
    

Menopause is the phase in the adult woman’s life characterized by 
the “physiologic or iatrogenic cessation of menses (amenorrhea) 
due to decreasing ovarian function1.”  Amenorrhea for 12 months 
following the last menstrual period marks the onset of natural 
menopause2. The average age of natural menopause for women in 
the US has been reported to be 51 years, but varies from woman to 
woman, with some women reaching menopause as early as 40 and 
others in their mid to late fifties3, 4.  Recent US census data indicate 
that about 43.5 million women are between the ages of 40 and 59, 
meaning that more than one quarter of American women, approxi-
mately 28%, are at or near menopause5. An additional 31.6 million 
are 60 years or older, translating to about 20% of women who are 
postmenopausal5.  

The onset of natural menopause is gradual, with the process 
beginning several years prior to complete menopause. This tran-
sitional period is known as perimenopause and is characterized 

by many endocrinological and 
physiological changes.  Since 
the body is preparing to shift 
from a reproductive to non-
reproductive state, there are 
marked changes in reproduc-
tive hormones during this time, 
which include reductions in 
estradiol, sex hormone-binding 
globulin (SHBG) and inhibin B, 
and increased levels of follicle-
stimulating hormone (FSH), 
testosterone and other adrenal 
androgens6, 7. These hormonal 
alterations are thought to con-

tribute to the changes in disease risk profile observed in peri- and 
early menopause, and appear to exert their effects independent of 
age, weight, lifestyle and other factors8-18. The hormonal changes 
of menopause are associated with increases in abdominal fat14, 18, 

19, shifts in cardiometabolic risk factors20, 21 such as higher total and 
low-density lipoprotein (LDL) cholesterol and lower high-density 
lipoprotein (HDL) cholesterol, as well as increased risk of metabolic 
syndrome (MetS)14, 22 and bone loss16, 23. 

The menopausal transition is also associated with a variety of physio-
logical symptoms, the most common of which are vasomotor symp-
toms (VMS) such as hot flashes and night sweats. More than 50% of 
women report experiencing hot flashes and night sweats, and these 
often persist well into postmenopause4, 24.  A recent cross-sectional 
study of over 10,000 British women who were on average 10 years 
postmenopause reported that 54% continued to experience VMS 25.  
Other less common symptoms include vaginal atrophy and dryness, 
moodiness, irritability, depression, memory loss, insomnia or sleep 
disturbances, and menstrual irregularities.

Nutritional status, dietary quality, and other lifestyle behaviors, 
including physical activity, alcohol intake and smoking, are important 
factors in determining the health risks of women 40 years of age and 
older as they transition to menopause, and potentially impact the 
onset and severity of symptoms associated with perimenopause and 
menopause.  This report highlights expert guidelines related to opti-
mizing health and nutritional status of middle aged and older women 
during perimenopause and menopause.  The companion piece 
examines the conventional treatment of VMS and emerging evidence 
of diet, physical activity, and other approaches to symptom relief.

HealtH Risks

Abdominal Fat: It is well established that the weight gain many 
women experience during their transition to menopause is age-
dependent and not simply the result of hormonal-related changes 
also occurring at this time26-29.  The Framingham Nutrition Studies 
have previously shown that women 20 years and older continue 
to gain weight into their sixth decade, with an average gain of 8.6 
kg (approximately 19 lb) over 26 years of follow-up26.  Importantly, 
weight gain appears to be greatest in early adulthood but contin-
ues, albeit with lower velocity, thereafter.  The overall Framingham 
findings are consistent with others reporting an annual weight 
gain of 0.4 to 0.75 kg (0.9 to 1.7 lb) in middle aged women 42 to 57 
years old19, 27-29.  Evidence also suggests that changes in body fat 
distribution during perimenopause are related to hormonal shifts, 
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I was working with the author of this double issue’s two lead articles, Dr. Dolores 
Wolongevicz, when we were alerted to the bombings at the Boston marathon.  We 
immediately turned on the news and witnessed the moment of the second bomb 
blast and observed the chaos in the crowds and then the first responders in their 
valiant efforts to provide assistance to victims, their families, and the police.   Boston 
is our home.  We know these streets.  The marathon is a highlight of every year.  Dr. 
Wolongevicz trained at Boston Medical center. I have personally served in many fac-

ulty and administrative roles there and currently have many colleagues caring for the marathon victims 
and their families.  This senseless cruelty is shocking.  It is time for prayer, resolve and positive responses 
in as many ways as possible.   Boston Strong is inspiring.  While the outpourings of support cannot undo 
the horrific events, they can help those most closely affected and bring the city back to life.  When the 
center of Boston reopened this past week, people thronged there to show their solidarity and support.  It 
was a sight to behold and one that is very reassuring of the best parts of our humanity. It is a reminder too 
perhaps that to serve others is an important choice and our profession is pivotal in promoting the health 
and well-being of our nation.

I think you will find this issue of the Women’s Health Report to be rich in detail and information on a topic 
that evades many nutrition textbooks and even expert guidelines – perimenopause and menopause.  
When we decided as a Dietetic Practice Group to expand our focus to include all life stages of women, we 
understood that tackling certain topics would be challenging.  The ones we address in this issue are partic-
ularly complex since there is so much controversy on the role of nutrition in the transition to menopause, 
especially in the alleviation of its most common symptoms such as  ‘hot flashes’. Nonetheless, I believe we 
have addressed it successfully and bring to you two lead articles which highlight the key role of nutrition 
in both perimenopause and menopause.  We also provide complementary features which examine yoga 
as a method of managing physical and emotional aspects of the transition to menopause, as well as physi-
cal activity for women of advancing age.  We highlight some of the most recent research on nutrition in 
perimenopause and menopause, and have an interview with a WH DPG practitioner who is working with 
women of advanced age.  This issue also provides members with information on our relatively new men-
toring activities and the webinar series, which has been wildly successful, and is archived in the WH DPG 
website.  We, like Boston, are also strong and getting even stronger as a DPG.  Hopefully you will find this 
rich newsletter a major resource and inspiration. 

fRom tHe CHaiR Barbara E. Millen, DrPH, RD, FADA
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Hello! I am truly honored to come to you as the new Publications Editor for the 
Women's Health Report. I only recently became a member of the DPG, but have been 
passionate about women's health for some time. My special interest in perinatal health 
and nutrition developed during graduate studies at the University of Minnesota, where 
I completed the Public Health Nutrition MPH program and Dietetic Internship. Today 
my journey continues as Nutritionist II and Breastfeeding Peer counselor Program 
Manager with the Women, Infants and children program aboard Marine corps Base 

camp Lejeune. I look forward to learning more about all of you in the future! 

As your Editor my hope is to continue offering relevant and stimulating pieces on a variety of topics, 
presented in a way that encourages reading the newsletter cover to cover. To this end, your comments, 
concerns and questions are always welcome. Many thanks to the DPG leaders, especially Miri Rotkovitz, 
for their patience and guidance. 

In this special double issue of the WHR we explore healthy aging, highlighting a subject relevant partic-
ularly to older women − perimenopause and menopause. A comprehensive two-part feature from Dr. 
Dolores Wolongevicz discusses the transition into menopause, and then examines the evidence-based 
nutrition and lifestyle treatment recommendations. Pieces on restorative yoga and the current physical 
activity guidance for aging women expand on lifestyle treatment options; while Jamillah Hoy-Rosas, MPH, 
RD, cDE speaks to the clinical end of symptom alleviation. Not to be missed are two candid interview 
pieces: one from the WHR Assistant Editor, Amber Payne with Patty Poe EdD, RD, and another between WH 
DPG Past chair, Maria Pari-Keener, MS, RD, cDN and Pat Slinger-Harvey, RD, our Mentoring coordinator. As 
you can tell, there is a lot to take in, so grab a refill on your coffee or tea and check out the administrative 
updates from both the DPG and the Academy.

In one way or another, each of us is touched by the issue of aging — in our workplaces (e.g., long-term 
or acute care, home care, government agency or private practice) or with our own aging loved ones, 
including ourselves. As nutrition professionals and members of the WH DPG we are in a unique position to 
improve the general well-being, vitality and quality of life for this group, acting as passionate proponents 
of healthy aging, particularly for older women. I hope this jam-packed double issue sparks thoughtful 
discussion and action, both within the DPG and on larger platforms as well. Enjoy!

fRom tHe eDitoR Heather A. Goesch,  MPH, RDN, LDN
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primarily FSH, independent of age. For example, Lovejoy et al.          
followed 103 caucasian and 55 African American perimenopausal 
women over four years to assess changes in body fat distribution18.  
Women who were postmenopausal at year 4 had a significant 
increase in visceral abdominal fat.  changes in visceral fat continued 
until onset of menopause and then stabilized postmenopausally. 
Similarly, in the multi-ethnic Study of Women’s Health Across the 
Nation (SWAN) conducted across six states in the US,  perimeno-
pausal women gained 5.7 cm (2.2 in) in waist circumference over six 
years, with this rate slowing once the women reached menopause 
(i.e. 12-months after their last menstrual period)19. 

cardiometabolic Risk Factors: Total cholesterol and LDL increase 
during perimenopause15, 20.  A small follow-up study by cho et al. 
measured changes in lipids and lipoproteins in 104 perimenopausal 
Korean women over two to four years15.  During the perimenopausal 
period, there were increases of 10.9% (19.6 mg/dL) in total cholester-
ol and 18.6% (18.9 mg/dL) in LDL cholesterol. These elevations were 
dependent on changes in FSH levels and not related to changes in 
body weight.  comparably, in 1054 women in the SWAN study who 
had transitioned to menopause by year 9 of follow-up, total and LDL 
cholesterol levels increased significantly from baseline20.  Blood sam-
ples were collected and analyzed annually.  Both levels increased by 
approximately 10% from age-adjusted mean baseline levels of 191.8 
mg/dL and 113.6 mg/dL, respectively. The changes were adjusted for 
age, ethnicity, study site, weight, smoking, physical activity, blood 
pressure and other cardiovascular covariates. 

