.

Amy holds a bachelor’s degree in nutrition from West Virginia Wesleyan 
College and a master’s degree from Ball State University. She has also 
completed additional training in celiac disease management at the 
University of Chicago. 

Continued on page 5

Table 2: Practical Strategies for Managing Lactose 
Intolerance in Celiac Disease 48,50,52 

• Use calcium-fortified, non-dairy milks (almond, coconut, soy, etc.).  
 Always check the label to make sure they do not contain malt 
 flavoring (from barley).
• Increase intake of low-oxalate leafy greens like kale, collard   
 greens, turnip greens and bok choy. Absorption of calcium from   
 these vegetables is actually higher than from cow’s milk.
• Use lactose-free or lactose-reduced milk.
• Consider commercial lactase enzyme products (most are gluten   
 free, but always check the label).
• Choose fermented forms of dairy such as yogurt or kefir. Always   
 check labels to ensure they are labeled gluten free.

Table 1: Symptoms That Could Indicate Celiac Disease 
List is not all-inclusive 53 

• Gastrointestinal symptoms (diarrhea, weight loss, steatorrhea,   
 abdominal pain, bloating) 
•  Growth failure/short stature/failure to thrive (in children)
•  Fatigue
•  Joint pain
•  Arthritis
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THE WOMEN’S HEALTH DPG WANTS YOU! 
Would you like to get more involved in leading the Women's Health 
DPG (WH DPG) by participating on the Executive Committee?  

Now is the time to apply for an elected or appointed leadership posi-
tion within the WH DPG EC for the upcoming 2019-2020 member year!

Elected Positions
Chair-elect
Treasurer

Nominating Committee Chair-elect

Appointed WH DPG Positions
Diversity Liaison

To support the diverse growth of the profession in Women’s Health, WH DPG 
is seeking a current member to fill a new position on our board: Diversity 
Liaison. The Academy values and respects the diverse viewpoints and 
individual differences of all people. The Academy's mission and vision are 
most effectively realized through the promotion of a diverse membership 
that reflects the cultural, ethnic, gender, racial, religious, sexual orientation, 
socioeconomic, geographical, political, educational, experiential and philo-
sophical characteristics it serves. The Academy and WH DPG actively identify 
and offer opportunities to individuals with varied skills, talents, abilities, 
ideas, disabilities, backgrounds and practice expertise.

If you interested in any of these elected or appointed positions, 
or would like more information, please email Julie Harker Buck EDD, RD: 
Nominating Committee Chair at: nominating@womenshealthdpg.org.
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WOMEN VETERANS STRUGGLE WITH WEIGHT MANAGEMENT AFTER LEAVING MILITARY SERVICE By Karen Hawkins, MA, RDN 

Women have joined the call to serve alongside men on the battle-
field since the formation of the U.S. military. Many served as nurses, 
water bearers, cooks, laundresses, and saboteurs during the American 
Revolution. After the Revolution, women served in the Armed Forces 
through the Nurse Corps starting around 1901. As women continued 
to serve in the military, Congress formally approved women as a 
permanent part of the U.S. Armed Forces in 1948, and the number of 
women veterans has consistently grown.

Fast forward to 2001, when women are regularly deployed in support 
of Operation Enduring Freedom and Operation Iraqi Freedom in 
Afghanistan and Iraq. These operations allowed women to engage 
in combat operations with their male counterparts both on the 
ground and as combat helicopter pilots.1 Many women still also serve 
in traditional roles, including medical and administrative positions 
throughout the services. 

People usually leave the military after a defined service obligation or 
by retiring after at least 20 years of service, at which point they are 
typically eligible for a military retirement. Some of these veterans 
maintain healthy weight management behaviors after separation or 
retirement. Yet many others gain weight due to changes in diet and 
physical activity after leaving the service.
 
Women veterans have comparable rates of overweight to similarly 
aged women in the civilian sector. Along with a change in diet and 
physical activity after military service, women may experience a psy-
chological impact of transitioning from years of weight and fitness 
testing to no longer having weight monitoring and physical fitness 
tests. Abnormal eating behaviors have also been linked to the stress of 
the weight management requirements. After leaving the service, weight 
management often becomes a major battle for many women veterans. 
Overweight and obesity are prevalent in the veteran population.2

As the number of women veterans continues to grow, so do their 
health care needs. The prevalence of overweight for the several mil-
lion veterans who use Veterans Health Administration (VHA) facilities 
was 73% among men and 68% among women in 2000. Weight man-
agement is a common health care issue in both military and veteran 
populations that requires both education and intervention. Comorbid 
conditions including hypertension, stroke, diabetes, heart disease 
and others are commonly found in the veteran women’s population.  
War-related injury or immobility and mental health conditions and 
post-traumatic stress disorder (PTSD) may also contribute to over-
weight and obesity.3

To address the issue of overweight and obesity in the veteran pop-
ulation, the VA National Center for Health Promotion and Disease 
Prevention makes the MOVE! program available to Veterans. MOVE! is 
an evidence-based self-management program that includes behavior 
modification and nutrition education. All VA Medical Centers and 
many VA community-based outpatient clinics offer MOVE!. Veterans 
have to complete a questionnaire called MOVE!11, which contains 11 
questions. The questions address medical history, food intake, activity 
level, and weight management obstacles.

