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

1.  Describe the impact of today’s societal body image and 
 nutritionally sensationalized messages on midlife women
 and their overall health.
2.  Describe the stages of menopause and differentiate the  
 effect of changing hormones, aging, lifestyle, and dieting
 on a woman’s physical and emotional well-being.
3.  Summarize evidence-based nutrition and activity 
 recommendations for peri- and postmenopausal women.
4.  Identify ways RDNs can help women balance the message  
 of healthful aging with the pressure of perfection and the  
 reality of disordered eating behaviors.

Introduction
Women have experienced menopause throughout human histo-
ry. The difference today is that most women now live one-third 
of their life after menopause.1 It is a noteworthy signal in a wom-

an’s life, the end of the female 
reproductive phase, and an 
opportunity for reassessment 
of a woman’s health status and 
health goals. However, today’s 
societal body image, anti-ag-
ing mindset and nutritional-
ly sensationalized world can 
have a significant impact on 
midlife women that paves the 
path to body dissatisfaction, 
disordered eating, and other 
health consequences.1, 2

Menopause is a complex event in a woman’s body and, coupled 
with the effects of aging, can result in physical and emotional 
challenges. Hot flashes, insomnia, difficulty concentrating, and 
mood swings are just some of the symptoms women experience 
during the menopause transition. Coupled with the pressure 
and distress of weight and body changes, often when a woman’s 
identity and life itself is changing, menopause can be the tipping 
point for women to give in to the belief that "the perfect body 
equals the perfect life."3 As a result, women often seek treatments 
for alleviating weight concerns at the expense of their overall 
health.

From a health care perspective, this is a relatively new problem, 
because for many clinicians who care for women in their 40s, 50s 
and beyond, hormone therapy (HT) was the go-to for helping 
women manage symptoms related to menopause, including 
weight gain. However, after findings from the Women’s Health 
Initiative study revealed that HT did not necessarily protect 
against heart disease and could increase risk of stroke and breast 
cancer,4 confusion over effective treatment strategies for man-
aging symptoms related to menopause have persisted.5  This 
confusion has also opened the door for a market of unregulated 
supplements, herbal therapies, and restrictive diets that sell the 
illusion of a “natural cure” for menopause. Consequently, many 
women struggle to make informed decisions about their health. 
Perhaps unsurprisingly, the prevalence of eating disorders for 
midlife women has also increased.6, 7

Understanding the effect of aging coupled with changing hor-
mones can be helpful for registered dietitian nutritionists (RDNs)
to differentiate between what is "pathological" and what is 
"normal," and what therapies or strategies are recommended. 
RDNs who care for midlife women need to be aware of risk 
factors for common diseases associated with menopause and 
aging and recognize that many alternative therapies are not 
only contraindicated for this population but may increase their
risk for disordered eating and nutrient deficiencies. This article 
will provide 1) an overview of menopause and the biological
changes women can expect; 2) a discussion of midlife weight 
gain; and, 3) evidence-based nutrition and lifestyle recommenda-
tions to help women make informed decisions about their health.

Overview of Menopause
Menopause is defined as the final menstrual period (FMP), con-
firmed after 12 months of no menstrual bleeding. The meno-
pausal transition, or perimenopause, begins about four years 
before the FMP, but can last anywhere from 0 to 10 years.1 

Perimenopause is characterized by irregular menstrual cycles 
and symptoms such as hot flashes (also referred to as vasomotor 
symptoms), mood swings and sleep disturbances. Continued on page 4
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Dear Women’s Health DPG Members: 

On behalf of our Executive Committee (EC), I would like to welcome you 
to another exciting year ahead for the Women’s Health Dietetic Practice 
Group (WH DPG) of the Academy of Nutrition and Dietetics. Under the 
unwavering and strategic leadership of Dawn Ballosingh, MPA, RD, LMNT, 
IBCLC (immediate past chair), we are 800+ members strong, of whom 

20% are students. Thank you Dawn for leading the way with your hard work, intelligence, and 
dedication!

Our EC of 22 volunteers continue to dedicate their time, talent and energy to strengthen our 
mission by sharing cutting-edge information in reproductive health as well as nutrition issues 
related to women. 

WH DPG addresses the unique nutrition needs across a woman’s lifespan, including menarche, 
preconception, conception and postpartum periods; breastfeeding; fertility; menopause; 
and the post-menopause years. We are experts in diseases that have symptoms and process-
es unique to women, from cardiovascular disease,         
certain cancers, and diabetes, to depression and 
brain disorders, infectious diseases, osteoporosis, IBS, 
autoimmune disease and more. 

A major way for us to continue making an impact in 
the field of women’s health is to connect with each 
other. We are stronger and have louder voices when 
we collaborate. Below are six ways we can learn more 
about each other, impact policies and be the go-to 
experts in women’s health and nutrition. 

6 Ways to Connect with WH DPG! 

1. Social Media and e-News: Connect with WH DPG 
on Facebook  (@WHDPG), Pinterest, Instagram & Twitter (@womenshealthdpg). Please look out 
for our monthly e-News: The Women’s Health Update, which is chock full of timely informa-
tion about educational opportunities, Academy news, policy initiatives, and women’s health        
highlights. 

2. Electronic Mailing List (EML): Post your questions and answers to our private, mem-
bers-only EML. 

3. Webinars: Participate in cutting-edge webinars, many with continuing education credits.

4. Policy Action Alerts: Watch for emails with “WH DPG Take Action,” and respond when you 
can--even if it’s just to send one sentence or a single science-based reference related to the 
topic. Your voice counts!

5. Women’s Health Report Newsletter: Let us know what trailblazing or trendsetting work 
you are doing in women’s health. Write and tell us about your areas of discovery in women’s 
health, or publish an article in your area of expertise. 

6. FNCE® 2019 Philadelphia: If you will be at FNCE® this year, we look forward to meeting you 
in person at the DPG showcase on Monday, October 28th, as well as at our informal meetup and 
our panel discussion. Details on page 17!

Let’s connect and collaborate – together we can make a difference in “Optimizing the Future of 
Women’s Health at All Ages!” 

Best wishes, Emma J. Fogt, MBA, MS, RDN, LDN, FAND
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Welcome to the first issue of the new mem-
bership year! As always, this issue has some-
thing for everyone, from a feature article by 
menopause expert Val Schonberg, MS, RDN, 
CSSD, LDN, NCMP, on moving beyond BMI in 
nutrition for menopause (get 1 free CPEU after 
completing the quiz), to an article written by 
our very own assistant editor Jordan Stachel 

describing the effects of maternal nutrition on breast milk composition 
and production. 

Inside, you’ll also find surprising new research on low-carbohydrate 
diets during pregnancy, a book review on nutrition fixes for common 
ailments, and a preview of events for WH DPG members at FNCE® 2019. 
(We hope to see you there!)

Also inside: a handy list of resources available free with your mem-
bership, the annual report describing WH DPG 2018-19 activities and 
events, and ways you can get involved.

Finally, if you’d like to be involved with the future production 
of this newsletter and have a background in writing or editing, 
please apply to become the new publications editor for the 
WH DPG starting in June of 2020! If you’re interested, email me at 
publications@womenshealthdpg.org.

Warmly, Lee Crosby, RD, LD

   
 

FROM THE EDITOR Lee Crosby, RD, LD

THE WH DPG WANTS YOU!
Looking for a great way to showcase your expertise 

and promote women’s health? 

Now is the time to apply for an elected or appointed leadership 
position within the WH DPG Executive Committee for the 

upcoming 2020-2021 member year:

Chair-Elect 
(3-year term: 1 year as Chair-Elect, 1 year as Chair, 1 year as Past-Chair)

Nominating Committee Chair-Elect 
(2-year term)

Publications Editor 
(appointed, 2-year term): Direct the publication of the Women’s 
Health Report newsletter, oversee contributors, compile content, 

write and edit articles, and make Women’s Health Report even better! 
Includes an annual stipend.

If you are interested in any of these elected or appointed positions, 
or would like more information, please email Catherine Sullivan at 

nominating@womenshealthdpg.org

mailto:publications@womenshealthdpg.org
mailto:nominating@womenshealthdpg.org


   

NUTRITION FOR MENOPAUSE AND BEYOND  Continued from page 1

4

Postmenopause is defined as the phase in a woman’s life after the 
FMP and is associated with changes in bone density, vaginal health, 
mental well-being, and increased risk of long-term health problems .8 
Menopause occurs naturally, on average, at the age of 51, or may be 
induced through surgical removal of both ovaries, chemotherapy or 
pelvic radiation therapy. Menopause before age 40 is referred to as 
premature menopause and affects approximately 1% of women.9 

It’s important to remember that menopause is a process, not a dis-
ease. Women are born with a finite number of eggs (called oocytes 
contained in follicles) that are depleted during the reproductive 
years until menopause, when virtually no eggs remain. The changes 
associated with perimenopause and menopause occur when ovari-
an function diminishes with follicular loss. Consequently, the ovaries’ 
production of steroid hormones, principally estrogen and progester-
one, fluctuates and eventually ceases. 

The Role of Estrogen
Estrogen is the dominant sex hormone in women and, for the scope 
and purpose of this article, the action of estrogen on different body 
functions will be reviewed to help RDNs understand why some nutri-
tion and lifestyle interventions may be more helpful than others.
 