Metabolic Syndrome: MetS is a clustering of risk factors that can lead 
to heart disease, stroke and other cardiovascular diseases, as well 
as type 2 diabetes.  These metabolic risk factors include abdominal 
obesity, glucose intolerance or insulin resistance, hypertension, 
hypertriglyceridemia, and low HDL cholesterol.  Diagnosis of MetS 
is determined when three of the five metabolic risk factors present 
together.
   
Emerging literature suggests that the menopausal transition is also 
associated with the development of MetS14.  In a separate analysis 
of the SWAN data, Janssen et al. reported the prevalence of MetS 
by the time of last menstrual period to be 32.7%14.  Over nine years 
of follow-up, women were 45% more likely to develop MetS during 
perimenopause (95% cI: 1.35-1.56) and 24% more likely to develop 
MetS after menopause (95% cI: 1.18-1.30) compared to premeno-
pausal women who were free of MetS at baseline. The authors attri-
bute the increase in MetS prevalence to higher testosterone, which 
was an independent predictor of three of the five MetS components 
(waist circumference, HDL and glucose levels) after adjustment for 
age and other cardiovascular risk factors such as smoking and BMI. 
Of the hormones measured − estradiol, SHBG and testosterone − 
hormonal changes were dominated by elevations in testosterone 
levels; FSH was not measured in this study. It is reasonable to assume 
that FSH levels were higher in response to lower estradiol. Given that 
research has demonstrated a positive association of FSH in relation 
to abdominal fat distribution and other cardiometabolic risk factors, 
it is possible that testosterone is not the only hormone driving devel-
opment of MetS during the menopausal transition.  

Bone Loss: Estrogen inhibits bone resorption through a number of 
different mechanisms; hence, decreased estrogen production results 
in an increased rate of bone resorption16, 23, 30, 31.  For example, lower 
estrogen directly impacts estrogen-dependent mechanisms, where-
by intestinal calcium absorption and renal tubular reabsorption are 
lessened16, 23.  Reduced dietary calcium utilization is compounded 
by age-related decreases in intestinal absorption16.  Bone loss, espe-
cially at the spine and hip, begins in perimenopause in response to 
declining estrogen levels and continues well after menopause16.  
Further, perimenopausal women with VMS had higher bone turn-
over than those without VMS32.  Osteoporosis is therefore a chief 
concern for both peri- and postmenopausal women.

Metabolism: Besides the aforementioned health risks, metabolism 
also slows prior to and at menopause18.   Twenty-four-hour energy 
expenditure (24-h EE), as measured by a whole-room calorimeter, 
significantly decreased among women who became postmenopaus-
al (-9.3%) at year 4 of follow-up, and also among those who remained 
perimenopausal (-7%)18. The difference between the groups was not 
statistically significant.  The clinical significance of these findings is 
that the reductions in 24-h EE observed by Lovejoy et al. correspond 
to about 200 calories per day18.  Without changes in energy intake 
and output, this would potentially lead to an approximate annual 
weight gain of 9.5 kg (21 lb).

Disease PReveNtioN aND Risk ReDuCtioN: Dietary and 
lifestyle strategies

Dietary Strategies:  A balanced diet is the cornerstone of health pro-
motion and disease prevention in middle aged and older women. 
As such, intervention strategies such as preventive medical nutrition 
therapies and dietary patterns that are consistent with those out-
lined in the Dietary Guidelines for Americans offer sound guidance to 
help mitigate menopause-related health risks and age-dependent 
changes in metabolism and weight33.  Further, dietary patterns 
found to be associated with high diet quality have consistently been 
shown to lower risk of diseases such as obesity, MetS, type 2 diabetes 
and cardiovascular disease (cVD) 34-38.  Dietary recommendations, 
therefore, tend to emphasize daily whole food intake patterns like 
those of the United States Department of Agriculture (USDA) and the 
Dietary Approaches to Stop Hypertension (DASH) diet. These food 
patterns will ensure women’s nutrient needs are met given adequate 
calorie intake. An assessment of all foods and beverages consumed 
is necessary to determine where and how they are best incorporated 
into building a healthy eating pattern and controlling calorie intake 
for weight management. Encouraging increased physical activity will 
also help women achieve calorie balance to manage body weight. 
Specific guidelines of the Dietary Guidelines for Americans are sum-
marized below.

Foods and Nutrients to Increase

As part of a healthy eating pattern, women in this age range should 
strive to meet the following recommendations regarding which 
foods and nutrients to increase while staying within their calorie 
needs.

WomeN iN tRaNsitioN to meNoPause (PaRt 1) Continued from page 1
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Fruits and Vegetables:  Increase consumption of fruits and vegetables. 
Average daily fruit and vegetable intake among women 31 years or 
older is about 1 and 1.5 one cup equivalents, respectively (excluding 
peas and dried beans)39.  The guidelines also advocate consum-
ing a variety of vegetables, especially dark green, red and orange 
vegetables, beans and peas. Usual average intake of these types of 
vegetables among women in this same age range is reported to be 
0.3 one cup equivalents39.  Incorporating more fruits and vegetables 
into these women’s diets will help provide much needed potas-
sium and fiber, which have been identified as “nutrients of concern” 
because few Americans consume these in adequate amounts33.

Whole Grains: Increase whole grain intake.  The guidelines recom-
mend that at least half of all grains should be whole grains, which 
can be accomplished by replacing refined grains with whole grain 
options such as 100% whole wheat breads and pasta, as well as 
brown rice. The average daily intake for women 31 years or older is 
only about 0.7 one ounce equivalents39.

Fat-free and Low-fat Dairy: Increase intake of fat-free or low-fat milk 
and milk products or fortified soy beverages. US women are falling 
short of meeting the Institute of Medicine’s (IOM) calcium recom-
mendations. The Dietary Reference Intake (DRI) for calcium, estab-
lished as a Recommended Dietary Allowance (RDA), is 1000 mg for 
women 19-50 years and 1200 mg for women 51-70 years40.  Median 
dietary calcium intake of women 41-50 years who are not taking a 
supplement is 619 mg, and 601 mg for women 51-60 years41.  Of 
those taking a supplement, women 41-50 years are consuming a 
median of 700 mg of dietary calcium and 213 mg from a supple-
ment; whereas 51-60 year old women are obtaining 671 mg of cal-
cium from food and 280 mg from a supplement41.  

Encouraging consumption of calcium-rich foods like fat-free and 
low-fat yogurt, milk and cheese, as well as dark green leafy vegeta-
bles, sardines, legumes, and fortified soy beverages may be helpful 
in preventing bone loss.  Vitamin D is also important to promote cal-
cium absorption. While the definition of what constitutes adequate 
levels of vitamin D remains controversial, the recommendation 
set forth by the IOM is 600 IU/day40.  Dietary sources of vitamin D 
include fatty fish, fish liver oil, egg yolks, and fortified foods including 
milk and orange juice. Milk and milk products will also contribute to 
potassium in women’s diets.

Protein Foods: choose a variety of protein foods that are lower in 
solid fats and calories, and/or are sources of oils, such as legumes, 
lean meat and poultry, seafood, eggs, soy products, and unsalted 
nuts and seeds.  The guidelines further recommend consuming 
about 8 ounces a week of a variety of seafood for prevention of heart 
disease, which is of particular concern for peri- and postmenopausal 
women. Seafood with lower and higher amounts of omega-3 fatty 
acids but lower amounts of mercury are great choices and offer vari-
ety.  However, it is important to encourage consumption of higher 
omega-3 fish with lower mercury content, particularly salmon, 
light tuna, Atlantic and Pacific mackerel, lake trout, anchovies, her-
ring, sardines and Pacific oysters, for cardiovascular protection. 
Perimenopausal women who are pregnant or breastfeeding should 
not eat tilefish, shark, swordfish or king mackerel because they are 

high in mercury.  While it is safe for these women to consume all 
types of tuna, including white (albacore) and light canned tuna, the 
white tuna should be limited to 6 ounces per week because of higher 
mercury content. For postmenopausal women, consuming a variety 
of seafood in the recommended amounts offers cardiovascular ben-
efit with minimal risk of excess mercury exposure.