There is also an app available for veterans called MOVE! Coach. It 
offers another way to participate in the program. It's an easy-to-use, 
self-guided program that provides everything needed to set, track, 
and achieve diet, physical activity, and weight goals. The app walks 
veterans through a series of self-management guides over a total of 
19 weeks.4

Weight management is a common battle for women veterans. 
Registered dietitian nutritionists working with this population should 
familiarize themselves with the resources available to women veter-
ans to assist with weight loss and making healthy lifestyle changes.

Karen Hawkins works as a dietitian in Military 
Family and Community Policy and is a retired Army 
Reserve Dietitain. She has a Masters in Education 
from GWU and has completed coursework towards 
a Doctorate in Health Education. She is an avid 
cyclist and is competing in the 2019 World Duathlon 
in Spain.

Further reading
• MOVE! Weight Management Program: https://www.move.va.gov/MOVE/index.asp
• Implementing the MOVE! weight-management program in the Veterans Health Administration,    
 2007-2010: a qualitative study. Prev Chronic Dis 2012;9:110127. DOI: http://dx.doi.org/10.5888
 pcd9.110127
• Best Practices in the Veterans Health Administration’s MOVE! Weight Management Program. Am
 J Prev Med 2011;41(5):457–464. 
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Ginger Carney, MPH, RDN, LDN, IBCLC, 
RLC, FILCA, FAND

What are your areas of expertise within 
the field of nutrition?

Pediatrics and lactation

How did you become interested in 
these topics?

I first became interested in working with 
children when I was in my teens working 

a summer job as a camp counselor and swimming instructor at the 
YMCA. In my internship, my goal was to land a job in pediatrics. 
I moved into a clinical pediatric position as soon as one became 
available in my home town—after about a year and a half as a reg-
istered dietitian (RD). 

I realized how much I loved caring for infants and wanted to find a 
way to concentrate in that area. After having my first child and over-
coming the challenges of breastfeeding, I decided to pursue the 
International Board Certified Lactation Consultant (IBCLC) creden-
tial, so I could help other mothers achieve their breastfeeding goals. 
I began to incorporate breastfeeding support into my practice and 
created a niche for myself in the institutions where I have worked.

Please briefly describe your training, nutrition-related jobs, and 
current role.

I completed a coordinated undergraduate program in dietetics 
at the University of Tennessee (Knoxville). As mentioned above, I 
worked as a pediatric clinical dietitian for many years at the general 
pediatric hospital in Memphis, Tennessee, both full- and part-time 
while having my 3 children. I incorporated clinical lactation care and 
breastfeeding support into my position after becoming an IBCLC. 

Because it was a teaching hospital, I participated in training pedi-
atric residents about how to promote breastfeeding and support 
the mother and baby. Eventually, I expanded our department to 
include other lactation professionals and further developed a larger 
lactation program as a part of Clinical Nutrition. After my children 
were a little older, I moved into the role of clinical nutrition manager 
and eventually director of clinical nutrition. 

During this time, I became very active in the community through 
professional lactation organizations. It was at this point that I 
returned to graduate school to obtain my Masters in Public Health 
at the University of Memphis. Obtaining my master’s degree pro-
vided me with the opportunity to assume my current position as 
director of clinical nutrition and lactation at St. Jude Children’s 
Research Hospital. 

Most of my job consists of administrative tasks and management of 
14 staff members, including 11 RDs. To keep up my lactation skills, 
I teach employee breastfeeding classes at my institution. I also 
manage a dozen mother’s rooms on campus, and by default, act 
as the “in-house” lactation consultant to our hospital employees. I 
truly enjoy both clinical nutrition and lactation, and I have been 
fortunate to be able to combine my two areas of interest almost 
my whole career. 

What’s the most rewarding part of your job?

Motivating and developing the RDs on staff, and helping new 
mothers reach their breastfeeding goals. In addition, I am fortunate 
to have support from my institution for my professional devel-
opment. I love to travel and network with other professionals in 
the field. I enjoy giving back to my profession(s) by volunteering 
in leadership positions. I have served on the boards of the local 
and state dietetic associations, as well as the local chapter and 
the national board of the U.S. Lactation Consultant Association. I 
am currently serving on the board of the Women’s Health Dietetic 
Practice Group (awards coordinator) and as president elect-elect of 
the Tennessee Academy of Nutrition and Dietetics.