Synthesized in the ovaries, 17B-estradiol (E2) is the primary circu-
lating estrogen in premenopausal women, with estrogen receptors 
located in tissues throughout the body that up or down regulate 
various body functions.10  In postmenopausal women, estrone (E1), 
the second most abundant estrogen in women predominates, and is 
produced through peripheral aromatization of androgens in several 
tissues (most notably adipose tissue)1 Estrogen receptors exist in 
two main forms, ER-α and ER-β, with multiple isoforms that exhibit 
distinct activities within a tissue. In addition to the effect of E2 on 
regulating body temperature and maintaining a lubricated and thick 
vaginal lining, Figure 1 illustrates the role of E2 on adipose tissue 
function and energy metabolism, including the following:10

•	 Regulates the liver’s production of cholesterol 
•	 Helps	preserve	bone	density
•	 Regulates	appetite	and	food	intake
•	 Suppresses	white	adipose	tissue	(WAT)	accumulation	by		 	
 decreasing fatty acid and triglyceride synthesis
•	 At	physiological	concentrations,	favors	insulin	sensitivity	
•	 At	physiological	concentrations,	increases	insulin	production		
 and protects pancreatic B-cells

As E2 levels fluctuate during perimenopause, the most immediate 
changes are evident in regulation of the menstrual cycle, as well 
as symptoms associated with receptors in the brain, such as body 
temperature fluctuations, memory and mood disturbances, and 
increased appetite or drive to eat (referred to as hyperphagia).11 

With E2 depletion, the impact on bone health, cardiometabolic 
factors, insulin and glucose regulation, urogenital complications (i.e. 
UTIs), and increased visceral fat accumulation are long-term health 
concerns.12 

Thus, a woman’s risk of serious health problems at menopause 
include osteoporosis, cardiovascular disease, diabetes, and cancer. 
RDNs working with this population need to help women assess their 
risk for these diseases and provide dietary and lifestyle interventions 
to help prevent them. For example, during the menopause transi-
tion, there is a rapid acceleration in bone loss that continues for a 
few years after the FMP, resulting in as much as a 10-20% decrease 

in bone density before slowing to about 1% loss per year.13 

Osteoporosis is a bone disorder in which the density and quality 
of bone are reduced, predisposing a person to an increased risk of 
fracture.14 Consequently, about 4% of women between the ages of 
50 and 59 will suffer from osteoporotic fractures, while prevalence 
increases to over half of women after age 80.13  Many women are 
also unaware that heart disease is the leading cause of death for 
women age 65 and older and the second leading cause of death for 
women ages 45 to 64.15 

Understanding Weight Gain at Menopause
For women in midlife and beyond, weight gain is typically a major 
health concern.16 In a US survey with over 1800 women, ages 50 and 
above, body dissatisfaction and efforts to lose weight were reported 
by a significant majority of participants as follows.2

•	 Almost	80%	responded	that	weight	or	body	shape	has	a	“mod–	
 erate” to “most important” role in their self-perception. 
•	 Nearly	64%	felt	“moderately”	to	“extremely”	upset	if	they		 	
 gained five pounds. 
•	 71%	responded	that	they	were	currently	trying	to	lose	weight.
•	 Over	35%	have	dieted	half	of	the	time	or	more	in	the	past	
 five years. 
•	 13%	reported	specific	eating	disorder	behaviors	(binge	eating,		
 purging, low BMI), with higher BMIs associated with more eat– 
 ing disorder symptomology.

Continued on page 5

Figure 1: Estrogen and androgen receptors: regulators of fuel homeostasis and emerging 
targets for diabetes and obesity

Reprinted from Trends in Endocrinology & Metabolism, vol 22, Estrogen and androgen receptors: regulators 
of fuel homeostasis and emerging targets for diabetes and obesity, 24-33, Copyright 2011, with permission 
from Elsevier
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The focus on weight, shape, and dieting observed in this study is 
concerning because of the negative consequences for self-esteem 
and quality of life, while many of these women are suffering from 
an eating disorder. RDNs need to recognize that these behaviors can 
contribute to negative postmenopausal health outcomes and cause 
significant stress at a time in a woman’s life that is often full of other 
life transitions, such as caring for aging parents, supporting children 
into adulthood, moving or downsizing, and career changes. Note 
that racial and ethnic minority women were underrepresented in 
this sample, however: Participants were 92.1% white, 4.6% African-
American, and 3.3% other races and multiracial. Thus, these results 
may not be generalizable to women in these groups.2     

Causes of Menopausal Weight Gain
Since midlife women often turn to restrictive diets, supplements and 
other extreme efforts at weight loss to manage their body dissatisfac-
tion, there is a compelling need for clinicians to understand the root 
cause of midlife weight gain and provide dietary and lifestyle inter-
ventions that address women’s concerns while emphasizing overall 
health. Although it is well established that changes in the hormonal 
milieu across the menopause transition influence energy balance 
and metabolism, aging and a history of diet cycling may also play a 
significant role. Figure 2 illustrates the idea of a “perfect storm” that 
may explain why some women experience more significant weight 
gain than would be predicted from menopause or aging alone, and 
why some women complain that “my old tricks don’t work anymore.” 

Figure 2: The "Perfect Storm" of Causes of Midlife or Menopausal Weight Gain

Age contributes to weight gain for multiple reasons. First is the natu-
ral loss of muscle tissue that occurs with aging, known as sarcopenia. 
Muscle loss associated with sarcopenia is gradual and appears to 
be less than 10% up to the fifth decade of life, whereas 30 to 40% 
of muscle is lost between 50 and 80 years of age.17 Sarcopenia is a 
process that occurs in both men and women and is associated with 
decreased mobility, reduced muscle strength, increased fat mass, 
decreases in resting energy expenditure,17 and insulin resistance.18

A second factor related to aging is lifestyle changes that contribute 
to increased caloric intake—at a time when the body needs fewer 
calories.19, 20 Examples of these changes include stress (due to life 

transitions), sleeping less, working longer hours, becoming more 
sedentary, preparing fewer meals at home, eating out more, increas-
ing travel and drinking more (or more frequently). Previous research 
has demonstrated that adults generally underestimate their calorie 
intake and overestimate energy expenditure.21 Furthermore, using 
24-hour dietary recalls from NHANES 2003-2012, researchers found 
that under-reporting of energy intake was more prevalent among 
subjects who were older and female,22 which may contribute to con-
fusion about unwanted weight gain among midlife women.
 
Numerous studies have focused on the question of whether midlife 
weight gain is due to the hormonal shifts that occur with menopause 
or is simply a function of age. There is general agreement that weight 
gain of about 5 pounds is due to aging and lifestyle rather than meno-
pause itself, but that the change in hormones (specifically decreasing 
estrogen) is associated with an increase in abdominal fat .23 

A 3-year follow-up study examined the relationship between aging, 
menopausal status, and physical activity to weight and waist circumfer-
ence with a cohort of 3,064 multiethnic, midlife women from the Study 
of Women’s Health Across the Nation (SWAN). In this cross-sectional 
study, the mean weight gain observed over 3 years was 4.6. pounds 
and was not associated with a change in menopausal status 19 The 
findings in this study also demonstrated that maintaining or increas-
ing daily physical activity (e.g. biking and walking as well as watching 
less television) contributed to preventing or attenuating weight gain. 

Attempts at weight loss to counter one’s biology and/or a psycho-
social reaction to the fear of midlife weight gain make diet cycling 
another factor to consider. The negative effects of repeated cycles of 
dieting on weight regain, resistance to future weight loss, and met-
abolic adaptation that decreases resting energy expenditure have 
been documented in recent studies.24, 25, 26 Fothergill et al. reported 
the effect of weight loss and regain on body composition and energy 
expenditure in a study that measured resting metabolic rate (RMR) in 
subjects participating in “The Biggest Loser” reality television show 
before and after the 3-month competition as well as six years later.24 
On average, participants lost more than one-third of their initial 
body weight through diet restriction and intense physical activity. As 
expected, a significant decline in RMR coincided with the dramatic 
weight loss observed during the competition. However, despite sub-
stantial weight regain in the years following the competition, resting 
metabolism and leptin levels remained suppressed. Consequently, 
although participants maintained a similar level of physical activity 
and dietary restriction over the 6-year follow-up period, weight 
regain due to metabolic adaptations occurred. Similarly, an 11-year 
follow-up study of 2,785 individuals aged 30 to 69 at baseline exam-
ined the relationship between self-reported dieting attempts and 
previous changes in weight on subsequent changes in BMI and 
waist circumference among those who had previously lost weight. 
The increase in BMI during follow-up was more than twofold in 
those who had previously lost weight than in those with no previous 
changes in weight.26 

In fact, many of the consequences of dieting described in the liter-
ature mirror the symptoms of hormonal changes associated with 
menopause. The practice of losing and gaining weight multiple times 
through life, also referred to as weight cycling, can have a negative 
impact on multiple health outcomes. Hyperphagia – an abnormally 
increased appetite and drive to eat – may trigger binge eating as the 

Continued on page 6
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body fights to regain weight and defend a biological setpoint.27 
Fluctuations in cardiovascular risk factors, such as blood pressure, 
heart rate, glucose and lipids that occur with weight cycling have 
been reported to increase above normal values when weight regain 
occurs, leading to hyperinsulinemia, insulin resistance and increased 
risk of cardiovascular disease (25, 28, 29).  