Protein foods such as lean red meat, poultry, fish, and eggs are also 
iron-rich.  For perimenopausal women experiencing irregular men-
ses along with heavy bleeding, iron is essential to prevent anemia.  
Other sources of iron include leafy greens and iron-enriched prod-
ucts such as cereals and grains. 

Oils: Use oils to replace solid fats where possible. Oils provide a high 
proportion of heart-healthy monounsaturated and polyunsaturated 
fats, which are liquid at room temperature. They help to lower LDL 
cholesterol – the increase in which is another adverse health effect 
associated with the menopausal transition. Oils are also natu-
rally found in foods including olives, nuts, avocados, and seafood. 
conversely, solid fats contain a high proportion of saturated fats, 
which increase LDL cholesterol and heart disease risk. Saturated fats, 
such as butter or shortening, are solid at room temperature.

Foods and Food components to Reduce 

Sodium: Reduce daily sodium intake to less than 2,300 mg (e.g. the 
amount in 1 teaspoon of table salt). Women who are 51 and older, 
or are African American, or who have hypertension, diabetes, or 
chronic kidney disease should reduce their sodium intake to no 
more than 1500 mg per day. The most recent data show that US 
adults consume an average of 3,466 mg of sodium per day; however, 
this is a conservative estimate as it does not include salt added at the 
table or in food preparation42.  Processed and restaurant foods may 
continue to account for approximately 77% of sodium intake, and an 
estimated 10% comes from table salt and cooking43.  In general, as 
sodium intake increases, so does blood pressure. Women transition-
ing through to menopause may benefit from lowered sodium intake 
to prevent hypertension, a component of MetS and a contributor to 
cVD. 

Strategies to help women reduce sodium intake include: 1) consum-
ing more fresh and fewer processed foods; 2) reading Nutrition Facts 
Labels (foods with 20% or more Daily Value (DV) are considered high 
in sodium); 3) eating at home more often; 4) using little or no salt or 
salt-containing seasonings in cooking; 5) avoiding salt at the table 
(including sea salt or kosher salt); 6) asking that foods be prepared 
without added salt, MSG, or salt-containing ingredients, such as soy 
or teriyaki sauces when eating out; and 7) knowing terms that indi-
cate high sodium content (pickled, cured, smoked, soy sauce, broth) 
when shopping or choosing from menus.

Saturated Fat: Limit saturated fat to less than 10% of daily calories. 
The current level of saturated fat intake for women in the US 40 years 
or older is approximately 11%44.  For peri- and postmenopausal 
women, replacing saturated fat with monounsaturated and poly-
unsaturated fats like those found in oils, avocados, nuts, and seeds 
may lower blood cholesterol levels, and in turn lower risk of cVD. 
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However, it is important that total fat remain within 20 to 35% of 
calorie intake. Data from the National center for Health Statistics 
indicate that women in this age range are within recommended 
levels for total fat44.

Dietary cholesterol: Limit dietary cholesterol to less than 300 mg per 
day to help maintain normal cholesterol levels and thereby reduce 
heart disease risk. Data indicate that American women are meet-
ing this recommended level, as their average cholesterol intake is 
240 mg per day33. Further cardiovascular benefit may be seen with 
intake levels less than 200 mg per day. cholesterol intake can be 
reduced by consuming fewer animal products, including meat and 
liver, cream, sour cream, and half and half, as well as eggs and foods 
that contain eggs, such as custard.

Trans Fats: Keep trans fat intake as low as possible. Trans fats increase 
LDL cholesterol levels and the risk for heart disease. It is recommend-
ed to limit foods that contain partially hydrogenated oils, which have 
been processed to be solid at room temperature, as well as other 
solid fats. The easiest way for middle aged and older women to 
eliminate trans fat is to reduce the amount of processed and refined 
foods they eat, including crackers, store-bought baked goods, frozen 
pizza, and microwave popcorn.  It is important to note that foods 
can contain small amounts of trans fats, even if the Nutrition Facts 
Label indicates '0 g Trans Fats.' If the ingredient list includes partially 
hydrogenated or hydrogenated oils, then trans fats are in the food. 
Also, when trans fats are eliminated from food products, they are 
often replaced with saturated fats; look for products that provide 5% 
DV or less of saturated fat per serving.

Solid Fats and Added Sugars: Reduce the intake of calories from 
solid fats and added sugars.  On average, solid fats and added 
sugars account for 35% of Americans’ daily calories33.  These food 
components provide few essential nutrients and little to no dietary 
fiber. Therefore, the guidelines recommend that no more than 5 to 
15% of daily calories should come from solid fats and added sugars.  
Encouraging reduced consumption of foods contributing the most 
to solid fats and added sugars in the diet will be essential so that 
women can meet their nutrient needs while staying within calorie 
limits. As noted in the guidelines, major food sources of solid fats 
in the US include grain-based desserts, pizza, whole milk cheese, 
sausage, hot dogs, bacon, ribs and fried white potatoes33.  Refined 
grain foods often contain solid fats, added sugars, and sodium; lim-
ited consumption of these foods is also advised. Items that are con-
sidered to be added sugars include high fructose corn syrup, white 
sugar, brown sugar, corn syrup, corn syrup solids, raw sugar, malt 
syrup, maple syrup, pancake syrup, fructose sweetener, liquid fruc-
tose, honey, molasses, anhydrous dextrose, and crystal dextrose33.

Alcohol: If alcohol is consumed, women should limit their intake to 
one drink per day. currently, 4% of women consume more than the 
recommended amount33. One drink is considered to be a 12-ounce 
regular beer, a 5-ounce glass of wine or 1 half-ounce serving of 80-
proof distilled spirits45.

summaRy

collectively, the recommendations set forth in the Dietary Guidelines 
for Americans provide a strong foundation to support healthy middle 
aged and older women in maintaining health through peri- and 
postmenopause. Appropriate medical nutrition therapy is warranted 
for women with existing chronic disease such as heart disease, type 
2 diabetes or osteoporosis. 
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Women in TransiTion To menopause: key Nutrition and 
Health Considerations (Part 2) Dolores Wolongevicz, PhD, RD, LDN 

    

In the previous section, health risks associated with the transition 
through menopause and beyond, as well as appropriate preventive 
nutrition and lifestyle strategies to facilitate health maintenance and 
risk reduction, were discussed.  The perimenopausal period also marks 
the beginning of menopause-related symptoms, of which vasomo-
tor symptoms (VMS) are the most prevalent and bothersome. Thus, a 
review of conventional and alternative treatment methods for VMS 
relief is presented herein. 

vms Relief: CoNveNtioNal tReatmeNt 

Perimenopause can last from months to years. Depending on the 
frequency and severity of VMS, women may seek medical treatment 
for relief.  Low-dose oral contraceptives appear to be a viable option 
for women in perimenopause for several reasons. First, even though 
fertility decreases during this time, pregnancy may still occur. 
Therefore, effective contraception methods, including hormonal 
contraceptives, are often recommended during the perimenopausal 
years to prevent unplanned pregnancy1.  Second, the estrogen 
and progestin doses in oral contraceptives help alleviate VMS and 
control irregular menses2.  They have also been shown in recent 
review articles to have a positive effect on bone mineral density 
in this population of women3, 4. However, oral contraceptives are 
not recommended for perimenopausal women who smoke or are 
obese, hypertensive, or diabetic because of the risk of myocardial 
infarction (MI), venous thromboembolism and stroke2.  Traditional 
postmenopausal hormone therapy is not usually considered for peri-
menopausal women because doses are too low to inhibit ovulation 
and do not offer contraceptive benefit1, 2.   

Hormone therapy (estrogen alone or in combination with progestin) 
remains the most effective method for managing VMS and pre-
venting osteoporosis despite many unanswered questions regard-
ing long-term risks and benefits for postmenopausal women5, 6.  
Estrogen-only hormone therapy is for use in women who have had a 
hysterectomy.  For women with an intact uterus, combined estrogen 
plus progestin therapy is necessary to prevent endometrial cancer5. 

controversy surrounding hormone therapy flared in the late 1990s 
and early 2000s amidst results from two prominent randomized 
controlled trials: the Heart and Estrogen/Progestin Replacement 

Study (HERS) and the Women’s Health Initiative (WHI)7 ,8.  The HERS 
trial examined the effect of hormone therapy on risk of coronary 
heart disease (cHD) events in 2,763 US postmenopausal women 
with known cHD. During its first year there was a 50% increase in 
cHD events, defined as nonfatal MI or cHD mortality in the hormone 
group compared to the placebo group9. However, after two years 
there were fewer events in the hormone therapy group than in the 
placebo group.  At the end of the four-year trial there were no sig-
nificant differences in cHD events between the two groups (relative 
hazard [RH] 0.99; 95% cI: 0.80-1.22). There was a significant increase 
in blood clots (RH 2.89; 95% cI: 1.50-5.58) and a borderline signifi-
cant increase in gallbladder disease (RH 1.38; 95% cI: 1.00-1.92) in 
women taking active hormones.  The major finding of the HERS trial 
demonstrated no overall cardiovascular benefit of hormone therapy 
to prevent future cHD events in women with established heart dis-
ease. The reduction in risk of cHD events observed after year 1 in the 
hormone group did not persist with longer term treatment10. 