What’s the most important piece of advice about breastfeeding 
you can share with  RDs working in women’s health?

I think that all RDs should be at least somewhat familiar with how to 
promote breastfeeding. Breastfeeding support is of utmost impor-
tance in making a significant difference in increasing the rates and 
duration of breastfeeding in this country. And who better to sup-
port this than us? We are constantly in contact with women of all 
ages—including young teenagers who need to know why breast-
feeding is the norm and why it is a healthy thing for them to do. 
Women of childbearing age need to know what to do both prena-
tally and during pregnancy to prepare for successful breastfeeding. 
After delivery, we need to be able to provide the knowledge and 
skills it takes to help women overcome breastfeeding challenges 
and any barriers they may face—and if we ourselves don’t know or 
have these skills, we should know where these new mothers can go 
to get the support they need.

Even when caring for older women, who have influence on young 
mothers, whether it be grandmothers, aunts, or other acquaintanc-
es, we should continue to promote the importance of breastfeed-
ing for health, so these women will support the young mothers 
they know and love. Many of these older women may not have 
breastfed, and may not understand why it is now an important 
public health issue. We need the wisdom of this older generation to 
help us support breastfeeding! RDs in women’s health have every 
opportunity to use our influence to raise breastfeeding rates in our 
communities. Therefore, all of us should keep ourselves current on 
the topic and resources for mothers who need help.

What do you like to do outside of work?

Visit my three grown children—I have a daughter and son in New 
Orleans and another son in Nashville. I also have a precious 3-year-
old granddaughter whom I love to see when in Louisiana. I love to 
watch college sports, especially my Vols from Tennessee! I also enjoy 
cooking (when I have the time) and exercising to stay in shape.
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2018 WOMEN’S HEALTH DPG AWARD WINNERS
Excellence in Practice in Women’s Health:
Jean Cox, MS, RD, LN
Albuquerque, NM
 
Jean Cox was raised on a farm in southern 
Minnesota. She received her Bachelor of Science 
in food science and dietetics from Iowa State 
University and did her dietetic internship at Beth 
Israel Hospital in Boston, Massachusetts. She then 

served 3.5 years in the Peace Corps in Honduras, supervising feeding 
programs for malnourished preschoolers while also teaching nutri-
tion and related topics to many groups, including parents, teachers, 
community health workers, doctors, CARE personnel and fellow Peace 
Corps volunteers. She then earned an M.S. in international nutrition 
from Cornell University, researching the Expanded Food and Nutrition 
Education Program (EFNEP) program in New York City to identify modi-
fications needed to serve a new target population. She also participated 
in research in Panama, looking at the effect of parasitic infections on 
the nutritional status and growth of preschoolers. Following graduate 
school, she worked for WIC in both New Jersey and New Mexico. 

Since 1991, she has done medical nutrition therapy for women of 
reproductive age, primarily focusing on pregnant women attending 
community clinics partially funded by Title V. Counseling is done in 
both English and Spanish. As part of the Department of Obstetrics & 
Gynecology (OB/GYN) at the University of New Mexico (UNM), she also 
provided nutrition counseling for women attending the maternal-fetal 
medicine clinics. Recently as an employee of the University of New 
Mexico Hospital, she has expanded her nutrition practice to include 
pediatric nephrology patients. 

Jean has done presentations on nutrition during pregnancy and lacta-
tion for OB/GYN residents and faculty, nursing and medical students, 
lactation consultants, nutrition students at UNM, and WIC personnel. 
She has co-authored papers on nutrition during pregnancy for both 
national and international medical publications. She is co-author of 
the Academy of Nutrition and Dietetics practice paper on nutrition and 
women's health, the UpToDate article on pica in pregnancy, and the 
chapter on pregnancy and lactation for Krause's Food and the Nutrition 
Care Process textbook.   

Emerging Professional in Women’s Health: 
Lauren Manaker, MS, RDN, LD, CLEC
Charleston, SC

Lauren Manaker earned her Bachelor of Science in 
food science and human nutrition the University 
of Florida (Gainesville, FL). She later earned a 
Master of Science in clinical nutrition at Rush 
University Medical Center. She then went on to 

earn a Lactation Educator-Counselor certification from the University of 
California (San Diego, CA). Her work experiences include inpatient clini-
cal care, outpatient counseling, and corporate work. She added the role 
of entrepreneur to her resume in 2018 when she launched her virtual 
private practice, after struggling with infertility and becoming a mother 
after a difficult pregnancy. Her personal experiences shed a spotlight 
on how much anecdotal and unsupported information is out there, and 
as a result, Lauren has made it her mission to make accurate nutrition 
advice more accessible.