The pursuit of weight loss, even in the name of health, for peri- and 
postmenopausal women needs to be carefully considered by RDNs. 
A growing body of research demonstrates that a focus on losing 
weight to improve health can perpetuate weight bias and contrib-
utes to food and body preoccupation, reduced self-esteem and 
increased risk of disordered eating.30, 31, 32 Health measures, such as 
blood pressure, cholesterol, glucose, insulin resistance, etc., can be 
improved by making lifestyle changes, while an emphasis on weight 
and weight loss can increase a woman’s feelings of shame and guilt, 
if she is unable to achieve expected weight goals or regains the lost 
weight.31

The prevalence of body dissatisfaction, dieting behaviors, and eating 
disorder symptomology for women over age 50 was described pre-
viously.2  Additionally, perimenopause has been identified as a sig-
nificant period of vulnerability for eating disorder development and 
depression.6,33 Midlife disordered eating can also increase a woman’s 
risk of nutrient deficiencies and the body’s lessened ability to fight 
disease.34 The reality of the significant toll this can have on women’s 
health is demonstrated in statistics on hospitalizations from 1999 to 
2009, involving eating disorders among all ages, that showed the 
greatest increase (88 percent) for patients aged 45 to 65.35 However, 
a study that examined the relationship between weight gain and 
mortality among women indicated that moderate weight gain for 
“lean” postmenopausal women (BMI ≤ 25 kg/m2) over a 17-year 
period had a threefold decrease in mortality risk.36 The authors of 
this study questioned whether weight loss should be recommended 
for women who have experienced menopausal weight gain, as the 
gain may ameliorate the estrogen deficit with increased production 
of estrone. However, this study was limited to Caucasian women who 
had never smoked and had no history of coronary heart disease, 
cancer, or stroke after the 17 years of follow up. Other research has 
yielded mixed results, in part due to varying effects of fat distribution 
among women. Even among women with a normal weight (BMI < 25 
kg/m2), those with central obesity (defined as waist circumference 
greater than 35 inches) may have an increased mortality risk.37       

Nutrition & Lifestyle Recommendations
When RDNs consider the complex and interconnected role of hor-
mones, sarcopenia, lifestyle, and weight cycling, goals for a nutrition 
and fitness intervention should be to: 1) Prevent or attenuate weight 
gain; 2) Maintain or restore lean tissue; and, 3) Prevent the risk of 
disease. 

1) Prevent weight gain
Researchers are studying lifestyle interventions that women can 
implement to minimize changes in weight and abdominal fat. For 
example, a large randomized clinical trial known as the Women’s 
Healthy Lifestyle Project studied 535 healthy, premenopausal women 
for 5 years as they transitioned to menopause.38 Women who fol-
lowed a diet and exercise intervention program were twice as likely 
to be at or below their starting weight (p<.001) and had reductions 
in waist circumference and body fat when compared to a control 
group of women who were given a health education pamphlet and 

weighed yearly. Authors also noted that the control group gained 
an average of 5.3 pounds over 4½ years, which is consistent with 
other studies. In this study, women who participated in the lifestyle 
intervention had to

•	 participate	in	regular	group	meetings	with	RDNs	or	doctoral	level		
 psychologists (for education and cooking demonstrations as well  
 as behavioral support and motivation) 
•	 set	goals
•	 follow	a	balanced,	low-fat,	calorie-reduced	meal	plan
•	 increase	physical	activity	(e.g.	brisk	walking	10-15	miles/week)
•	 stay	active	in	daily	activities	(e.g.	taking	the	stairs,	working	in	
 the garden)
•	 keep	a	log	of	foods	eaten	and	exercise	done
•	 connect	with	others	to	exercise	and	learn	how	to	prepare	
 healthy meals. 

Carefully planned, body-positive interventions that support life-
style change, behavioral modification and psychological support 
should be considered for midlife women seeking weight loss. When 
developing an individualized eating pattern, it is important for RDNs 
to respect a woman’s individual circumstances and address the 
unique barriers she may have to adopting healthy behaviors.20 For 
many women, sleep disturbances, mood disorders, and vasomotor 
symptoms are examples of these barriers, but for some women the 
lack of financial resources and other social and cultural factors may 
impact their ability to adopt healthy lifestyle measures. Nutrition 
interventions that emphasize healthy behaviors (e.g. eating more 
home-cooked meals, increased intake of nutrient-dense foods, and 
regular physical activity); provide practical skills (e.g. cooking for one 
or two, adding more plant-based foods to menu); and foster a sense 
of confidence and self-efficacy about lifestyle choices, may result in 
weight loss for some individuals, but for most will improve overall 
health and well-being.39 

2) Maintain or restore lean tissue
Preventing the loss of lean tissue as women age has important 
implications for preventing weight gain as well as decreasing the 
risk of several metabolic diseases, including CVD, osteoporosis, dia-
betes and cancer. Adequate energy intake coupled with consuming 
high-quality protein (1.0 to 1.2 g/kg/d for healthy women) is recom-
mended to help limit declines in muscle mass and strength.40 The 
combination of aerobic exercise with resistance training is also key 
for slowing age-related loss of muscle and reducing fat mass accu-
mulation (especially abdominal visceral fat). 

Many women do not recognize their reduction in physical activity, 
which often occurs slowly over time. Furthermore, some women 
underestimate the need for including effective resistance training for 
maintaining skeletal muscle mass and bone health. Aerobic training 
is important for improving cardiovascular health, among numerous 
other psychological and metabolic benefits. In fact, highly active 
women (≥ 12,500 steps/day) reportedly have lower BMIs and less 
body fat than those who have less daily activity (< 7,500 steps/day).41 

However, resistance training is well established for promoting muscle 
protein synthesis in older adults and may help prevent health-related 
decline associated with aging.17  

So how much exercise do clinicians need to prescribe to improve 
body composition and health outcomes? A 12-month study, aimed 

6
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at answering this question to lower a postmenopausal woman’s risk 
of breast cancer, examined the impact of 300 versus 150 minutes per 
week in 400 previously inactive, postmenopausal women aged 50 to 
74 years.42 After gradually increasing exercise over a 12-week ramp 
up period, women who were randomized into the high-volume and 
moderate-volume groups participated in three supervised and two 
unsupervised (at home) workouts per week. The high-volume group 
exercised for 60 minutes per session; the moderate volume group 
exercised 30 minutes per session. Any aerobic activity that raised 
heart rate to 65% to 75% of maximum heart rate was permitted, such 
as bicycling, walking, swimming and using the elliptical trainer. The 
mean change in body fat and weight was more for the high-volume 
group than the moderate-volume group (-5.3 lbs body fat and -5.5 
lbs weight in the high-volume group versus -3.2 lbs body fat and -3.9 
lbs weight in the moderate-volume group), which was statistically 
significant. However, it’s important for the reader to recognize that 
the exercise intervention was for one year, and for many women a 
5-lb result over this amount of time would likely be disappointing 
and consequently difficult to adhere to. In fact, in this study 22.5% of 
women in the high-volume group exercised less than an average of 
150 minutes per week and only 13% of women in the high-volume 
group followed the 300 minute per week prescription. 

Fortunately, other studies have demonstrated shorter duration, 
high-intensity interventions as a time-saving strategy. In a recent 
study by Nunes et al., 26 previously inactive postmenopausal women, 
ages 57 to 68 years, participated in either high-intensity interval train-
ing (HIIT) or a combined training (CT) protocol.43 Total session length 
for the HIIT group was 28 minutes and was composed of 10 sets of 
60 seconds of high-intensity exercises, >80% of maximum heart rate 
(MHR). The CT protocol was a total session time of 60 minutes com-
posed of 30 minutes of moderate intensity walking at 70% of MHR 
plus five resistance exercises for three sets of 8 to 12 repetitions. After 
an intervention of 3 workouts per week for 12 weeks, both groups 
reduced weight and body fat, with the HIIT group having greater 
improvements in visceral adiposity and inflammatory markers. 

3) Reduce the risk of disease
Reducing the risk of disease is based on multiple factors and not 
just a single nutrient. For example, the World Cancer Research Fund/
American Institute for Cancer Research recommends eating a diet rich 
in whole grains, vegetables, fruit, and beans, while limiting consump-
tion of fast food, red and processed meats, sugar-sweetened drinks, 
and alcohol to reduce cancer risk.44 Additionally, highlighted in Table 
1 are several key nutrients that have been shown to have a protective 
role for aging women. A comprehensive nutrition assessment to eval-
uate any potential nutrient deficiencies in these areas is important 
when developing a dietary intervention for this population.