In contrast, the Hormone Therapy Trials of the WHI investigated the 
effects of estrogen alone and estrogen plus progestin (E + P) on 
preventing cHD and osteoporosis-related fractures, and on risk of 
breast cancer in more than 27,000 healthy, postmenopausal women 
across 24 US states and the District of columbia. The E + P trial 
(n = 16,608) was stopped approximately 3 years early due to safety 
concerns11. Data safety review showed E + P was associated with 
increased breast cancer risk, along with some increase in cardio-
vascular disease risk (cHD, stroke and pulmonary embolism) over 
an average follow-up period of 5.2 years. The Estrogen-Alone trial           
(n = 10,739) was stopped approximately 1.5 years early because 
there was evidence of an increased risk of stroke with no apparent 
benefit for cHD, which was the primary study outcome over an aver-
age follow-up period of 7 years12. 

The findings from HERS and WHI led to a remarkable decrease in 
hormone therapy use, spurring the need for alternative treatments.  
In fact, Hersh et al. estimated that prescriptions for hormone therapy 
declined from 91 million in 2001 to approximately 57 million in 2003 
following publication of these trial results in 200213.  For women 
seeking nonhormonal medical alternatives, antidepressants in the 
classes of selective serotonin reuptake inhibitors (SSRIs) and selec-
tive norepinephrine reuptake inhibitors (SNRIs) have demonstrated 
promising results for VMS relief. But it must be noted that studies 
of antidepressants and hot flashes are mainly in postmenopausal 
women.  When compared to a placebo, SSRIs (fluoxetine, citalopram, 
paroxetine) and SNRIs (venlafaxine, desvenlafaxine) have been more 
effective in reducing hot flashes14.   In particular, fluoxetine and 
venlafaxine have been shown to reduce the incidence of hot flashes 
by as much as 50 to 60% in postmenopausal women15, 16.  More 
recently, in the January 2013 issue of Menopause, it was reported 
that desvenlafaxine reduced hot flashes by 60 to 65% compared to 
placebo in a multi-center randomized trial of 365 postmenopausal 
women averaging 50 hot flashes per week17.

Continued on page 8



Despite the potential of antidepressants as a remedy for meno-
pause-related hot flashes in postmenopausal women, the Food and 
Drug Administration (FDA) has not approved any antidepressant 
for the treatment of hot flashes. Prescribing antidepressants for this 
purpose is considered an off-label use of these drugs.  

Gabapentin, an antiepileptic, is another drug that has been shown 
in randomized, placebo-controlled trials to lessen the frequency and 
severity of VMS in postmenopausal women by as much as 45% and 
54%, respectively14, 18.  However, on March 4, 2013, the FDA Advisory 
committee for Reproductive Health Drugs voted against the use of 
the drug for treating hot flashes amidst concerns of limited efficacy 
combined with side effects such as dizziness19.  Of note is that these 
studies, like those in the antidepressant literature, were done in post-
menopausal women.  

It appears that symptom relief in perimenopausal women is best 
achieved with low-dose oral contraceptives, which carry very little 
health risk in women for whom they are not contraindicated. 
conversely, in postmenopausal women, the decision to initiate hor-
mone therapy involves careful consideration by women and their 
providers of whether the possible benefits outweigh the potential 
risks. 
             
vms Relief: Diet aND lifestyle stRategies aND HeRBal 
tHeRaPies
 
Beyond drugs, there are lifestyle strategies and herbal therapies 
available that may help some peri- and postmenopausal women 
manage VMS.  None of these options, however, are as effective as 
hormonal treatment.   

Diet aND lifestyle stRategies

Diet:  Recent evidence suggests that dietary patterns characterized as 
either a “fruit” or “Mediterranean-style” diet may alleviate night sweats 
and hot flashes in menopausal women20.  Among 6,040 women with 
natural menopause enrolled in the Australian Longitudinal Study 
on Women’s Health, six dietary patterns were identified using factor 
analysis: cooked vegetables, fruit, Mediterranean-style, meat and 
processed meat, dairy, and high-fat and high-sugar.  At year 9 of 
follow-up the women were 50 to 55 years old and 93.7% reported 
experiencing VMS.  Those with VMS were more likely to have lifestyle 
factors that have been linked to these symptoms, including smok-
ing, alcohol and obesity, compared to women without symptoms.  
In multivariate analysis, the fruit and Mediterranean-style patterns 
were inversely associated with VMS comparing the highest and low-
est quintiles (odds ratio [OR]: 0.81; 95% cI: 0.71-0.93 and OR: 0.80; 
95% cI: 0.69-0.92, respectively).  The high-fat and high-sugar dietary 
pattern, in contrast, was positively associated with VMS (OR: 1.23; 
95% cI: 1.05-1.44).  The ORs were adjusted for many confounders 
such as body mass index (BMI), smoking, alcohol use, hormone ther-
apy, oral contraceptives, marital status, etc.  While these results are 
inconsistent with others who have reported no association between 
individual nutrients and VMS, this may be because examining overall 
diet exposure (e.g. food/dietary patterns)  provides a better measure 
to assess the role of diet as it relates to VMS, as it captures the com-

plex synergy and colinearity among nutrients21, 22.  These findings, 
therefore, lend support to the nutrition recommendations outlined 
in the Dietary Guidelines for Americans23 as being well-suited for 
middle aged women in the menopausal transition. 

Trigger Foods: The literature often cites hot and spicy foods and caf-
feine as triggers for hot flashes24-26.   However, there is no clinical trial 
evidence to support limiting these for VMS management.  The basis 
for their role in menopause-associated hot flashes may relate to 
mechanisms involved in regulating core body temperature27, 28.  For 
example, in a small randomized cross-over trial of healthy, lean men 
and women, core body temperature was greater after test loads of 
1 g of red pepper compared to no red pepper29.  Small elevations in 
core body temperature appear to be one of the underlying trigger-
ing mechanisms by which hot flashes are induced27. 

Alcohol: Alcohol may be associated with different risk patterns 
depending on menopausal transition status30-32.  For instance, in 
perimenopausal women consuming one to five drinks per week, 
alcohol was inversely associated with hot flashes (OR: 0.52; 95% 
cI: 0.31-0.86) compared to nondrinkers, after adjusting for age, 
ethnicity, hormone therapy, oral contraceptives and depression in 
cross-sectional analysis30.  The women (n = 468) were participants 
in a randomized controlled trial of a menopause risk management 
program recruited from a health maintenance organization in 
Massachusetts.  Alcohol consumption was also associated with lower 
risk of hot flashes in perimenopausal women aged 45 to 54 years 
of the Mid-Life Health Study31.  cross-sectional analysis of women 
enrolled in this study of women living in metropolitan Baltimore, 
Maryland found that current alcohol use was associated with a sta-
tistically significant reduced risk of hot flashes (relative risk [RR]: 0.80; 
95% cI: 0.71-0.91) compared to nondrinkers, controlling for age and 
smoking. The authors did not adjust for BMI even though the cases 
(362 mid-life women who ever experienced a hot flash) were more 
likely to have a higher BMI than controls (264 mid-life women never 
reporting a hot flash).  On the other hand, postmenopausal women 
who drank alcohol had a 30% higher risk of hot flashes compared 
to nondrinkers, after adjustment; results were not statistically sig-
nificant32.  The mechanism whereby alcohol exerts an effect on risk 
of hot flashes in peri- and postmenopausal women has not been 
elucidated.  

Isoflavones: Isoflavones are a category of phytoestrogens − plant-
derived estrogens − which have a weak estrogenic effect.  Genistein 
and daidzein are the most potent isoflavones and are found in soy-
beans, soy products, red clover and alfalfa33-35.  Many well-controlled 
studies support the use of soy foods for alleviation of hot flashes34, 
36, 37. Notably the 2011 Isoflavones Report from the North American 
Menopause Society supports soy-based isoflavones for modest relief 
of VMS in postmenopausal women34.  Isoflavones from red clover 
also appear to offer some benefit in controlling mild to moderate 
VMS38-40.  The role of dietary and supplemental isoflavones in the 
etiology of VMS as well as their safety and efficacy in different eth-
nic groups, or among women with estrogen-dependent cancers, 
remains to be established.  Moreover, isoflavone interactions with 
prescription and over-the-counter medication require further study.
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Vitamin E: Studies of vitamin E for the treatment of VMS specifically 
in peri- and postmenopausal women is limited41-42.  In one placebo-
controlled double-blind cross-over trial, 51 postmenopausal women 
took a placebo identical in appearance to a vitamin E softgel capsule 
daily for four weeks41. This was followed by a one-week wash out 
period and then four weeks of daily 400 IU vitamin E. There was a 
statistically significant difference (p < 0.0001) in hot flash severity 
score (2.37 ± 0.74 vs. 1.80 ± 0.87) as well as in daily hot flash fre-
quency (5.00 ± 3.34 vs. 3.19 ± 2.74) between the placebo and vita-
min E treatments.  Likewise, Barton et al. conducted a randomized 
placebo-controlled cross-over trial in 120 breast cancer survivors42. 
Women received four weeks of 800 IU of vitamin E daily, followed by 
four weeks of an identical-looking placebo, or vice versa. Vitamin E 
was associated with one less hot flash per day compared with the 
placebo (p < 0.05). While the results of these trials were statistically 
significant they are of very little clinical significance as the differ-
ences in hot flash frequency between the vitamin E and placebo 
groups were quite small (i.e. 1 to 2 less hot flashes per day). Vitamin 
E supplementation does not appear to be warranted at this time for 
the management of VMS during or after the menopausal transition. 
However, food sources of vitamin E should be encouraged as part of 
a healthy eating pattern as recommended in the Dietary Guidelines 
for Americans23.  Good sources of vitamin E include oils, nuts, seeds, 
dark leafy greens, whole grains and wheat germ. 