Title: The Longevity Diet

Author: Dr. Valter Longo 

Publisher: Antonio Vallardi 
Editore, 2016

Price: $13.99 Kindle, $16.73 
Hardcover (Amazon)

The Longevity Diet details the dis-
coveries and recommendations of 
Valter Longo, PhD, on the subject 
of prolonging life and improving 
health through nutrition. Longo is 
an award-winning researcher, ger-

ontology and biological sciences professor, and director of the Longevity 
Institute at the University of Southern California. 

The first section of The Longevity Diet takes the reader through Longo’s 
upbringing and what inspired his passion for longevity research. Next, the 
book discusses his five pillars of longevity, after which he details his lon-
gevity diet, how to maintain a healthy weight, and efficient exercise meth-
ods. Lastly, he details specific diseases and how his longevity diet and 
“fasting mimicking diet” (FMD) can be used to address these conditions. 

The purpose of the book is to inform the reader of Longo’s discoveries 
regarding the human lifespan and how to optimize both the length and 
quality of life through diet. 

To maximize not just length of life but length of health, Longo recom-
mends a nutrient-dense pescatarian diet that, with the exception of fish, 
is primarily plant based, low in protein, and high in healthy fats and veg-
etables. He suggests that fish consumption should be minimized to 2-3 
times per week and that those younger than 65 years of age should aim 
for 0.31 to 0.36 grams of protein per pound of body weight. (Note that 
0.36 grams of protein per pound of body weight is equivalent to the RDA 
of 0.8 grams per kilogram of body weight.) Longo advises higher levels of 
protein for those over the age of 65, due to the need for older adults to 
maintain a normal-to-elevated BMI, as they are more susceptible to illness 
and, as a result, malnutrition. 

Longo also advocates minimizing saturated fats and sugars, while maxi-
mizing healthy fats and complex carbohydrates. He further promotes peo-
ple consuming whole grains, olive oil, and nuts and encourages readers 
to emphasize foods consumed frequently by their ancestors as a hedge 
against autoimmunity. Finally, he advocates taking a quality multivitamin 
every 3 days, having 2-3 meals per day plus 1-2 low-sugar snacks, eating 
within a 12-hour period, and undergoing the FMD every 1-6 months 
depending on weight and health status. 

Longo bases these general guidelines on his five pillars of longevity: 
juventology/basic research, epidemiology, clinical studies, centenarian 
studies, and the study of complex systems. 

For a healthy individual, Longo also recommends engaging in an FMD two 
to three times a year. The FMD is a 5-day, low-calorie, low-protein, high-
fat, plant-based diet designed to promote autophagy and the removal 
of damaged cells while being safe for use outside of a clinical setting. For 
individuals with a diagnosed disease, Longo recommends that the fre-
quency and intensity of FMD be tailored to the individual’s state of health 
as part of a treatment plan under the guidance of the patient’s healthcare 
provider. 

Based on his research, Longo launched a company called L-Nutra. The 
company sells a pre-packaged version of the FMD called Prolon, for 
“pro-longevity.” 

Longo devotes a full chapter of The Longevity Diet to the ongoing 
research on the use of FMDs in cancer patients. Based on animal research, 
case studies, and three small clinical trials, he suggests that use of an FMD 
could help patients mitigate the side effects of cancer treatment and 
potentially enhance the efficacy of cancer treatments. However, without 
further clinical research, it’s unclear whether this approach will prove 
to be effective in larger patient populations. He also includes chapters 
on diabetes, cardiovascular disease, neurodegenerative diseases like 
Alzheimer’s, and autoimmune conditions. 

One refreshing aspect of Longo’s work is that the proceeds from both the 
book and his companies go back into funding research and his non-profit 
organization Create Cures, which aims to promote creativity in the treat-
ment plans prescribed for healing those with chronic illnesses.

Overall, Longo’s message is hopeful: By eating in a healthful, careful-
ly researched way—the  longevity diet—people can potentially add 
healthy, functional years to their life. However, while early data suggests 
he may be correct, more clinical research is needed before the diet can 
be widely recommended. Given the exciting possibilities, though, The 
Longevity Diet is a valuable resource for RDNs who are interested in the 
science behind the FMD and eating for longevity. 
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BOOK REVIEW: The Longevity Diet by Jordan Taffet  

ARE YOU LEAVING MONEY ON THE TABLE? 
Rita Kashi Batheja, MS RDN CDN FAND AFMCP
Reimbursement Representative, WH DPG

Do you provide medical nutrition therapy directly, or do you 
handle billing in a facility where RDNs provide it? Do you have 
questions about how to bill in order to get paid appropriately 
for services provided?  