For many years, the nutrition messages women have heard have 
emphasized eliminating single nutrients (such as cholesterol, saturat-
ed fat, and sugar) to prevent disease. Scientists have recognized that 
this single-nutrient-based strategy is not enough and are now empha-
sizing an approach based on recommending whole foods and dietary 
patterns, such as the Dietary Approaches to Stop Hypertension (DASH) 
eating plan, a Mediterranean-style diet, and low-fat, plant-based eat-
ing plans.53 In a 12-year follow-up study of 25,994 US women from 
the Women’s Health Initiative, researchers observed that those eating 
a Mediterranean diet had a 25% lower relative risk of cardiovascular 
disease.54 Dietary patterns take advantage of the beneficial effects 
of the additive and synergistic nature of nutrients and foods in the 

Table 1: Nutrient Recommendations for Areas of Key Concern for Peri- and 
Postmenopausal Women

Bone Health:
•   Calcium – 1200 mg per day (natural sources preferred, otherwise a single dose supplement should     
include 500 mg of elemental calcium citrate or carbonate)13,45

•   Vitamin D3 – 800-1000 IU per day with the goal of maintaining a serum 25-hydroxyvitamin D level 
greater than 20 ng per mL per the Institute of Medicine and North American Menopause Society14,45,46

Muscle Strength and Function (40):
•   Adequate energy intake (along with weight-bearing exercise)

•   Protein: for healthy older people, aim for 1.0 to 1.2 g protein/kg body weight/day; for older people 
who are malnourished or at risk of malnutrition because they have acute or chronic illness, the diet should 
provide 1.2 to 1.5 g protein/kg body weight/day 

Cardiometabolic Health: 
•   For primary prevention, a DASH dietary pattern that emphasizes intake of fruit, vegetables and whole 
grains; dairy products, poultry, fish, legumes and nuts; and limits sweets, sugar-sweetened beverages and 
meats.47 

•   Fish oil/omega-3 fatty acids. The American Heart Association recommends two servings of fish per week 
or fish oil supplements at doses of 1 g/day of eicosapentaenoic acid (EPA) plus docosahexaenoic acid (DHA) 
for primary prevention. Higher doses (2 to 4 g/day) are required to reduce elevated triglyceride levels.1, 48

General Clinical Concerns:
•   Iron: RDA for menstruating women is 18 mg/d; for perimenopausal women with irregular cycles and 
excess menstrual flow, evaluate for iron deficiency anemia. After menopause, RDA is 8 mg/d (Vegetarians 
may have needs up to 1.8 times higher).1

•   Vitamin B12: RDA for women aged 51 to 70 is 2.4 µg/d per the Institute of Medicine.49 Postmenopausal 
women may benefit from having their B12 status assessed. Vegetarian or vegan diets, malabsorption, and 
certain medications, such as metformin, may increase risk of deficiency.50 Because 10 to 30 percent of older 
people may be unable to absorb naturally occurring vitamin B12, it is advisable for those older than 50 
years to meet their RDA mainly by consuming foods fortified with vitamin B12 or a vitamin B12-containing 
supplement.49

•   Probiotics: Choose a specific product (with a probiotic strain or strain blend) backed by science support-
ing the benefit you are looking for. See references cited here or https://isappscience.org/resources/ for links 
to guides listing tested probiotic products.51, 52

body. Together with lifestyle strategies that include regular physical 
activity, quality sleep, smoking cessation, and stress management, a 
more positive and long-term outcome is likely the result. 

Alternative Treatments for Menopause: What the Science Says
Many women believe that herbal remedies and supplements are 
“natural” and therefore safe. Even though there is limited evidence 
supporting efficacy and long-term safety,55,56 botanical treatments 
such as black cohosh, dong quai, and St. John’s wort are appealing for 
managing hot flashes as well as other menopausal symptoms such 
as sleep disturbances, fatigue or depression. Herbs and supplements 
may have beneficial pharmacologic effects as well as adverse events 
such as reports of liver problems with black cohosh) and interactions 
with other substances (such as dong quai with warfarin and St. John’s 
wort with antidepressants). Quality concerns due to ineffective regu-
lation of supplements may complicate making an informed decision. 
RDNs and consumers need to question whether the herb or botanical 
blend listed on an ingredient label is the identified herb(s) and wheth-
er the product could be adulterated in any way (e.g. with additional 
caffeine or other substances) that may be contraindicated with a 
woman’s health concerns, such as hormone-sensitive cancers, kidney 
or liver problems.1

The literature on soy foods and isoflavones has been a source of 
intense scrutiny, as well as misinformation and confusion among clini-
cians and consumers for many years. Soy foods are an excellent source
of high-quality protein as well as nonsteroidal compounds, called 

Continued on page 8
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isoflavones, which bind to estrogen receptors in the body. Daidzein 
and genistein are two isoflavones found in high amounts in soybeans 
and soy products. The most recent studies on soy isoflavonoids have 
found them to be no more effective than a placebo in reducing hot 
flashes or menopause-related symptoms.55 Researchers suggest the 
lack of evidence (or inconsistent data between studies) may be due to 
the difference between women who can convert daidzein to its bio-
logically active form, whereas nonconverters are unlikely to respond 
to treatment. When isoflavones are ingested, they are biologically 
inactive and depend on a specific species of intestinal bacterial to pro-
duce a key metabolite, called S-(-) equol from daidzein. It’s estimated 
that only 30% of North American women have demonstrated the abil-
ity to produce sufficient quantities of the metabolite, and therefore 
diet and lifestyle are being investigated to understand what contrib-
utes to the microbial diversity that maintains equol production in the 
gut.57 Soy and isoflavones have a broad spectrum of non-hormonal 
benefits, including antioxidant and anti-inflammatory properties, 
therefore it’s beneficial for women to include these foods as a part of 
a nutrient-rich diet. 

Summary
Menopause is a health milestone, and the transition from the repro-
ductive years into postmenopause brings with it numerous physical 
and emotional changes. Women can minimize many of the problems 
and fears associated with weight gain and long-term health problems 
by employing nutrition and lifestyle strategies that are practical and 
sustainable. Women want to be involved in decisions related to their 
health and are looking to RDNs for reliable information, support and 
motivation to make healthy behavior change.58  Most women know 
that “eating healthy” and regular activity can help control weight, 
reduce stress and improve mood; however, symptoms of menopause 
and changes in a women’s social or family circumstances can make 
it difficult to focus on eating well and staying active. Therefore, it’s 
important that RDNs provide a safe and nonjudgmental space for 
women to share their distress and concerns. Active listening, provid-
ing encouragement, focusing on strategies to improve mindful and 
intuitive eating, and choosing nutritious foods rather than restricting 
calories can help women make meaningful, sustainable changes. 

Additionally, dietitians need to recognize and provide compassionate 
support for women who may need to grieve the loss of a “thin ideal” or 
“loss of youth” and be able to provide referrals for psychological coun-
seling, when necessary. When life feels out of control for a woman 
during this new phase in life, helping them understand what they can 
control by providing access to evidence-based information, individual 
nutrition counseling and/or group discussions can all be useful strate-
gies to help women healthfully transition into menopause and beyond.
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Maya Feller, MS, RD, CDN

With Maya Feller’s newly released dia-
betes cookbook, readers will be able to 
prepare hearty, comforting meals that 
balance the trademark bright acidity 
and satisfying heat of Southern cook-
ing but are designed with ADA guide-
lines in mind. Every recipe includes the 
nutrition information at a glance, and 
readers will even find lists of key pantry 

staples to keep on hand. The book includes over 100 recipes like 
fried chicken, mac and cheese, 
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The Southern Comfort Food 
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and breast cancer surgeon Dr. Kristi 
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to reduce their risk of developing breast cancer or having a 
recurrence.  The Academy of Nutrition and Dietetics is also part-
nering on the campaign. 

More information is available 
at LetsBeatBreastCancer.org.
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Culinary Perspectives for Aging 
Tastefully, 1st Edition, by Jacqueline B. 
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cific chemosensory changes, compromised disease states and 
health; and culinary arts techniques that help make food more 
appealing to diminishing senses. Beyond scientific theories, 
readers will find practical methods and tips, products, an entire 
chapter of recipes with full-color photographs, and menus 
to increase the desirability, consumption and gratification of 
healthy foods and beverages as people age. 

For more information on “Aging, 
Nutrition and Taste” or to order 
through Elsevier, see:  https://
w w w. e l s e v i e r. c o m / b o o k s /
aging-nutrition-and-taste/mar-
cus/978-0-12-813527-3
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Mara Vitolins, MPH, RDN, FAND 

Mara Vitolins is a professor in the Department 
of Epidemiology and Prevention at the Wake 
Forest School of Medicine in Winston-Salem, 
North Carolina. She has training in preventive 
care, wellness, health education and promotion, 
and is proud to be a registered and licensed 
dietitian/nutritionist. She is committed to 
developing and implementing interventions to 
improve health, and specifically women’s health. 

Her research in women’s health includes serving as an investigator on 
the Women’s Health Initiative (Wake Forest Clinical site), the largest and 
longest trial ever conducted in women. 

Emerging Professional in Women’s Health 

Melissa Groves, RDN, LD, CLT

Melissa Groves, RDN, is an integrative registered 
dietitian and owner of Avocado Grove Nutrition 
& Wellness, an in-person and virtual private 
practice specializing in women's health and 
hormone issues, including PCOS and fertility, 
which she opened in January 2018. She uses a 
functional medicine, food-first approach that 
combines holistic lifestyle changes with evi-
dence-based medicine. 

Melissa is a second-career dietitian, having worked as a copywriter and 
editor in medical advertising in NYC for 15 years before going back to 
school for nutrition. She has a BA in English and Dance from Hofstra 
University and completed her BS in Nutrition/Dietetics and Dietetic 
Internship at the University of New Hampshire. 

She is a regular contributor to Healthline.com and writes for several 
other food and nutrition blogs. She has managed social media accounts 
for multiple nutrition businesses and non-profits and shares information 
about nutrition and women's hormone issues on her Instagram account 
@the.hormone.dietitian. 

She has served on the Dietitians in Integrative and Functional Medicine 
DPG Executive Committee for 2 years as Social Media Chair, as well as on 
the New Hampshire Affiliate board as Professional Development Chair. 
She has been a Women's Health DPG member for 2 years.