Smoking: There is a consistent positive association with cigarette 
smoking and menopause-related VMS21,43-45.  For example, Gold 
et al. followed 2,784 women in the Study of Women’s Health 
Across the Nation (SWAN) study and found that current smokers 
had a 63% increased likelihood of reporting VMS compared to 
nonsmokers over a six-year follow-up after adjustment for relevant 
covariates45.  As noted in Part 1, the SWAN study is a longitudinal, 
observational cohort study representing five ethnic groups (Black or 
African American, non-Hispanic White, chinese or chinese American, 
Japanese or Japanese American, or Hispanic) across seven clinical 
research centers in the US. The study examines the changes that 
middle aged women experience, including endocrinological, physi-
cal, biological, psychological, behavioral and social changes, and 
how these changes affect health and well-being during the transi-
tion through menopause46.  

consistent with Gold et al., among 1,087 perimenopausal women 
participating in the Mid-Life Health Study, there was an almost two-
fold greater risk of hot flashes in current smokers compared to non-
smokers, after controlling for confounders such as age, menopausal 
status, BMI, ethnicity and hormone use (OR: 1.93; 95% cI: 1.29-2.88) 
45, 47. Smoking cessation is advocated for all women regardless of 
age or menopausal status.  

BMI:  Thurston et al. explains that there are two competing theories 
as to the relationship between BMI and hot flashes48.  First is the 
thermoregulatory model, which asserts that the insulating capacity 
of adipose tissue inhibits heat dissipation, through which VMS epi-
sodes are triggered in order to release heat and maintain core body 
temperature27, 49.   Evidence supports the thermoregulatory model 
as a mechanism to explain the role of BMI in the etiology of hot 

flashes21, 43, 47, 48, 50-52.   The Mid-Life Health study found obesity (BMI 
> 30 kg/m2), like smoking, was associated with a two-fold greater risk 
of hot flashes compared to a BMI of < 24 kg/m2  among perimeno-
pausal women (adjusted OR: 2.11; 95% cI: 1.47-3.03)47.  Increased 
odds of hot flashes associated with body fat were also reported in an 
analysis of 1,659 middle aged women enrolled in the SWAN study50.   
Specifically, women who gained body fat, measured by bioelectrical 
impedance analysis (BIA), were 23% more likely to report hot flashes 
compared to those whose body fat remained stable over a four-
year period (OR: 1.23; 95% cI: 1.02-1.48), after adjustment for age, 
site, ethnicity, education, smoking, parity, anxiety and menopausal 
status.  The findings remained significant in estradiol- and follicle-
stimulating hormone-adjusted models (OR: 1.26; 95% cI: 1.03-1.53 
and OR: 1.25; 95% cI: 1.02-1.25, respectively).   

The second theory of how BMI is related to VMS is known as the 
“thin hypothesis.” The underlying premise is that women with 
lower amounts of body fat have lower estrogen concentrations, in 
general, compared to women with greater amounts of body fat, 
which may lead to VMS events48.  Because they have less body fat, 
leaner women are able to make less supplemental estrogen from 
the aromatization of androstenedione in adipose tissue compared 
to women with more body fat48. Lower estrogen levels have been 
linked to VMS etiology5, 6; however, there is limited evidence to sup-
port this theory53.

The mode of action of how body fat may induce VMS has not been 
identified. However, a recent study by Kroenke et al. demonstrated 
that weight loss eliminated VMS in postmenopausal women of the 
WHI54.  The multivariate-adjusted analysis included 17,473 women 
aged 50 to 79 at baseline who were enrolled in the WHI Dietary 
Modification trial and not on hormone therapy.  Women with VMS 
at baseline who lost 10 pounds or more between baseline and year 
1 were 23% more likely to report that their VMS had resolved com-
pared to those who maintained their weight (OR: 1.23; 95% cI: 1.05-
1.46).  Additionally, women who lost 10% or more of their baseline 
weight were 56% more likely to report resolved VMS compared to 
weight maintainers (OR: 1.56; 95% cI: 1.21-2.02).   These results not 
only provide further support of the thermoregulatory model and risk 
of menopause-related VMS, but also the importance of calorie bal-
ance as highlighted in the Dietary Guidelines for Americans,achieved 
by encouraging the key recommendations for healthy eating pat-
terns 23. 

Physical Activity: The role of physical activity in the prevention 
or treatment of VMS in peri- and postmenopause remains uncer-
tain45, 55-60. The literature to date is inconsistent, which may be due 
to competing mechanisms in the VMS pathway. Physical activity 
raises core body temperature and therefore potentially increases 
the risk of VMS61. On the other hand, it also plays a role in calorie 
balance and weight management, improved mood and reduction 
of stress, all of which may decrease risk of VMS among menopausal 
women55, 62. Sternfeld and Dugan provide an excellent review of the 
literature surrounding physical activity in the menopausal transi-
tion55.  Despite the inconclusive evidence of an association between 
physical activity and VMS occurrence, the health benefits of physical 

9

WomeN iN tRaNsitioN to meNoPause (PaRt 2) Continued from page 8

Continued on page 10



activity cannot be ignored.  In perimenopausal women, physical 
activity may improve overall quality of life, mood, joint pain, sleep 
and headaches55, 56.  Physical activity is also recognized for its role 
in disease prevention (e.g. heart disease, type 2 diabetes, hyper-
tension, dyslipidemia, osteoporosis, and weight management)63.  
Therefore, recommended levels of physical activity should continue 
to be encouraged for women’s overall health.  The Physical Activity 
Guidelines for Americans recommend at least 150 minutes a week 
of moderate-intensity, or 75 minutes a week of vigorous-intensity 
aerobic activity, or an equivalent combination of the two intensi-
ties63.  Ideally, aerobic activity should be performed for 10 or more 
consecutive minutes spread out over the course of the week. 
Strengthening activities that are moderate- or high-intensity are also 
recommended on two or more days of the week. These activities 
should use all major muscle groups. For older women who cannot 
perform aerobic or strengthening activities in the recommended 
amounts, it is advised that they continue to be as physically active as 
their abilities and health conditions will allow.

Mental attitude: Practicing yoga and reducing stress and tension 
throughout the menopausal transition may also help alleviate hot 
flashes64-66.  For more on the health benefits of yoga please refer to 
Diana cullum-Dugan’s “yoga for Menopause - change your Mental 
Attitude with yoga” found later in this issue.

Black cohosh (Cimicifuga racemosa): Black cohosh is the most stud-
ied and reviewed herbal therapy for VMS management and the 
results are mixed67-70.    Leach et al. conducted a systematic review to 
examine the evidence-base for the effectiveness and safety of black 
cohosh for menopausal symptom relief68.  The authors identified 
sixteen randomized controlled trials with a total of 2,027 peri- and 
postmenopausal women followed over an average of 23 weeks.  All 
studies evaluated black cohosh alone and not in combination with 
other treatments.  The median oral daily dose was 40 mg.  In three 
placebo-controlled trials (n = 393), there were no significant differ-
ences in hot flash frequency between the black cohosh and placebo 
groups (mean difference: 0.07 hot flashes per day; 95% cI: -0.43 to 
0.56; p = 0.79).  Black cohosh was also not as effective as hormone 
therapy for the treatment of hot flashes in three trials68.  For example, 
Newton et al. randomly assigned 351 peri- or postmenopausal 
women to black cohosh, estrogen (alone or with progesterone), or 
placebo in the Herbal Alternatives for Menopause Trial (HALT)71.  At 
12 months, there were no statistically significant differences in hot 
flashes or night sweats per day between black cohosh and placebo 
(mean difference:  -0.18; 95% cI: -1.30 to 0.93; p = 0.25).  In contrast, 
there were statistically significant differences in hot flashes or night 
sweats per day between estrogen (alone or with progesterone) and 
placebo (mean difference: -3.76; 95% cI: -5.76 to -1.76; p < 0.001). The 
authors did not conduct statistical comparisons between the black 
cohosh and estrogen treatment arms. 

The review by Laakmann et al. also showed no effect of black cohosh 
on VMS when compared to placebo69.  However, two other reviews 
of randomized controlled trials demonstrated an improvement in 
VMS with black cohosh compared to placebo67, 70.  Heterogeneity 
between the trials in these review papers is a likely explanation for 

the inconsistent results. For example, there are differences in sample 
size, study duration, study population, singular vs. combination 
preparations of black cohosh, dosing and outcome measurement 
tools. More standardization and rigorously controlled trials are 
needed to determine the benefit of black cohosh as an alternative 
therapy for menopausal VMS management.    