The Academy has a wealth of resources available to you to help 
you receive competitive reimbursement for the quality nutrition 
services you offer. If you aren’t yet familiar with them, please check 
them out, and share them with colleagues who could benefit!

To access these resources:
1. Log in as a member to: www.eatrightpro.org
2. Click on “Payment “ in the upper green tab. There you’ll find all  
 the latest information on how to bill for your services. Topics 
 covered include

	 •	 Getting	started-Payment	Basics
	 •	 Who	pays	for	Nutrition	Services
	 •	 Coding	and	Billing
	 •	 Smart	business	practice	and	management
	 •	 Changes	in	Health	Care	delivery	and	payment
	 •	 Medicare

We’ll cover more ways to help you get paid in next issue of Women’s 
Health Report!
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RESEARCH BRIEF  By Christine D. Garner, PhD, RD, CLC

 

Meat and Fish Consumption and Risk of Endometriosis
Featured article: Yamamoto A, Harris H, Vitonis AF, Chavarro JE, 
Missmer SA. A prospective cohort study of meat and fish consumption 
and endometriosis risk. American Journal of Obstetrics and Gynecology 
2018;219(2):178.e1-.e10. doi: 10.1016/j.ajog.2018.05.034.

Endometriosis is a gynecologic condition that affects approximately 
10% of women of reproductive age.1 It is characterized by the growth 
of endometrial cells outside of the uterus. This can cause inflamma-
tion, scarring, and adhesions, which can result in pain and infertility. 
 
Because endometriosis is an estrogen-dependent condition, there 
has been some interest in diet as a modifiable risk factor, as it may 
influence steroidal hormones. Specifically, there is evidence that 
red meat may increase estradiol concentrations and, thus, prosta-
glandin synthesis.2 Conversely, fish oil may decrease prostaglandins, 
inflammatory symptoms and dysmenorrhea.3,4 The recent study by 
Yamanoto et al.5 highlighted in this issue’s research brief used pro-
spective data from the Nurses’ Health Study II to examine the associ-
ation between intake of red meat, poultry, fish, and seafood and the 
risk of endometriosis. 
 
The Nurses’ Health Study II is a prospective cohort of 116,429 female 
registered nurses who were 26 to 42 years old at baseline in 1989. 
Questionnaires about disease history and lifestyle risk factors, and 
food frequency questionnaires (FFQs) were administered biennially. 
Response rates have been >90% for each questionnaire cycle. For this 
study, the authors used follow-up data from questionnaires begin-
ning in 1991 and concluding in 2013. Women were included if they 
were premenopausal and had no prior diagnosis of endometriosis or 
cancer. Women were excluded if their total energy intake was either 
<800 or >4200 calories per day, or if more than 70 items were left 
blank on the initial FFQ. This left 81,908 women in the final sample. 
 
To ascertain cases of endometriosis, women were asked if they 
had “ever had physician-diagnosed endometriosis.” If participants 
answered “yes” to this question, it was asked if this diagnosis was con-
firmed by laparoscopy. Women who answered yes to both questions 
were considered incident cases in the study.
 
Dietary exposures were assessed in 1991 and every 4 years after using 
a semi-quantitative FFQ that has been extensively validated. Women 
reported usual intake during the past year on more than 130 foods, 
and intakes of specific types of meat were calculated. Exposures used 
included red meat (including processed and organ meats), unpro-
cessed red meat, processed red meat, poultry, fish, shellfish, and eggs.
 
For statistical analyses, Cox proportional hazard regression models 
were used. Participants were followed from baseline until self-report 
of laparoscopically confirmed endometriosis, death, diagnosis of 
cancer (excluding skin cancer), hysterectomy, menopause, loss to 
followup, or June 2013, whichever occurred first. Cumulative average 
intakes of dietary exposures were used in statistical models to repre-
sent long-term intake. Nutrient variables were included in a regres-
sion model to determine whether the effect of meat intake could 
be explained by nutrients that were concentrated in those foods, 
including iron, heme iron, zinc, vitamin B1, vitamin B12, animal fat, 
and palmitic acid. Potential confounders in the models included race, 
body mass index (BMI) category, length of menstrual cycle between 
18-22 years old, age at menarche, and total caloric intake. Self-report 
of infertility was explored as an effect modifier.

The sample had 3,800 cases of endometriosis. Red meat was associ-
ated with a higher risk of endometriosis, whereby consumption of 
more than 2 servings per day increased risk of endometriosis by 56% 
compared to women consuming <1 serving per week. Interestingly, 
non-processed red meat was associated with a 57% increase in risk, 
while processed red meat was associated with a 20% increase in risk. 
There was also a statistically significant trend toward higher risk of 
endometriosis with increasing poultry intake. No associations were 
observed with fish, shellfish, or eggs. In fact, analyses indicated that 
consuming fish, shellfish, or eggs instead of red meat was associated 
with a lower risk of endometriosis. 