Outstanding Students in Women’s Health 

Jeani Hunt-Gibbon 

Jeani Hunt-Gibbon is a graduate student 
and Top Scholar recipient in Nutrition at the 
University of Washington. She has 10 years of 
professional experience in marketing and is 
transitioning into the healthcare sector to fol-
low her passion for preventive healthcare and 
women’s health issues. Throughout her time at 
the University of Washington, Jeani has taken a 
special interest in women’s health and plans to 

continue this specialty in her career as a dietitian. She decided to do her 
capstone on nutrition and fertility, because there are very few resources 
for dietitians on this emerging topic. She also gave a lecture to over 100 
undergraduates on nutrition and pregnancy as a teaching assistant for 

an introductory nutrition course and worked with Judy Simon on her 
Nutrition for Fertility class. She is passionate about clinical nutrition and 
loves helping clients overcome barriers to better health. Before turning 
to nutrition, Jeani had a successful career in food, wine and hospitality PR 
and Marketing and earned an undergraduate degree from UC Berkeley 
in Literature. After graduation, Jeani plans to eventually open her own 
business dedicated to women’s health.

Manisha Pise 

Manisha is studying Master of Public Health and 
Dietetics at the University of North Carolina, 
Chapel Hill. She lives in Apex, NC, and is current-
ly interning at an eating disorders facility. She 
holds a BS in microbiology, an MS in life science 
- neurobiology, and a postgraduate certification 
in clinical research from Mumbai University. She 
also holds certifications in Integrative Health 
Coaching (IHCP) and EFT from Duke University. 

Her collective skills in dietetics, public health, neuroscience, internation-
al clinical drug trials, occupational therapy and health coaching have 
enabled her to empower people to make sustainable and meaningful 
changes. Her professional interests include eating disorders, allergies, 
chronic disease prevention and management with a focus on women’s 
health. Manisha is fascinated by the role of the mind-body connection in 
overall health and recovery. She also specializes in evidence-based stress 
management techniques and has extensive experience teaching yogic 
breathing, mindfulness and relaxation/ visualization techniques. 

In the near future, Manisha wishes to amalgamate her nutrition training 
with her neuroscience skills to promote integrative health and wellness 
for women from ethnic communities.

In her spare time, Manisha loves to cook, read, travel and explore new 
cuisines.
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Oatmeal contains soluble fiber, which can help lower cholesterol 
by soaking up excess cholesterol-containing bile acids like a sponge. 
This helps ensure they are eliminated instead of reabsorbed--es-
pecially important as heart disease is the leading cause of death 
among U.S. women. 

Steel-cut and old-fashioned (rolled) oats are best, since they are 
lower on the glycemic index. 

Here are some tasty mix-in ideas for enjoying oatmeal!

- Diced or dried apples + cinnamon
- Frozen blueberries + chopped dates + cinnamon
- Sliced strawberries + vanilla or almond extract
 

DID YOU KNOW? 
OCTOBER 29TH 
IS NATIONAL 
OATMEAL DAY!

Healthline.com
the.hormone.dietitian
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NUTRITION FOR LACTATION: Optimal Maternal Nutrition for Breast Milk Production and Composition By Jordan Stachel, MS, RD

 

Lactation is unique in regard to nourishment. Energy needs are much 
higher during lactation compared to pregnancy, as infants double 
their birth weight during the first four to six months of life. Human 
milk is also unique in its composition and structure of macro and 
micronutrients, enzymes, hormones, growth factors, host resistance 
factors, inducers, immune system modulators and anti-inflamma-
tory agents.1 Because research covering intake of specific nutrients 
during lactation is lacking, there is a need for additional randomized 
controlled trials investigating how differences in maternal nutrition 
affect lactation. Such research could help guide evidenced-based 
guidance for nutrition recommendations to support breastfeeding 
mothers. This review aims to summarize the literature that exists 
surrounding the connection between maternal nutrition status and 
optimal breast milk production. 

Energy Intake 
Caloric Surplus 
During lactation, it is recommended that most women remain in 
a state of caloric surplus in order to continue to produce breast 
milk. During this time, nutritional requirements increase to support 
fetal and infant growth and development, and to support maternal 
metabolism and tissue development specific to reproduction.2 For 
the first six months of life, infants can thrive exclusively off of breast 
milk. However, it is important to note that during lactation, the 
mammary glands exhibit metabolic priority for nutrients and will 
often expend maternal reserves in order to feed the infant.2 This is 
one of the reasons maternal nutritional status is important during 
breastfeeding, as the mother will continue to produce breast milk at 
the expense of her own nutrient stores. 

Energy stores and needs may be different among breastfeeding 
mothers depending on maternal weight. While there are studies 
examining how overweight and obesity affects maternal nutritional 
status, body mass index (BMI) is less important than overall diet com-
position. One study found that overweight and obese moms often 
increased energy intake by consuming less nutrient-dense foods 
and more desserts.3 The recommendation for all lactating mothers, 
regardless of BMI, is to focus on consuming nutrient-dense energy 
sources, including whole fruits, vegetables, low-fat dairy, whole 
grains, beans, and healthy fats. Registered dietitian nutritionists 
(RDNs) can focus on educating lactating mothers on healthful food 
options to nurture both mom and baby, rather than solely concen-
trating on maternal weight. 

Caloric Deficit
Caloric deficit is not recommended while breastfeeding; however, it 
is important to note how a deficit may affect breast milk production 
and/or composition. While it is commonly thought that a caloric 
deficit may negatively affect breast milk production and/or com-
position, research indicates that this is generally not the case. One 
study found that overweight mothers who exclusively breastfed their 
infants could restrict 500 calories per day without affecting breast 
milk production or composition, with the exception of calcium and 
vitamin D levels within breast milk.4 This was due to the fact that 
mothers who restricted calories while breastfeeding often excluded 
less nutrient-dense foods. Given these findings and their possible 
effect on breast milk, it is recommended that any lactating mother 
not meeting energy needs should supplement with additional foods 
or a multivitamin providing the recommended dietary allowances 
(RDAs) for necessary nutrients. Often times, continuation of a prena-
tal vitamin helps ensure nutrient needs of lactation are met.

While moderate caloric restriction doesn’t generally seem to affect 
breast milk composition, eventually caloric restriction will compro-
mise quality and production of breast milk. One study found that 
malnourished mothers in Bangladesh had a poorer nutritional com-
position of breast milk, as measured by infant growth.4 This was due 
to the fact that mothers began lactation malnourished and had a lack 
of energy stores. Because the woman’s body will utilize the mother’s 
nutrient stores before sacrificing breast milk composition, this puts 
both the mother and baby at nutritional risk. A second study exam-
ined nutrient inadequacies in breastfeeding low-income mothers 
and found that overall energy, calcium, folate, iron, thiamin, vitamin 
A and zinc were below the RDAs for lactating women.5  This suggests 
that mothers at nutritional risk may not produce breast milk with 
adequate nutrient composition. 

Other lifestyle factors such as culture and religion may impact breast 
milk composition. Research has shown that mothers who observe 
Ramadan may experience decreased nutrient levels in their breast 
milk, suggesting that micronutrient status may be affected by pro-
longed fasting.6 In these cases, it would be important to continue 
a prenatal vitamin and to focus on consumption of nutrient-dense 
foods when eating is permitted. RDNs can help ensure that mother’s 
nutrient stores are within normal ranges and that daily needs are 
being met.

Optimal Maternal Nutrition 
Optimizing maternal nutrition during lactation is a worthwhile and 
rewarding undertaking. RDNs are uniquely qualified to provide 
evidenced-based nutrition education, counseling and recommenda-
tions that help mothers and babies benefit from wholesome nutri-
tion. Ensuring consumption of well-rounded diets helps circumvent 
the need to rectify later nutrition deficiencies. Research suggests that 
diets that focus more on processed foods can negatively affect breast 
milk composition, as mothers who consumed high-fructose corn 
syrup sweetened beverages had significantly higher concentrations 
of breast milk fructose following consumption of these beverages.7 
This is of concern, as early exposure to fructose has been shown to 
negatively affect appetite regulation and increase the offspring’s 
risk for obesity and metabolic disease.7 By educating mothers on the 
importance of a nourishing diet, they will be more likely to focus on 
foods that are beneficial for themselves and for their infants.10,13,15,16 

Nutrition recommendations for optimizing diet during lactation are 
fairly straightforward. Focusing on a diverse, nourishing diet will gen-
erally provide both mom and baby with the nutrients needed. Food 
groups to focus on include fruits, vegetables, healthy fats, complete 
proteins and whole grains. Research indicates that by increasing fruit 
and vegetable servings to 8-10 servings a day, lactating mothers can 
lower pro-inflammatory markers in breast milk.8 Also, mothers who 
consumed more fruits and vegetables had lower saturated fat levels 
and higher poly-unsaturated and omega-3 fatty acid levels due to 
the protective effect of these nutrients.9  This suggests that the com-
position of the maternal diet is important and has an impact on the 
circulating nutrients in breast milk.

Supplementation with a prenatal vitamin can also help to optimize 
nutrition during lactation. One study found that mothers who sup-
plemented with folic acid and iron were more likely to exclusively 
breastfeed over a twelve-week period and that the infant’s milk 
intake was higher compared to the control group.10

Continued on page 13
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Although supplementation was a causal factor for increased breast-
feeding rates, it is notable that mothers who supplement may also 
have more knowledge to support breastfeeding successfully. 