Other herbal therapies:  There is little data to support the use of 
other herbal remedies including evening primrose oil, dong quai 
and ginseng at this time72-76.

summaRy

Hormone therapy is the most effective option to help women man-
age VMS in peri- and postmenopause.  Given the potential risks of 
hormone therapy, including cHD, stroke and breast cancer, alterna-
tive treatments are of interest to women and healthcare providers.  
However, effective nonhormonal treatments for menopause-related 
hot flashes and night sweats have yet to be identified.  Diet and 
lifestyle modifications may be helpful to treat mild VMS in addition 
to helping maintain optimal health throughout the menopausal 
transition.
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membership update
free Webinars

 

The WH DPG recently concluded its 2013 webinar series.   
This series of free webinars for members provides a 
low-cost, convenient way to share knowledge and infor-
mation. The webinar topics for this year were: mindless 
eating, interstitial cystitis, nutrition and fertility and pre-
natal nutrition. The live webinars are 1 hour in length and 
offer 1 CEU. The archived recordings are available in the 
member section of the Web site. We have already started 
to plan the 2013-2014 webinar series. If you have ideas 
for webinar topics or are interested in being a presenter, 
please email whdpgmembership@gmail.com.  



	 	

12

memBeR sPotligHt By Amber Payne

patty T. poe EdD., RD

In this newsletter we are featuring Patty Poe, 
Director of Dietetic Internship at National 
Health Care Corporation and Adjunct 
Instructor at Middle Tennessee State University.

Tell me about your background and your career path. I received my 
Bachelor’s degree in Nutrition and Food Science with a Dietetics 
concentration from Middle Tennessee State University and I 
completed my dietetic internship at University of Kentucky 
Medical center, which has a clinical concentration.  I earned my 
Master’s degree from Middle Tennessee State University (MTSU) 
in curriculum and Instruction while working at Middle Tennessee 
Medical center as a clinical dietitian and as a preceptor for 
MTSU’s dietetic practicum.  From there I went to Dialysis clinic 
Incorporated, where I worked for five years. During that time 
I was a preceptor for NHc’s dietetic interns, which developed 
my love of working with students and allowed me to establish 
a great working relationship with NHc.  I became the Assistant 
Director of NHc’s internship, and I held that position for eight 
years before advancing to the Director position, where I’ve been 
for 16 years.   I have taught Nutrition in Aging courses at MTSU 
since 2004.  I earned my Doctorate of Education in Leadership 
and Professional Practice in 2008 from Trevecca University.  

From your perspective, what skills or background does a dietitian need to work 
with an aging population?  A clinical base with knowledge of medi-
cal nutrition therapy, labs, diseases, and medications is a must.  
Often, when working in a long term care facility, the dietitian has 
to have compassion and be willing to accept a more liberalized 
approach with patients, respecting where the patient is in life 
and what he or she has been through, rather than lecturing them 
or giving them too many restrictions.   you have to use a bit differ-
ent approach than you would for patients in a program for gen-
eral wellness.  your goals in long term care are to keep the patient 
eating and to prevent unintentional weight loss, so you have to 
make accommodations for patient preferences while teaching 
them how to be healthy and have a good quality of life.  

What do you consider to be the biggest challenges and rewards in working 
with the elderly? The challenges are getting patients to eat enough, 
dealing with polypharmacy, encouraging patients to stay active, 
and helping them avoid susceptibility to fad diets and supple-
ments that advertise quick fixes.   However, the rewards are so 
beneficial.  As a dietitian in a long term care setting, you get to 
establish a relationship with your patients often not possible in 
an acute care setting.  The patients are receptive to new relation-
ships and value the act of having a meal, and it is extremely grati-
fying to help them work through problems and see a patient’s 
improvement after strokes, pressure ulcers, broken hips, etc.  

What special considerations should dietitians keep in mind when working with 
the elderly population? Osteoporosis, sarcopenia, weight loss that 
includes loss of muscle and not fat, pressure ulcers, unintentional 

weight loss, diabetes, and hypertension are all concerns and 
issues that are common hurdles in long term care.  There must be 
an emphasis on physical activity, strength training, and adequate 
lean protein to overcome some of those issues.  It’s about find-
ing the balance between a diet that is palatable and one that is 
beneficial for health.  

What do you envision for the future of dietetics?  There will be more of a 
focus on healthy aging, staying in the home longer, an empha-
sis on healthy programs for older adults, and interdisciplinary 
approaches to care that include dietitians, pharmacists, and 
therapists.  The Baby Boomers have different eating patterns 
than our current long term care residents, so the differences in 
their lifetime activity levels and eating patterns will have to be 
considered when planning care for them.  Our internship has a 
focus on geriatric nutrition, so we try to prepare future dietitians 
for these realities.  

The Women’s Health DPG is starting a mentoring program.  Have you ever 
had a mentor?  yes, I’ve been lucky enough to have two.  The first 
was the late Dr. Dellmar Walker from MTSU, who was chair of the 
Nutrition and Food Sciences department. She had vast knowl-
edge in the clinical arena, and she was an amazing educator and 
friend.  I miss her dearly.  The second is Dr. Tish Erdmann, who 
served as a positive role model for me in college and hired me for 
my current position with NHc.  She is one of the most intelligent 
and creative people I know, as well as an excellent educator and 
advocate for students.  

Are there any questions you’d like to see researchers address in the field of 
nutrition?  So many long term care facilities only employ an RD 
for limited hours every month.  My dissertation was entitled 
“Dietitian Hours and Nutrition-Related Quality Indicators in Long 
Term care Patients,” which examined whether there was a cor-
relation between the number of RD hours at a long term care 
facility and lower unintentional weight loss, pressure ulcers, and 
fewer survey tags.  There were several limitations to the study.  
Although there were no significant correlations discovered, there 
did appear to be an inverse relationship between the number of 
RD hours in the long term care setting and the number of fed-
eral survey tags.  I would like to see a cost-benefit study done to 
see if having more dietitian hours in long term care, home care, 
assisted living, and community centers would lead to fewer falls, 
better nourishment, and better overall health for the elderly.  If a 
direct correlation could be found, it would not only confirm what 
we know to be true about the value of the RD, but it may also 
assist us in receiving reimbursement for RD services.

We’ve talked a lot about your career – what do you like to do during your 
time off?  I love visiting neat grocery stores, traveling, and spend-
ing time with my friends and family.  I recently learned to quilt, so 
my new favorite thing to do is visit thrift stores to look for vintage 
sheets that I can use for quilts!



Citation: Sprague BL, Trentham-Dietz A, cronin KA. A sustained 
decline in postmenopausal hormone use: results from the National 
Health and Nutrition Examination Survey (NHANES), 1999-2010. 
Obstetrics and Gynecology 2012;120:595-603.

Background: Hormone replacement therapy (HRT) was a wildly pop-
ular therapeutic regimen in the last three decades of the twentieth 
century. It was used primarily to address symptoms of menopause 
in women such as hot flashes, night sweats and vaginal dryness. HRT 
was also believed to decrease women’s risk of fractures and heart 
disease both of which increased with the onset of menopause. Over 
90 million prescriptions for estrogen and/or estrogen/progestin pills 
were dispensed to 15 million women in 19991. This trend changed 
dramatically after 2002 when the results of the Women’s Health 
Initiative (WHI), a large randomized control trial, were published. 
Researchers from that trial halted the estrogen/progestin part early 
because they decided that the benefits of the hormone therapy 
(fewer fractures and less colorectal cancer risk) did not outweigh the 
risks (increased incidence of strokes, blood clots, heart attacks and 
breast cancer). HRT popularity fell rapidly. Health care providers were 
far less likely to prescribe these hormones, and prescriptions fell 
more than 66% the following year2. Initial NHANES data comparing 
postmenopausal hormone use among women aged 45-74 showed 
a 50% drop from the study years of 1999-2002 to 2003-20043. The 
Sprague et al. research discussed here looks at long-term use of HRT 
after the WHI trial results were published. 

methods: In this study, researchers from the University of Vermont 
used cross-sectional data from 10,107 women > age 40, participat-
ing in NHANES from 1999-2010, to document a long-term popula-
tion-wide decrease in the use of oral post-menopausal hormones. 

Results: Researchers found that oral postmenopausal hormone use 
fell from 22.4% (95% cI: 19.0-25.8) in 1999-2000 to 11.9% (95% cI: 
9.6-14.2) in 2003-2004. Researchers note that this decline was first 
seen only among caucasian women. The use of these hormones 
did not decline among Black and Latino women until 2005-2006. 
Over the years hormone use continued to decline among women of 
all ages, races, income and education levels. Most recent data from 
2009-2010 suggests that fewer than 5% of women -- 4.7% overall 
(95% cI: 3.3-6.1) -- continue to use postmenopausal hormones. 