Women with the highest red meat intake had a higher total caloric 
intake and were more likely to be overweight/obese, to be smokers, 
and to have used oral contraceptives. They were less likely to be 
nulliparous. 

Fertility status was a significant modifier such that the association 
between red meat and non-processed red meat intake and endome-
triosis risk was strongest among women who had not reported infer-
tility (risk ratio (RR) for red meat=1.52 for >2/d vs. <1/wk, p<0.0001; 
RR for non-processed red meat=1.58 for >2/d vs <1/wk, p<0.0001). 
 
Heme iron intake was associated with a significantly increased 
risk of endometriosis (RR=1.3 comparing highest to lowest intake, 
p<0.0001). However, both red meat intake and heme iron intake 
remained significant in the models. Inclusion of zinc, vitamin B1, and 
vitamin B12 in the model had no substantial effect on the association 
between red meat and endometriosis. Inclusion of animal fat and 
palmitic acid in the model strengthened the association of red meat 
with endometriosis.
 
The authors concluded that red meat, both processed and non-pro-
cessed, was associated with an increased risk of endometriosis in 
a dose-response relationship. Furthermore, heme iron intake only 
partly explained this association. These associations were strongest 
in women who had not reported infertility, which suggests that the 
association may be due to an influence on pain symptoms rather than 
an effect on the incidence of endometriosis itself. Registered dieti-
tians in the field of women’s health should take note that decreasing 
red meat intake may be an important way to decrease the risk of 
endometriosis. This may be especially true for endometriosis with 
pain symptoms. 
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OVERVIEW 2017-2018: The activities completed in 2017-18 were 
centered on the following strategic planning goals:

•	 Build	an	aligned,	engaged	and	diverse	membership
•		 Proactively	focus	on	emerging	areas	of	women’s		 	
 health and nutrition across the lifespan
•		 Ensure	women’s	health	issues	are	part	of	public		 	
 policy and legislative agendas

Over the last year, the Women’s Health (WH) Leadership Team 
continued efforts to put the WH DPG among the top resources for 
women’s health and nutrition through thoughtful implementation 
of perspective spanning across the lifespan through our Women’s 
Health Report newsletter, webinars, social media engagement 
and website. In addition, our WH DPG-planned Food and Nutrition 
Expo™ (FNCE®) Spotlight Session commenced this lifespan focus 
by highlighting the needs of women past childbearing age. Due to 
member feedback to address women’s health across the lifespan, 
we offered more attention to these areas throughout our many 
activities.

•  Our social media team continued to increase our social
  media presence and engagement, including more posts,  
  member involvement through Twitter, a quarterly raffle,  
  the sharing of WH DPG posts on Facebook, and updates to  
  the WH DPG member website.  

•   We coordinated a webinar series offering continuing pro- 
  fessional education credits (CPEUs) for both the live 
  versions and recordings. These webinars were available
  to member for free and non-members for a small fee,   
  which serves as a source of revenue for the DPG. Webinars  
  were as follows:
   
   o Five Steps to Get Started in Virtual Counseling,    
    January 2018
   o Keeping Abreast of the Lactation Field, March 2018
   o Eating Disorders: How Dietitians Can Help Without   
    Harming, April 2018
   o Adverse Food Reactions: The RD’s Role in Diagnosis &  
    Management, May 2018
         

To further build on our lifespan momentum, the WH DPG 
successfully submitted a spotlight session for the Academy’s 
Centennial FNCE® celebration entitled, PCOS: Beyond 
Hormones and Hot Flashes. The session featured two distin-
guished experts on polycystic ovary syndrome (PCOS): Angela 
Grassi, MS, RDN, former past-chair of the WH DPG and founder 
of The PCOS Nutrition Center, and Lynn Monahan Couch, DCN, 
MPH, RD, LDN, assistant professor of nutrition at West Chester 
University in West Chester, Pennsylvania, and registered dieti-
tian with experience researching PCOS. They presented current 
research on the unique hormonal and metabolic changes that 
occur as women with PCOS age, as well as the results of a study 
on the beliefs, behaviors and barriers to self-management care 
in older women with PCOS. Evidence-based nutrition strate-
gies to treat PCOS in women as they age were also presented 
through case studies.     
 
 • This year, the WH DPG was approached by various 
  sponsorships. We accepted and approved an e-blast 
  from Orgain, with one more pending sponsored e-blast   
  and one sponsored webinar for the upcoming fiscal year!

