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Introduction

The importance of essential fatty acids
(EFA) and their functional long-
chained polyunsaturated fatty acid
(LC-PUFA) products in humans,
particularly arachidonic acid (AA,
20:4n-6) and docosahexaenoic acid
(DHA, 22:6n-3), has seen a renewed
interest in recent years. Their roles in
growth, the development of the retina
and brain, and as precursors of
prostaglandins are well documented1-4.
Recent reports support the theory that
deficiencies of EFA and PUFA,
particularly LC-PUFA, play a role in
the development of cardiovascular
disease5, Type 2 diabetes mellitus2, 5,
osteoporosis, and brain related
diseases such as Parkinson's,
dementia, and attention deficit
disorders2, 5. They are also increasingly
recognized as important intracellular
mediators of gene expression6.
Further, Waterland and Jirtle's recent
report7 notes the influence of nutrient
modifications made during the

prenatal period on the probability of
developing the aforementioned long-
term health problems in the adult, in
addition to the well known effects on
birth outcomes.

The objectives of this article are to (1)
demonstrate the importance of LC-
PUFA, especially DHA, during
pregnancy and lactation and (2)
encourage Registered Dietitians to
promote the consumption of food
sources of preformed DHA during
pregnancy and lactation.

Fatty Acids in Humans:
Background Information

The human body is unable to
synthesize n-3 and n-6 fatty acids;
therefore, these essential nutrients
must be obtained from the diet.
(Figure 1 illustrates the metabolism
of fatty acids in humans). Maternal
plasma levels of each are dependent
upon dietary consumption, either as
preformed AA or DHA or their
precursors, linoleic acid (LA, 18:2n-
6), and α-linolenic acid (LNA, 18:3n-
3). These two EFAs are elongated and

desaturated to metabolically
active LC-PUFA, AA and DHA,
respectively. There is
competition between n-6 and n-
3 EFAs for enzymes used during
the process, thus affecting the
availability of the respective LC-
PUFA. Eicosapentaenoic Acid
(EPA) is the precursor of series
3 prostaglandins (PG E3),
involved in producing
contractions of uterine smooth
muscle.  Historically, the ratio

of n-6 to n-3 fatty acids was 1:1 or 2:1.
Today's dietary patterns provide a
ratio as high as 50:1, thereby limiting
the availability of n-3 LC-PUFA5.
While foods containing the precursor
EFAs are important contributors to
LC-PUFA status, recent evidence
points to preformed dietary DHA as a
critical factor contributing to maternal
levels during pregnancy2, 8, 9.

Fatty Acids in Pregnancy

The nutritional status of the fetus is
dependent upon maternal transfer of
nutrients, including LC-PUFA, via the
placenta. While there is evidence the
fetus and neonate can elongate and
desaturate EFA to form LC-PUFA, the
capacity to do this is extremely
limited4, 10. Hornstra9 noted preterm
infants (n = 43 preterm infants, 43
full-term infants) had a significantly
lower PUFA status than that of term
infants, a result of missing the period
of gestation when the largest transfer
of PUFA occurs9. The importance of
the maternal diet is clear11, 12. Dietary
intake of preformed DHA and AA is
preferential to meet the high demands
of pregnancy3. Vegetarians can 

(continued on page 6)

Abbreviation Glossary

AA  Arachidonic acid (20:4n-6)

DHA Docosahexaenoic acid (22:6n-3)

EFA  Essential fatty acids 

EPA Eicopentasoic acids

LC-PUFA Long-chain polyunsaturated  

fatty acids

LA   Linoleic Acid (18:2n-3)

PL Phospholipid

LNA  α-linolenic acid (18:3n-3)

Figure 1. Metabolism of Fatty Acids 
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From the Chairs
Theresa Romano, RD
WHRN Chair, 2005-06

s I review my six-year involvement with the Women's
Health and Reproductive Nutrition DPG and reflect on the
past tasks, accomplishments, colleagues and friends  I have
met, I look back with great admiration at those leaders who
have come before me. Each chair of this DPG has had a
specific goal for WHRN. Now, moving forward and looking to
the year lying ahead, I know there will be many growing
pains. However, with growing pains comes knowledge. I also
know there will be many challenges, however they are
welcome challenges. A common goal of each Executive
Committee over the past 10-years of this DPG has been to
provide cutting-edge information to its members, to provide
diverse reading on a quarterly basis through the DPG
newsletter, and to enable members to network amongst the
DPG. The WHRN DPG promotes expansion of knowledge
relating to women's health and reproductive nutrition issues.
I will proudly continue this endeavor. 