Another study examined the use of omega-3 supplementation in lac-
tating mothers to determine the effect on breast milk composition. 
Because the concentration of docosahexaenoic acid (DHA) decreases 
as lactation progresses, research indicates that supplementing moms 
with DHA while breastfeeding helps to keep fatty acid levels in 
breastmilk within an optimal range.11 These fatty acids are important 
for baby’s brain and retinal cell membrane development. In general, 
nutrients important for lactation include proteins, lipids (EPA/DHA), 
carbohydrates, calcium, phosphorus, magnesium, sodium, potassi-
um, chlorine, iron, copper, zinc, manganese, selenium, iodine, fluo-
ride, vitamin C, thiamin, riboflavin, niacin, pantothenic acid, vitamin 
B6, biotin, folate, vitamin B12, vitamin A, vitamin D, vitamin E and 
vitamin K.1 These nutrient demands can be met with nutrient-dense 
and diverse food choices as well as with a prenatal vitamin. 

Nutrition Counseling and Recommendations 
General nutrition counseling for pregnant and lactating mothers is 
very important, yet evidence-based education and counseling ser-
vices that address nutrition during pregnancy may be lacking. Often 
times, food choices are determined by cost, preference, and per-
ceived appropriateness of the food for lactation.12 Research shows 
that women generally have limited understanding when it comes 
to appropriate weight gain during pregnancy, and that counseling 
services on this topic are limited. 

One study interviewed mothers about nutrition modifications to 
increase milk production. The most common change was to increase 
fluids, while the second was to increase sweets. These recommenda-
tions came from family, friends, neighbors and healthcare personnel 
(gynecologists and pediatricians), not nutrition experts.13 Another 
study found that mothers had a general lack of knowledge regard-
ing nutrition for breastfeeding and that a one-day nutrition course 
increased overall understanding of nutrition. These mothers were 
more likely to eat healthier and had a better understanding of the 
importance of breastfeeding.14 RDNs are needed to provide nutrition 
education surrounding the topic of nutrition and lactation. 

While much is known about maternal nutrition and breast milk pro-
duction and composition, more research is needed to examine select 
populations of women and their diet regimens, how breastfeeding 
practices differ around the globe, and how social perceptions of 
breastfeeding and related nutrition practices affect breastfeeding for 
women of different cultures. 

In conclusion, RDNs should assess breastfeeding mothers on an indi-
vidual basis in order to customize nutrition interventions for optimal 
breast milk production and composition. Breast milk is a dynamic 
fluid that is constantly changing and evolving with the baby’s needs, 
thus focusing on maternal nutrient intake is a useful undertaking, 
as the composition of breast milk for baby’s needs is, in most cases, 
biologically faultless. Yet, efforts should still be made to achieve opti-
mal nutrition status during pregnancy and lactation, especially if the 
mother enters pregnancy malnourished. Ultimately, helping mothers 
to optimize nutrition during lactation will lead to healthier babies 
and pregnancies.  
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Jordan Stachel (formerly Jordan Taffet) is the WH DPG Assistant 
Publications Editor and a registered dietitian working in a private 
practice. She is energized by the connection between optimal 
nutrition and quality of life and aims to help others achieve 
their maximum potential through improving long-term
nutritional habits.
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Fall 2019 HOD Meeting: Planning for the fall 
HOD meeting at FNCE® is underway. The HOD 
will meet prior to FNCE® in Philadelphia. The 
fall 2019 Strategic Issue will be Technology in 
Nutrition and Dietetics Practice as it was one 

of the popular choices under consideration for the spring 2018 
HOD meeting. Possible focus areas include: nutrition informatics, 
big data, artificial intelligence (AI), telehealth, simulations, and 
digital health technology. An expert group is being formed to 
help guide the focus and discussions for this topic area. More 
information will be shared as it becomes available, as well as an 
update on the selection of the Professional Issue for the 2019 
meeting. 

HOD PODS Program: New for this year is the formation of the 
HOD PODS Program (replacing the previous mentoring program). 
PODS stands for “Power of Delegate Support”. Rather than focus 
on assigning mentors to new delegates, the PODS program cre-
ates sub-groups of delegates who can support each other, answer 
questions, and connect prior to and during HOD meetings. I am 
excited to be a part of a POD group this year.  

Join my Think Tank: Another new HOD activity this year is for 
each delegate to form a “Think Tank” to help guide their partic-

ipation in HOD meetings and discussions. Think Tank members 
contribute diverse viewpoints, provide input, and help to increase 
member engagement on a specific topic being addressed by the 
HOD. I will reach out to the group via email or web conference to 
review HOD documents and brainstorm ideas so that I can effec-
tively represent the WH DPG. I will communicate with our Think 
Tank members throughout the year, including prior to and after 
our fall and virtual HOD meetings. 

If you have questions or are interested in joining my Think Tank, 
please reach out to me at kmpellechia@gmail.com. 

Thank you!

HOUSE OF DELEGATES “DELEGATE DISH” 
By Kathleen Pellechia, MS, RDN, WH DPG Academy House of Delegates Representative

our vision 
“Optimizing the future of 

women’s health at all ages.”
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RESEARCH BRIEF: Low-Carbohydrate Diets Linked to Increased Risk of Neural Tube Defects  
By Lee Crosby, RD, LD

 

Featured article: Shaw GM, Yang W. Women's peri-
conceptional lowered carbohydrate intake and 
NTD-affected pregnancy risk in the era of prefor-
tification with folic acid. Birth Defects Res. 2019; 
111:248–253. https://doi.org/10.1002/bdr2.1466

The popularity of very-low-carbohydrate or “ketogenic” diets is 
exploding. Yet their safety during preconception and pregnancy 
is questionable. For example, women who restricted carbohy-
drates in the year prior to conception were found to be 30% more 
likely to have an infant with a neural tube defect (NTD), specifi-
cally spina bifida and anencephaly, according to a 2018 paper by 
Desrosiers et al. (adjusted odds ratio (OR): 1.30, 95% CI 1.02, 1.67). 
Moreover, this increase in NTD risk was found after controlling 
for maternal race/ethnicity, education, alcohol use, preconcep-
tion folate supplementation, and caloric intake.1 Study authors 
hypothesized that limiting carbohydrates led to the restriction of 
fortified foods and dietary folate, contributing to the increased 
incidence of NTDs. However, since the pregnancies analyzed 
occurred after mandatory folic acid fortification of many high-car-
bohydrate foods, investigators could not determine whether 
increased NTD risk was related to reduced folate consumption or 
something else about carbohydrate restriction. 

A new study out of Stanford University published by Shaw and 
Yang is helping answer that question. 

New Discoveries from Old Data
For this new study, investigators had to travel back in time to the 
prefortification era. Specifically, they examined California birth 
data from 1989-1991, analyzing data from 449 NTD cases and 458 
healthy controls. Data reviewed included interviews conducted 
an average of 5 months before a woman’s actual or predicted 
delivery date covering lifestyle and supplementation practices. 
Information about daily food intake 3 months prior to conception 
was measured using a semi-quantitative food frequency ques-
tionnaire. 

Low carbohydrate intake was defined as ≤5th percentile of carb 
intake of control women, or ≤122 grams/day. Note the recom-
mended dietary allowance (RDA), based on the amount of car-
bohydrate needed to adequately supply glucose to the brain, is 
130 grams of carbohydrate/day, and the typical “keto” diet in the 
research literature provides <50 grams/day.2 

Eye-Opening Findings
The authors’ results were concerning. Mothers of infants with 
NTDs were twice as likely to have consumed a low-carb diet within 
3 months of pregnancy (crude OR: 2.0, 95%CI: 1.2, 3.4). Adjusting 
for race/ethnicity, education, alcohol intake, and folic acid use had 
little impact (adjusted OR: 2.1, 95%CI: 1.3, 3.6). Adjusting for all of 
these plus calorie intake did modestly decrease risk, reducing the 
adjusted OR to 1.7 (95% CI 1.0, 3.0). 

Interestingly, the increased risk of NTDs in those eating “low carb” 
was tied to weight, with increased risk seen only among non

obese women who were restricting carbohydrates. No increased 
risk was seen with unplanned pregnancies, as was found by 
Desrosiers et al.

Beyond Folate
Since folate fortification of many high-carbohydrate foods had 
not yet been mandated in the dataset investigated by this study, 
the new findings weaken the hypothesis that folate intake medi-
ates the connection between NTDs and low-carb eating patterns. 
As the authors note, “...intake of a low carbohydrate diet may be a 
surrogate for low intake of other nutrients (other than folic acid) 
or of an (unknown) at-risk behavior associated with intake of a 
low carbohydrate intake in the periconceptional period.”

Of course, like all studies, this one had limitations, including a 
modest sample size of women consuming a low-carb eating pat-
tern. However, the use of face-to-face interviews close in time to 
the pregnancy and a comprehensive, semi-quantitative FFQ lend 
credence to the findings.