Discussion: The study is limited by the fact that it did not examine 
the use of hormone-based patches, creams, suppositories and injec-
tions, as this data was not available for the entire time period studied 
by the authors. These alternative methods are more popular and 
widely available currently than they were in 2002, so an analysis of 
usage trends would be very interesting. Other studies have suggest-
ed that after the WHI data was released, treatment regimens shifted 
from traditional oral hormone therapies to vaginal and lower-dose 
oral formulations4. In addition, the WHI is criticized for having low 
adherence, high attrition and inadequate power to detect risks for 
some outcomes5. currently, there is some thought that HRT initiated 
for a short duration in the early years of menopause may give relief 
to menopausal symptoms without carrying a substantial risk for 
adverse cardiovascular events6. Although HRT remains unpopular 

following the results of the WHI, the discussion about how, when, 
for how long and to whom HRT should be administered remains 
controversial.
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RDN Credential 
The Academy’s Board of Directors and the Commission on 
Dietetic Registration (CDR) have taken a big step: Registered 
dietitians now have the option to use the credential “registered 
dietitian nutritionist (RDN).”

Why did they take this action? In short, because members 
asked for it. In 2010, the Academy began exploring the option 
of offering the registered dietitian nutritionist credential. It 
was supported by participants in the 2011 Future Connections 
Summit and most recently by the Council on Future Practice 
in its 2012 Visioning Report. The recommendation was shared 
and discussed in the House of Delegates at the fall 2012 meet-
ing. The 2013 joint meeting of the major organizational units 
(Commission on Dietetic Registration, Accreditation Council for 
Education in Nutrition and Dietetics, Council on Future Practice, 
Education Committee, and Nutrition and Dietetics Educators 
and Preceptors DPG) supported moving forward.

We know that all registered dietitians are nutritionists but    
not all nutritionists are registered dietitians. The new RDN 
credential positions and promotes you front and center with 
consumers, increasing recognition and public understanding of 
both terms: “dietitian” and “nutritionist.” This action will more 
accurately reflect who we are and what we do.

More information about the new credential is available 
at www.eatright.org/RDN. 



Maria: One of my duties as Past chair is to oversee the Mentoring 
program of the Women’s Health DPG. The program is just gaining 
ground, and was born out of our board’s commitment to support 
students and emerging leaders. We couldn’t imagine a better way to 
do this than to help connect them to our more experienced mem-
bers for guidance. In general we’ve had more requests from students 
and dietitians new to the women’s health area than we have had 
from potential mentors. But we envision developing the program 
into a great member benefit, and hope to enlist your help!

This year I hope to bring a renewed energy and focus to the program. 
I plan to review the existing participants and reach out to them.  I also 
want to communicate additional appeals to members, encouraging 
both new as well as established ones to join in. Further, I want to set 
up detailed records and guidelines to aid the program’s growth.

The Editorial Board of the Women’s Health Newsletter has been very 
supportive and plans to feature mentoring participants in a regular 
section of the newsletter. In addition, we plan to work with the 
Membership committee to create a resource list of members and 
their particular expertise, akin to a Speaker’s Bureau. This will help 
both the mentoring program and our leaders when asked to provide 
experts in certain areas for position papers or guideline creation.

The mentoring program is a special initiative for me because I, too, 
have been a mentor to many inquisitive students in my area. There 
is immense satisfaction and joy for the mentor in helping someone 
navigate a new career.  Mentoring is also valuable to the mentee, as 
no textbook can offer insight into how to do things the way a practi-
tioner can. In fact, I’m proud to report that I have just gotten involved 
as the program’s first mentor, advising a member seeking someone 
with both private practice and clinical experience in women's health 
in the New york city area – a  perfect match! I am so excited to offer 
my knowledge and guidance to her. Perhaps you'll hear more about 
this in the coming issues.

Pat Slinger-Harvey, our first mentoring coordinator, hopes to continue 
her role for another term, as things are just getting started. Pat plans 
to use this renewed focus to complete her first term's goals, especially 

designing a workable way to manage the program as she brings her 
many years of experience as a Clinical Nutrition Manager to the table. 

Pat: For me, as a new addition to the Women’s Health DPG, the last 
year has been about finding my place and exploring what members 
would want from this organization.  A mentor takes on many roles: 
counselor, teacher, motivator and friend. With that in mind, I will be 
working with Maria to not only develop a knowledge base of profes-
sionals who are experts in their areas, but who can also provide guid-
ance in professional conduct and diversity management, and serve 
as motivators to those new to the profession. 

I believe my path was set a long time ago, and in the last few months, 
as Maria and I have being working on this initiative, my workplace, 
New york Methodist Hospital (NyM), has partnered with Spirit of 
Women (www.spiritofwomen.com) to become a “Spirit Hospital.” 
The unique program is free to participants, and as NyM explains, is 
designed “to connect people, health care providers, and communi-
ties to achieve the best possible health for women and their families.”  
In the next few weeks we will be hosting a “Spirit of Women Day” 
with health promotion, education and relaxation techniques, such 
as yoga and dance, and simply recognizing women’s importance.  
We know that women are the gatekeepers of  family health, and so 
one of the goals of this mentoring program is to provide guidance 
to women on nutrition and health issues that may resonate outward 
to all family members.

I look forward to building on and making those connections, pro-
viding guidance, and helping to expand the reach of the Women’s 
Health DPG, and its role in health management.

if you are a member seeking expert guidance, or are an experi-
enced member who wants to be involved in this rewarding rela-
tionship, please contact: whdpgmentoring@gmail.com and/or 
whdpgpastchair@gmail.com.
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a NeW BegiNNiNg foR meNtoRiNg By Maria Pari-Keener, MS RD CDN and Pat Slinger-Harvey, RD 

our mission 
“Empowering members to be the most        
valued source of nutrition expertise in     

women’s health throughout the lifespan.”

Got Case studies? 

The Women’s Health Report is looking for 
contributing authors to share case studies for 
our future publications. Please contact Editor 

Heather Goesch at whdpgpublications@gmail.com 
if you'd like to contribute.



Encouraging patients and clients to engage in regular physical activ-
ity as they age is key to healthy aging over time. According to the 
2008 Physical Activity Guidelines for Americans, to achieve substan-
tial health benefits, adults 18-64 “should do at least 150 minutes (2 
hours and 30 minutes) a week of moderate-intensity, or 75 minutes 
(1 hour and 15 minutes) a week of vigorous-intensity aerobic physi-
cal activity, or an equivalent combination of moderate- and vigor-
ous-intensity aerobic activity. Aerobic activity should be performed 
in episodes of at least 10 minutes, and preferably, it should be spread 
throughout the week.”  These recommendations are the same for 
adults over 65 who are fit and have no limiting medical conditions.  
However older adults should adhere to the following important 
reminders: 

• When older adults cannot do 150 minutes of moderate-
 intensity aerobic activity a week because of chronic conditions,  
 they should be as physically active as their abilities and 
 conditions allow. 

• older adults should do exercises that maintain or improve 
 balance if they are at risk of falling. 

• older adults should determine their level of effort for physical  
 activity relative to their level of fitness. 

• older adults with chronic conditions should understand
 whether and how their conditions affect their ability to do   
 regular physical activity safely.  

While these recommendations exist and health care providers 
are encouraging physical activity, the Health United States, 2011 
chartbook reported in 2010, that only 15.9% of adults 55-64 and 
13.6% of adults 65-74 met both aerobic activity and muscle strength-
ening guidelines.  How can we help adults meet the physical activity 
guidelines or at least make strides towards meeting them? 

One way might be to provide examples of exercises with instruc-
tions, as well as visuals that show adults engaging in the exercises. 
The National Institute on Aging of the National Institutes of Health 
created Go4Life, an evidence-based health education and outreach 
campaign designed to help adults 50 and older fit exercise and 
physical activity into their daily lives. The Go4Life campaign includes 
an evidence-based exercise guide in both English and Spanish, 
an exercise video, an interactive website, and a national outreach 
campaign. Health care professionals can find tip sheets, posters and 
other outreach tools to help implement the campaign. 

As health care professionals, registered dietitians can incorporate 
these resources into discussions with older adults about the impor-
tance of nutrition and physical activity for healthy aging. In addition 
to the exercise tip sheets, Go4Life offers nutrition tip sheets on such 
topics as choosing healthy restaurant meals, the importance of 
drinking water, healthy snacking, and managing portion sizes. More 
information can be found at http://go4life.nia.nih.gov/.
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move moRe – age Better! utilizing the NiH go4life Campaign materials By Kathleen Pellechia, RD 



Mind body practices that 
include yoga may help 
reduce severity of meno-
pausal symptoms1.  The use 
of yoga, tai chi and medita-
tion-based programs may 
be helpful in reducing 
stress, frequency and inten-
sity of hot flashes, sleep 
and mood disturbances, 
and muscle and joint pain 
according to a 2010 review 
of 21 papers that assessed 
this issue2. 