ADMINISTRATION: The WH DPG Leadership Team, including 
elected officers, committee chairs, and Academy staff met monthly 
via conference call to conduct business. Additionally, one face-to-
face meeting occurred at FNCE®. Membership was represented by 
elected and appointed officers both at FNCE® 21-24 October in 
Chicago, IL (including Reimbursement Representative and Treasurer 
Trainings) and at the Academy’s Public Policy Workshop (PPW).  

 

MISSION:  Empowering members to be the most valued source of nutrition 
expertise in women’s health throughout the lifespan. 

VISION:  Optimizing the future of women’s health at all ages.  

MEMBERSHIP: Professionals addressing women’s nutrition care issues throughout the 
lifespan and working to optimize women's health at all ages and life stages including 
preconception, prenatal, postpartum, lactation and menopause.
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LEADERSHIP: 
Elected officers:
	 •	 Chair: Katie Leahy, MS, RDN, CDN, CDE
		 •		 Past Chair: Catherine Sullivan, MPH, RDN, LDN, IBCLC, RLC, FAND 
	 •		 Chair-elect: Dawn Ballosingh,  MPA, RD, LMNT
	 •	 Treasurer: Alena Clark, PhD, MPH, RD, CLC  
	 •		 Nominating Committee Chair: Carrie Dennett, MPH, RDN, CD
	 •		 Nominating Committee Chair-Elect: Julie Buck, EDD, RD 
	 •		 Academy House of Delegates Representative: 
  Denise Andersen, MS, RDN, LD, CLC

Committee Chairs:
	 •	 Membership: Maya Feller, MS, RD, CDN, CLC

Coordinators/Other Leaders
 •	 Policy and Advocacy Leader: Lisa Eaton Wright, MS, RDN, LDN
 •	 Membership Retention Coordinator: Maria Bournas, MS, RD, LDN
	 •	 Mentoring Coordinator: Judy Simon, MS, RD, CD, CHES 
 •	 Reimbursement Rep.: Rita Kashi Batheja, MS, RDN, CDN
 •	 Awards Coordinator: Ginger Carney, MPH, RD, LDN, IBCLC, RLC
	 •	 Social Media Coordinator: Miri Rotkovitz, MA, RD
	 •	 Webinar Coordinator: Maya Feller, MS, RD, CDN, CLC
	 •	 Publications Editor: Kathleen Pellechia, RDN
	 •	 Assistant Publications Editor: Lee Crosby, RD, LD
	 •	 Resource/Book Reviewer: Jessica Redmond, MS, RD, CSCS
	 •	 Publications Spotlight Author: Lauren Manaker, MS, RD, LD
	 •	 Research Coordinator: Christine Garner, PhD, MS, RD, CLC
	 •	 Website Coordinator: Leila Shinn, MS, RDN, LDN

MEMBERSHIP: As of 31 May 2018, the WH DPG had 654 members. 
This total includes 489 active, 13 international members, 2 lifetime 
members, 14 retired members, 128 students, and 8 Academy staff.  

Member Benefits:
 
•	 	 Quarterly	electronic	newsletter	the	Women's Health Report   
  (WHR), with some CPE articles available.

•	 	 WH	DPG	website	including:

  o  Archive of past WHR issues and WH webinars
  o  WH News and Events
  o  Resources specific to women’s health and nutrition   
    across the lifespan
  o  Members Forum
  o  Member Marketplace
  o  Pages to Policy and Reimbursement

•	 	 Electronic	mailing	list	(EML)

•	 	 Three	DPG-sponsored	webinars;	live	and	recorded	
  versions available for CPEUs

•	 	 Social	media	networking	via	Facebook	and	Twitter	(@	 	
  WomensHealthDPG) as well as Pinterest. 

•	 	 Three	annual	member	awards	opportunities:	Excellence	in
  Practice in Women's Health, Emerging Professional in   
  Women's Health, Outstanding Student in Women’s Health

The WH DPG website received 12,513 page views during the 2017-
2018 year. The WH DPG Facebook page has 983 likes, the WH DPG 
Twitter account has 1,032 followers, the WH DPG Pinterest page has 
50 followers, and the WH DPG EML has 78 members.

NEWSLETTER PUBLICATIONS (Women’s Health Report)
Issue 1 - WH Annual Report, From Women and Liver Disease: Role 
of Nutritional Interventions, Alcohol and Women: Protector and 
Poison All in One?, CDR updates for PDP process, HOD Fact Sheet, 
2017 DPG Award Winners, 2017 Medallion Award winner, our 
very own Rita Batheja.

Issue 2 - Nutrition, Exercise, and Body Composition: 
Considerations for Counseling Female Recreational Athletes, With 
Careful Planning, Athletic Moms Can Fuel to Feed and Succeed, 
initiation of new section for WH DPG Spotlight member, WH Book 
Reviews, DPG Annual Report, How to Change Public Policy One 
Story at a Time.