Take-Home for Registered Dietitian Nutritionists
Nearly half of U.S. pregnancies are unplanned,3 meaning that a 
woman may not even know she’s pregnant during the first weeks 
of pregnancy during which the fetal neural tube is forming. Given 
the widespread use of low-carb and very-low-carb (ketogenic) 
diets, women should be informed of the potential for increased 
risk of NTDs when following these eating patterns during precon-
ception and pregnancy.
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Title: Joy’s Simple Food 
Remedies: Tasty Cures for 
Whatever’s Ailing You
Author: Joy Bauer, M.S., R.D.N., C.D.N.  
Price: $15.99 Kindle, $20.41 
Hardcover (Amazon)

Joy Bauer is a world-renowned 
Registered Dietitian, the nutrition 
and health expert for NBC’s TODAY 
show, an author, and mother. Bauer 
has made great strides in the field of 

dietetics as a credible voice for nutrition and wellness. As the author 
of six books, Bauer has created accessible content that guides indi-
viduals towards achieving the healthiest versions of themselves. This 
review covers Bauer’s most recent book Joy’s Simple Food Remedies: 
Tasty Cures for Whatever’s Ailing You, a comprehensive, useful, and 
easy-to-follow guide providing recipes and evidence behind why 
certain foods can be helpful in healing several common ailments. 
Following the food recommendations for each ailment, Joy provides 
the reader with several recipes featuring these foods. 

The structure of Bauer’s book is straightforward: Describe a common 
ailment, then list five foods that could help ease the condition. 

The first ailment that Bauer discusses is how to minimize “belly fat.” 
The foods that Bauer recommends include salmon, Greek yogurt, 
artichoke, broccoli and onion. Because so many individuals struggle 
with weight, this is the first ailment that Bauer chooses to address. 
She provides a list of foods high in either protein, vitamin D, calcium, 
probiotics and/or prebiotics (fiber), helping to preserve lean body 
mass while feeding good bacteria in the gut. 

Next, Bauer covers five foods to boost energy, which include purple 
grapes, swiss chard, tofu and walnuts. She includes these foods 
because they are either hydrating, a good source of protein and iron, 
and/or high in omega-3 fatty acids. 

Third, Bauer provides five foods for reducing stress and anxiety, as 
high levels of stress and anxiety put the body in fight-or-flight mode 
and decrease overall perceived quality of life. These foods include 
fatty fish, chickpeas, steel-cut oats, oranges and chamomile tea. She 
claims these foods can help improve mood because they are either 
a good source of omega-3 fatty acids, which are anti-inflammatory 
and may help to reduce stress and depression, a good source of 
tryptophan, an amino acid that helps the body maintain a sense of 
calm as it helps to increase levels of circulating serotonin, a good 
source of vitamin C, or in the case of chamomile tea, acts as a natural 
sedative. 

Next, Bauer discusses five foods to manage bloating, which include 
skinless chicken breast, peppermint, zucchini, cantaloupe and kefir. 
These foods are good sources of either lean protein, potassium (an 
anti-sodium nutrient), or probiotics. While there are several reasons 
for bloating, these foods have been shown to relieve symptoms of 
Irritable Bowel Syndrome (IBS) and decrease water retention. 

Bauer continues on to discuss five foods for curing a hangover, 
combatting a cold or flu, “lifting brain fog,” relieving aches and pains, 

reducing wrinkles, lowering cholesterol, relieving seasonal allergies, 
preventing headaches and migraines, alleviating gas, enhancing 
dry and dull hair, fighting PMS, lowering high blood pressure, bat-
tling bad breath, boosting libido, preventing muscle cramps, and 
strengthening brittle nails. If interested in foods to address these 
ailments, Bauer’s book is a great reference. 

However, while much of the practical advice in this book can be 
useful, a few of Bauer’s claims may not be entirely supported by 
existing evidence. For example, she claims, “Salmon can specifically 
help people burn belly fat because it’s one of the richest sources of 
vitamin D.”  While improving vitamin D status through supplemen-
tation may modestly improve weight loss,1 little evidence exists to 
suggest that salmon consumption per se leads to decreased abdom-
inal obesity. 

On the whole, though, this book is recommended to anyone looking 
to improve overall health/wellbeing with evidence-based informa-
tion and recommendations surrounding foods to improve common 
ailments. It would also be a helpful reference for dietitians in private 
practice or in an outpatient setting looking for an easy-to-follow 
resource with an ample list of wholesome recipes. While this book 
is set up as more of a cookbook than a novel, it would be a helpful 
guide for those looking to diversify intake and try new recipes that 
have the potential to improve wellbeing. 

Reference
1. Perna S. Is vitamin D supplementation useful for weight loss programs? A systematic review 
and meta-analysis of randomized controlled trials. Medicina (Kaunas). 2019;55(7):368. Published 
2019 Jul 12. doi:10.3390/medicina55070368
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BOOK REVIEW: Joy’s Simple Food Remedies: Tasty Cures for Whatever’s Ailing You Reviewed by Jordan Stachel

PUBLIC POLICY UPDATES 
By Jennifer Lengyel, MS, RDN, LDN and WH DPG Policy and Advocacy Leader

Academy Submits Recommendations for 
Development of 2020-2025 Dietary Guidelines 
for Americans
Academy members have helped conduct, review and translate 
nutrition research for the Dietary Guidelines for Americans (DGA) 
since their inception. In a comment letter sent last week to the 
Dietary Guidelines Advisory Committee, the Academy shared 
recommendations and considerations from the Academy’s DGA 
Collaborative of member experts to assist the advisory commit-
tee in drafting its scientific report to inform the 2020-2025 DGAs. 
Some of the Academy’s recommendations include: additional 
research and funding to close identified gaps; research protocols 
and the use and development of systematic reviews; the need to 
address sustainability; the need for enhanced transparency; and 
clarification of the DGA’s target audience. Ten Academy mem-
bers are among 20 nationally recognized nutrition and health 
science authorities selected by the USDA and U.S. Health and 
Human Services to serve on the 2020 Dietary Guidelines Advisory 
Committee.

10.3390/medicina


GET READY FOR FNCE®!  We would LOVE to have you join us in Philadelphia for FNCE® 2019!

 

We are looking forward to a fabulous line-up of sessions 
and events that highlight women's health (see below) and 
hope you are able to join us!

We also have these opportunities for you to learn and 
network with the WH DPG Executive Committee and 
Members:

Foundation Nutrition Symposia
Date: Saturday, October 26 
9 am - 11 am: Botanicals and Immunonutrition
11:30 am - 1:30 pm: Nutrition Gaps Pregnancy DHA and 
Choline
1:30 pm - 3:30 pm: Vascular Health and Strawberries 
Location: Pennsylvania Convention Center, 120-ABC
 
DPG/MIG Membership Showcase
Date: Monday, October 28
Time: 9:00 am to 1:00 pm
Location: Pennsylvania Convention Center, Arch Street 
Bridge (200 level) across from Halls A/B

WH DPG Informal Mingle & Meet-Up 
Date: Monday, October 28, 2019
Time: 5:00 pm to 6:00 pm
Location: Circ Bar - Marriott Downtown Philadelphia Lobby     
Look for members with WH DPG Pins
                      
Foundation Gala
Date: Monday, October 28, 2019
Time: 8 pm - 10 pm
Location: Philadelphia Marriott, Grand Ballroom
 
FNCE® Session Panel Discussion
Title: Myths and Misconceptions of Breastfeeding - A 
Cultural Perspective
Date: Tuesday, October 29, 2019
Time: 9:45 am - 11:15 am 
Location: Pennsylvania Convention Center,120-ABC

17



 

OVERVIEW 2018-2019: The activities completed in 2018-2019 
were centered on the following strategic planning goals:

•	 Activities	to	increase	membership
•		 Actively	engage	membership	to	participate	on	several		
 forums and platforms
•		 Actively	engage	student	members	by	establishing	a		 	
 Student Member Liaison and Committee
•	 Proactively	focus	on	areas	of	Women’s	health	and	
 nutrition across the lifespan and in diverse areas of   
 women’s issues not previously covered.
•	 Build	up	expertise	and	leadership	pipeline	for	
 upcoming years

This was a year packed with quite a lot of firsts and work that 
could not have been done without the help of an incredible team 
of energetic and dedicated volunteer members, whose continued 
efforts make the Women’s Health DPG the premiere source of 
education, information and expertise on issues that impact 
women’s health. 

This past year saw the launch of the monthly DPG e-News, the 
Women’s Health Update. The newsletter Women’s Health Report 
(WHR) added a new “Trendsetters and Trailblazers” section recog-
nizing members doing extraordinary work, and explored topics 
including women veterans and weight management, lactation 
among incarcerated women and women athletes; and honored 
long-term member and contributor Denise A. Andersen, MS, RDN, 
LD, CLC, by establishing a new memorial award.  Additionally, WH 
DPG had another record-breaking attendance for its Spotlight 
session – Integrating Nutrition in Fertility at the Food and 
Nutrition Expo™ (FNCE®). WH also favorably reviewed a fertility 
nutrition video education module developed by the University of 
Washington, available on the WH DPG website. We celebrated rec-
ognition of WH DPG’s members, Dawn Ballosingh, MPA, RD, LMNT 
and Brenda Dobson, RD, for their appointments by the Academy 
to represent on the US Breastfeeding committee. 

Our social media team continues to be impactful in its strategic 
planning and has increased the number of followers it has had 
from years past. WH DPG updated to a new platform for forum 
discussions and has had, yet again, the most engagement that 
it has seen in previous years.