There is plentiful evidence 
of health-related benefits 

of yoga in women. A review at www.clinicalTrials.gov revealed a 
multitude of completed studies using yoga for treatment in insom-
nia, arthritis, breast cancer and chemo-induced fatigue from breast 
cancer, Parkinson’s, low back pain, anxiety and depression, stress and 
burnout, multiple sclerosis, cystic fibrosis, irritable bowel syndrome, 
HIV and gastroesophageal reflux disorder to name a few. These trials 
focus on the broader health effects of yoga in women for many dis-
ease processes. There is hope that future research will examine the 
unmet research need of the specific effects of perimenopause and 
menopause, especially given the advanced age of our population, 
known as Baby Boomers. 

To date, however, one study showed that a specific sequence of yoga 
poses yielded significantly lower post-treatment scores for insomnia 
and climacteric symptoms (tachycardia, feeling tense or anxious, 
panic attacks, crying spells, irritability, headaches, muscle and joint 
pain, numbness or dizziness) and higher scores for quality of life and 
stress3.  Another evaluated the effect of yoga on 120 women who 
practiced yoga therapy in an integrated method that consisted of 
sun salutations plus 12 yoga postures, breathing techniques, and 
cyclic meditation. Results of this study indicated a significant differ-
ence (p = < 0.05) between the control and yoga groups in vasomotor 
symptoms (hot flashes and night sweats) and a marginally significant 
difference (p = 0.06) in psychological factors4.  Perceived stress and 
neuroticism also decreased due to the yoga program. 

Hot flashes seem to be the primary complaint among post-meno-
pausal women, although these intense and heated waves can begin 
in perimenopause.  A controlled trial set out to determine feasibility 
and acceptability of a restorative yoga intervention for hot flashes 
in post-menopausal women. Of the 93% who completed the inter-
vention, 75% continued to practice yoga three months beyond the 
trial, and concluded that yoga is certainly an intervention to be 
considered5.  

To show the willingness of women in New york city to use comple-
mentary and alternative medicine (cAM) for pregnancy, menstrua-
tion and menopause, a study explored women’s use of cAM via ran-
dom digit-dialing and computer-assisted telephone interviewing. 
yoga, meditation and spiritual practices were among cAM modali-
ties chosen by the women. More than half the sample had used a 
cAM treatment and 40% had visited a cAM practitioner6. 

A 2012 review of the literature found moderate evidence for short-
term effectiveness of yoga for psychological symptoms in meno-
pause7.  The most important news from all the research is that no 
adverse events were associated with the clinical trials. This seems 
to indicate that even in the absence of trials devoted specifically 
to yoga for relief from menopausal symptoms, yoga can be a safe 
and alternative approach to current treatment modalities. Another 
review concluded that “yoga, a free-of-cost, non-invasive method, 
is fairly effective and strongly recommended to all women of meno-
pausal age. yoga [has] the potential to provide physical, mental    
and emotional health benefits to those who practice it with proper 
guidance8.” 

The years that span the menopausal process can be quite lengthy for 
some women, creating an endurance event of often significant and 
challenging symptoms. How well a woman adjusts to the changes 
her body and mental status experience determines her comfort 
level. yoga is an age-old method for creating a calm and serene envi-
ronment amid unpleasant sensations. It can be practiced in a mul-
titude of ways: from an active daily physical yoga posture practice 
that relieves tightness and tension in the body through stretching; 
to breathing exercises that create more space in and quiet the mind; 
to meditation that restores a sense of calm amidst chaotic symptoms 
like anxiety; to restorative yoga poses that may regulate menstrual 
flow in women with an erratic or heavy flow. 

A continuous yoga practice before the transition into menopause 
may smooth the passage. However, women with a committed 
and strong practice might find that continuing vigorous yoga that 
includes inversions (shoulder stand, head stand, hand stand) can 
instigate more hot flashes. conversion of these poses into restorative 
practice may still provide the benefits of inversions (instilling the 
feelings of being grounded and connected, reducing anxiety and 
irritability, increasing energy), but may also minimize symptoms. 

Internationally recognized yoga teacher Patricia Walden knows first-
hand that yoga can be a compelling tool to ease suffering that goes 
along with the hormonal shifts of menopause. She especially pro-
motes restorative poses, as she personally experienced the diminu-
tive effects of yoga during her own transition. What follows are cool-
ing pose choices often recommended by yoga therapists like Patricia 
Walden to help address menopausal symptoms9. 
 

Sources
1.  Get the Facts: Menopausal Symptoms and Complementary Health Practice. NIH NCCAM statement. 
  Jan 2008
2.    Ibid.
3.   Afonso RF, Hachul H, Kozasa EH. Yoga decreases insomnia in postmenopausal women: A randomized 
  clinical trial. Menopause 2011. 
4.    Chattha R, Raghuram N, Venkatram P, Hongasandra NR. Treating the climacteric symptoms in Indian  
  women with an integrated approach to yoga therapy: A randomized control study. Menopause 2008.
5.    Cohen BE, Kanaya AM, Macer JL, Shen H, Chang AA, Grady D. Feasibility and acceptability of restorative 
  yoga for treatment of hot flushes: A pilot trial. Maturitas 2007. 
6.    Factor-Litvak P, Cushman LF, Kronenberg F, Wade C, Kalmuss D. Use of complementary and alternative 
  medicine among women in New York City: A pilot study. Journal of Alternative Complementary 
  Medicine 2001.
7.    Cramer H, Lauche R, Langhorst J, Dobos G. Effectiveness of yoga for menopausal symptoms: A 
  systematic review and meta-analysis of randomized controlled trials. Evidence Based Complementary  
  and Alternative Medicine 2012.
8,9. Sparrowe L, Walden P. The Woman’s Book of Yoga and Health: A Lifelong Guide to Wellness. Shambhala  
  Publications, Inc. Boston MA. 2002
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yoga foR meNoPause – Change your mental attitude with yoga By Diana Cullum-Dugan, RD, LDN, RYT 
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PatieNt HaNDout: yoga for menopause By Diana Cullum-Dugan, RD, LDN, RYT 

yoga PRaCtiCe foR ReDuCtioN of meNoPausal symPtoms

standing forward Bend / Wide-legged standing forward Bend: 
Depending on which pose you start with, stand with feet either hip 
distance or three feet apart. Fold forward at the hip creases, soften-
ing your knees as needed, and rest 
your head on a bolster or chair stacked 
with blankets. These inward-folding 
poses calm the mind and reduce stress 
and mental tension.

Downward-facing Dog: Place your hands and knees on the mat in 
a tabletop position. Tuck your toes, lift your knees and stretch your 
hips toward the wall behind you. Breathe deeply and fully as you 
stretch your shoulders toward the floor, softening and widening your 
collarbone and relaxing your upper back. At the same time, lengthen 
your spine and let your breath expand your ribcage. Lengthen the 
backs of your legs toward the floor. Enjoy improved circulation, and 
a soothed yet gently alert mind.  

Reclined Cobbler’s Pose: you’ll need a few props for this but it’s 
worth every one for this “queen of restorative poses.” If you do not 
have a yoga bolster, gather several blankets and pillows. If you do 
have a bolster, place a block underneath it so that the bolster will 
support you at a reclined angle; or roll 1-2 blankets into a full, soft roll 
and lay it vertically on your mat. Sit close to the bolster/blanket and 
lie back onto it so your sacrum and low back area are supported and 
encouraged to find the natural inward curve. Place the soles of your 
feet together, your knees opening out to each side. Place a folded 
blanket or pillow under each thigh to reduce the inner thigh stretch 
and hip joint tension, as well as under your elbows so your arms 
and shoulder joints feel no resistance. cover yourself with another 
blanket or wear warm clothes, as your body will cool in restorative 

poses. A small folded cloth over your eyes is the final touch to reduce 
light. Rest as long as is comfortable, up to 20-30 minutes (you might 
fall asleep). Benefits include reduced tension, improved sleep and 
feelings of calm.

supported Backbend: With your hips on the floor, lie back over a 
bolster or rolled up blanket that’s placed horizontally on your mat so 
that your shoulder blades feel supported. Rest your head on a pillow 
behind you. Breathe deeply and fully to expand your lungs, which 
increases circulation to improve mood and foggy thinking.

legs up the Wall Pose: Lie on your side and scoot your buttocks 
toward the wall until touching, then roll onto your back and swing 
your legs up the wall. If your hamstrings or low back feel too tense 
and tight, lift your hips to place a block or folded blanket underneath. 
you’ll find this pose provides a reduction in anxiety and irritability.
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Take advantage of this benefit by visiting the Mentoring Resources page at www.eatright.org

In addition to expanding your professional network, 

you can now earn FREE CPE by participating in the new 

eMentoring program.

The Academy’s new name underscores the educational 

values our organization is committed to, and now we’re 

proving it.

CPE is available for both mentees and mentors! 

Academy eMentoring—where experience and 

enthusiasm merge.

New Name, New Benefit
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whdpgchair@gmail.com 
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Judy Simon, MS, RD, CD, CHES
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2012-2013 Women's HeaLTH DieTeTiC praCTiCe Group LeaDers

WH DpG incoming 
elected members
Chair-Elect: Lisa Akers, MS, RD, CDN has 
been working in the field of public health 
and human lactation for over 12 years, and 
currently serves as the State Breastfeeding 
Coordinator for the Commonwealth of Virginia.  
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