Issue 3 and 4 (double issue) - Aging with Polycystic Ovarian 
Syndrome (PCOS), Research Brief Weight Management Practices 
and Health Knowledge and Beliefs Among Women with 
PCOS, Remembering our Past Chair and House of Delegates 
Representative, Chop Fayne: Providing Nutrition Training to 
Educators in Cameroon, Africa. 

FNCE® Chicago 2017 Activities:
• Annual Leadership Team face-to-face meeting and planning  
 session

• Medallion Honors Breakfast- EC member, Rita Batheja, MS,   
 RDN, CDN, honored as award winners

• WH DPG Spotlight Session-PCOS: Implications Beyond the   
 Reproductive Years; Nutrition Therapies and Interventions for  
 Women Later in Life

• WH DPG booth at the DPG/MIG Showcase staffed by   
 Leadership Team members

• WH DPG recognition/awards ceremony before the 
 Spotlight Session

2017 WH Award Winners
• Excellence in Practice in Women’s Health – Helen Lane, PhD, RD

•  Emerging Professional in Women’s Health – Kendra Tolbert, MS,  
 RDN, CLC, CDN

FINANCIAL OUTCOMES:
Total Revenue: $20,735    
Total Expenses: $23,352
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MEET OUR 2018 FNCE STIPEND RECIPIENTS

Sarah McComas is located in Fayetteville, 
North Carolina, and is completing a distance 
dietetic internship and graduate courses 
through Marshall University in Huntington, 
West Virginia. She has had a growing interest 
in women's health, specifically the influence 
of nutrition on hormones and metabolism. 

She is grateful for the support of the WH DPG and looks forward 
to seeing everyone at FNCE!

Jennifer Messer holds a previous degree 
in psychology and is currently enrolled as 
a full-time student in the DPD program at 
Keene State College in New Hampshire. She 
is planning a dietetic internship with a com-
bined master’s in sports and exercise science. 
A mother of three daughters herself, she is 

interested in lactation, prenatal health, and maternal health as 
they relate to nutrition and exercise. As a student liaison and 
member of the public relations/media committee with her affil-
iate, NHAND, Jennifer is grateful for the opportunities, support, 
and encouragement available to students within the Academy of 
Nutrition and Dietetics. She already feels like a valued contributor 
to this professional organization.

PLEASE JOIN US AT FNCE 2018 FOR THE 
WOMEN’S HEALTH DPG SPOTLIGHT SESSION

The Women’s Health DPG is excited to host a Spotlight Session this 
year at FNCE 2018: Integrating Nutrition in Fertility Treatment: 

Dietitian’s Role in Reproductive Medicine. Speakers are 
Judy Simon, MS, RDN, CD, CHES and Angela Thyer, MD.  

https://eatrightfnce.org/presenters/579707/

Additional FNCE Events for 
Women’s Health DPG Members

Stop by the Women’s Health booth 
at the DPG-MIG Showcase, 

Monday, October 22nd, 9:00 am - 12:00 pm, 
Convention Center

  
Meet & Greet: Marriott Marquis Lobby Bar, 

Monday, October 22, 5:30-6:30 pm
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Executive Committee 

Chair 
Dawn Ballosingh, MPA, RD, LMNT 

 Chair-Elect
Emma Fogt, MBA, MS, RDN

 
Past Chair 

Katie Leahy, MS, RDN, LD  

 Treasurer 
Alena M. Clark, PhD, MPH, RD, CLC

  
 

Chairs/Coordinators 

Social Media Coordinator
Miri Rotkovitz, MA, RD

Membership Chair
Val Schonberg, MS, RD, CSSD, LD, NCMP

Manager, DPG Relations
Susan DuPraw, MPH, RD     

Nominating Committee Chair
Julie Harker Buck, EDD, RD

Nominating Chair-Elect
Cathrine Sullivan, MPH, RDN, LDN, IBCLC

 Website/Electronic Mailing List (EML) Coordinator
Leila Shinn, MS, RDN, LDN

Publications Editor
Lee Crosby, RD, LD

Assistant Publications Editor
Jordan Taffet

Policy and Advocacy Leader
Jennifer (Jenny) Lengyel MS,RDN, LDN 

Academy House of Delegates Representative
Kathleen Pellechia, MS, RDN 

Membership Retention Coordinator
Val Schonberg, MS, RD, CSSD, LD, NCMP

 

Reimbursement Representative
Rita Kashi Batheja, MS, RDN, CDN, FAND

Webinar Coordinator
Maya Feller, MS, RD, CDN, CLC

Awards Coordinator
Ginger Carney, MPH, RD, LDN, IBCLC, RLC, FILCA 

Research Coordinator 
Christine Garner, PhD, MS, RD, CLC

Please send any questions or comments to
 info@womenshealthdpg.org.
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