•  Our webinar offerings for continuing professional educa-
tion credits (CPEUs) showcased cutting-edge content that 
continues to be available to members for free and non-mem-
bers for a small fee. Some featured topics were:
   
   o Choline: Exploring the growing science of its bene-  
    fits for moms, during fetal development and beyond.  
    September 2018
   o Menopause and Successful Body Mass Change,   
    January 2019
   o Environmental Toxicity and Women’s Health, 
    March 2019 (No CPEU available)
   o The Role of Nutrigenomics in Clinical Practice, 
    May 2019

SPONSORS: Our leadership team thanks WH sponsors;
•	 Balchem	Corporation; sponsored the choline webinar 
•	 Hass	Avocado	Board; sponsored e-blast on an educational  
 resource, Healthy Beginnings: A Health Professional’s Guide to  
 Helping Mom and Baby Thrive

ADMINISTRATION: The WH DPG leadership team is made up of 
elected officers, committee chairs and members and Academy 
staff. The team met monthly via conference calls and one in-per-
son meeting at FNCE® October 20-23 in Washington, DC.  That 
included both reimbursement representative and treasurer 
trainings and at the Academy’s Public Policy Workshop.  

 

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.

 WH DPG ANNUAL REPORT June 1, 2018-May 31, 2019 

Continued on page 19
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WH DPG ANNUAL REPORT  Continued from page 18

LEADERSHIP: 
Elected officers:
 •	 Chair: Dawn Ballosingh, MPA, RDN, LMNT, IBCLC
		 •		 Past Chair: Katie Leahy, MS, RDN, CDN, CDE 
	 •		 Chair-elect: Emma Fogt, MS, MBA, RDN, LDN, FAND 
	 •	 Treasurer: Alena Clark, PhD, MPH, RD, CLC  
	 •		 Nominating Committee Chair: Julie Buck, EDD, RD

	 •		 Nominating Committee Chair-Elect: Catherine Sullivan, MPH,   
  RDN, LDN, IBCLC, FAND 

	 •		 Academy House of Delegates Representative: 
  Kathleen Pellechia, MS, RDN

Committee Chairs:
	 •	 Membership: Val Schonberg, MS, RDN, CSSD, LD, NCMP

Coordinators/Other Leaders
 •	 Policy and Advocacy Leader: Jennifer Lengyel, MS, RDN, LDN
 •	 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: Lee Crosby, RD, LD
	 •	 Assistant Publications Editor: Jordan Taffet
	 •	 Resource/Book Reviewer: Jessica Redmond, MS, RD, CSCS
	 •	 Website Coordinator: Leila Shinn, MS, RDN, LDN

MEMBERSHIP: As of 31 May 2019, the WH DPG had 871 members. 
This total includes 625 active, 2 associate members, 14 international 
members and 1 international student, 3 lifetime members, 20 retired 
members, 8 staff members and 198 students.  

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

•	 	 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)

•	 	 Four	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:	
  
  o  Excellence in Practice in Women’s Health
  o  Emerging Professional in Women’s Health
  o  Outstanding Student in Women’s Health 

NEWSLETTER PUBLICATIONS (Women’s Health Report)

Issue 1 - WH Annual Report, Celiac Disease and its Effects 
on Bone Health, Women Veterans Struggle with Weight 
Management after Leaving Military Service; Member spotlight: 
Ginger Carney MPH, RD, LDN, IBCLC, RLC; 2018 DPG Award 
Winners; Book Review: The Longevity Diet; Research Brief: Meat & 
Fish Consumption and Risk of Endometriosis; Stipend Recipients.

Issue 2 - Editor introduction of new sections;  Chair Update; 
Trendsetters & Trailblazers; Nutrition Counseling and Health 
Pregnancy Weight Gain; Incarcerated Mothers and Breastfeeding; 
Member Diversity Profiles; Research Brief: Lettuce Be Happy; 
Book Review: Body Kindness; Short pieces: FNCE 2019; HOD 
“Delegate Dish”; Quick and Easy Guide to WH DPG Resources; 
Reimbursement Tip: Are You Using this Go-To Resource.

FNCE® Washington, DC 2018 Activities:
•	 Annual	leadership	team	face-to-face	meeting	and	
 planning session 
•	 WH	DPG	Spotlight	Session	-	Integrating	Nutrition	in	Fertility
•	 WH	DPG	booth	at	the	DPG/MIG	showcase	staffed	by	leadership		
 team members 
•	 WH	DPG	recognition/awards	ceremony	before	the	Spotlight		 	
 Session 2018 
 
 o WH Award Winners:
	 	 •	 Excellence	in	Practice	in	Women’s	Health	–	Jean	Tiffany		 	
   Cox, MS, RD, LN
	 	 •	 Emerging	Professional	in	Women’s	Health	–	Lauren		 	
   Manaker, MS, RDN, LD, CLEC

FINANCIAL OUTCOMES:

Total Revenue:  $26,170    
Total Expenses:  $24,278
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Executive Committee 

Chair 
Emma Fogt, MBA, MS, RDN, LDN, FAND 

 Chair-Elect
Carol Plotkin, MS, RDN, CDN, ACSM

 
Past Chair 

Dawn Ballosingh, MPA, RD, LMNT, IBCLC  

 Treasurer 
Christine Quinn, MS, RDN, CDN

Nominating Committee Chair
Catherine Sullivan, MPH, RDN, LDN, IBCLC, FAND

Nominating Chair-Elect
Lauren Manaker, MS, RDN, LD, CLEC

Academy House of Delegates Representative
Kathleen Pellechia, MS, RDN

  
Chairs/Coordinators 

Social Media Coordinator
Miri Rotkovitz, MA, RD

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

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

Publications Editor
Lee Crosby, RD, LD

Assistant Publications Editor
Jordan Stachel, MS, RD

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

 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 

Membership Retention Coordinator 
Jennifer Scheinman, MS, RDN

Student Liaison 
Manisha Kisor Pise

Diversity Liaison 
Kanisha Neal, RD

Student Liaison Team Volunteers 
Lizenia Pazmin

Diane Tan

Academy Staff

Manager, DPG Relations
Susan DuPraw, MPH, RD

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

 

2019-2020 WOMEN'S HEALTH DIETETIC PRACTICE GROUP LEADERS

FEEL-YOUR-BEST RECIPE By Miri Rotkovitz, MA, RD

Butternut Squash and Roasted Corn Chowder 
with Garam Masala Vegan, Allergy-Friendly

When the weather turns brisk, this autumnal-hued soup is pure comfort. Roasted 
butternut squash and corn add color and textural interest to the warmly-spiced puree. 
The recipe is a nutritional powerhouse, too. It’s loaded with carotenoids, including 
beta-carotene, lutein, and zeaxanthin, powerful antioxidants that are also linked to 
a lower risk of breast cancer,1 making it perfect for Breast Cancer Awareness Month 
in October. Rich in fiber, this delicious dish also helps support a healthy microbiome. 

Serves 4 to 6 / Prep Time: 15 minutes / Cook Time: 30 minutes

1 large (4 to 5 pound) or 2 medium butternut squash, peeled and seeded
1 tablespoon extra-virgin olive oil, plus extra for roasting the squash
2 medium onions, peeled and chopped (about 3 cups)
2 large cloves of garlic, coarsely chopped
2 1/2 teaspoons garam masala  
4 cups squash cut into 1-inch chunks, plus 2 cups cut into 1/4-inch cubes
4 cups vegetable stock or water

1 to 1 1/2 teaspoons sea or kosher salt (optional) 
Freshly ground black pepper
2 cups frozen corn kernels

1. Preheat the oven to 425° F. Cut about 2/3 of the squash into 1-inch chunks, measuring and 
transferring to a large bowl as you go. (You should have about 4 to 4 ½ cups of large squash 
chunks – if you have a large graduated batter bowl, you can measure right in it.)  Cut the 
remaining squash into ¼ inch dice. (You should have about 2 cups of small dice; if there is extra 
squash, add it to the bowl of large pieces.) Place the small dice into a roasting pan or rimmed 
baking dish. Drizzle with a little olive oil, toss to coat, and set aside.   

2. In a large stockpot set over medium-high heat, warm the olive oil. Add the chopped onions 
and sauté just until they turn soft and translucent, about 5 to 7 minutes. Add the garlic and 
garam masala and sauté until aromatic, about 1 minute more.

3. Add the large squash chunks, stirring to combine with the onions and spices. Pour the stock 
or water into the stockpot. If you are using water, stir in 1 teaspoon of salt (if you’re using stock 
you may not need it; wait to taste the puréed soup before salting it). Bring to a boil over high 
heat, then reduce heat to medium-low and simmer for about 20 minutes, or until the squash 
is very tender.

4. When the soup starts to simmer, place the roasting pan with the diced squash in the pre-
heated oven.  Roast for 15 minutes, stirring midway through, or until the squash is tender and 
begins to caramelize. Add the corn kernels to the pan, mix to combine with the squash, and 
return to the oven to roast for 5 to 10 more minutes, or until the corn is hot and the vegetables 
are caramelized in spots. Remove from the oven and set aside.

5. With an immersion or regular blender, purée the soup until smooth. Season to taste with salt 
and pepper. Stir in the roasted squash and corn. Or, for company-worthy presentation, ladle 
the soup into individual bowls and garnish with a spoonful of the roasted vegetables.

Reprinted with permission from Bubbe and Me in the Kitchen: A Kosher Cookbook of Beloved Recipes and 
Modern Twists by Miri Rotkovitz

Reference: 1. Eliassen AH, Hendrickson SJ, Brinton LA, et al. Circulating carotenoids and risk of breast can-
cer: pooled analysis of eight prospective studies. J Natl Cancer Inst. 2012;104(24):1905–1916. doi:10.1093/
jnci/djs461doi:10.1093/jnci/djs461
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