Many words come to mind when I think of the WHRN DPG.
Fascinating. Intriguing. Educational. Powerful Fun. Friendly.
Scientific. . . the list goes on and on. I encourage each of you
who are reading this welcome letter to contact me and to get
involved on the board level of this DPG. For there is strength
in numbers, and the larger our network is, the more we can
accomplish in Women's Health and Reproductive Nutrition. 

Darlene Husch, MA, RD, CDE
WHRN Chair, 2004-2005

s I write my farewell Chair's Column, I want to
thank each and every one of you for giving me the
opportunity to serve ADA. It has been a privilege and
honor to represent you. My personal highlight for this
year has been meeting wonderful people, some of
whom I would never have known if I did not volunteer
with ADA.

The true success of the ADA is due to the energy and
dedication of my colleagues who volunteer. I would like
to thank all the WHRN DPG members who have
volunteered this year especially the Executive
Committee; Theresa Romano, Dr. Barbara Luke, Cathy
Fagen and Dr. Maria Duarte-Gardea. Thank you also to
WHRN's Coordinators and Committee Chairs; Claire
Dalidowitz, Jeanne Blankenship, Selina Mkandawire,
Miri Rotkovitz, Jamillah Hoy-Rosas, Kimberly
Slominsky, Lori Yenesel, Ursula Harry, Margarette
Williamson and Megan Wolfe. I would like to thank
Kathy Scalzo and the Editorial Review Board in
continuing to make our newsletter of such high quality. 
A special thank you to Susan DuPraw (our ADA liaison
2002-2005), Dr. Barbara Luke (our outgoing Past
Chair and Industry Relations) and Alyce Thomas (Chair
2002-2003) for all your mentoring and encouragement.
Lastly, thank you to Dr. Garry Frisoli, a wonderful
perinatalogist whom I enjoyed learning from for the
past 15 years!

We can be proud of the many accomplishments that
occurred in the past year. Our major accomplishment
was the development and presentation of two
successful FNCE Sessions (Facts about Women's Heart
Health as well as Bariatric Surgery: Nutrition
Considerations for Women of Reproductive Age). In
addition, we continued to expand our mission to be an
expert resource for accurate and timely nutrition
information on women's health, along with advocating
for the improvement of nutrition across the lifespan.
Throughout the year, ADA was recognized as an expert.
We were consistently contacted for expert advice on
patient care issues, book reviews, JADA publications
and ADA position papers. We also responded to the
request for comment from the National Center on Birth
Defects and Developmental Disabilities, a branch of the
CDC, on how to lower the risk of Neural Tube Defects
in the Hispanic population. 

It is now my time to hand over the leadership of
WHRN DPG to our new Chair, Theresa Romano.
Theresa comes with a wealth of experience with WHRN
DPG as she has served many years on this Executive
Board. Again, thank you for your guidance and support.
It has truly been a rewarding year. 

THE EXPERTS WITHIN
Coming Soon- A New Networking Tool

WHRN is creating an electronic library of our collective
professional accomplishments to serve as a resource for our

members. Identifying the publications, educational tools, and skills
of our DPG 'experts within' will help to make networking more

productive and enjoyable!
You can be a part of this exciting project in two ways

1. Brainstorm with us. Organizing the talent of our ever-
growing DPG will be a challenge. Send your ideas on the 
project and feedback to Ali Starr at: alibstarr@msn.com

2. Share your talents. Send Ali Starr 
(alibstarr@msn.com) information on your accomplishments-
professional or lay publications; speaking expertise; 
educational tools-whatever you are proud of! Content of the 
publications submitted should focus on issues in the field of 
women's health and reproductive nutrition. 

Any questions or comments should be forwarded to:
alibstarr@msn.com.

A A
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Online Continuing Education Resource:  
Access WIC Learning Online 
Kathleen Pellechia, RD

The USDA/Food and Nutrition
Service (FNS) and the USDA
National Agricultural Library/
Food and Nutrition Information
Center are pleased to announce the
launch of WIC Learning Online
(WLOL), available from the WIC
Works Resource System at
http://www.nal.usda.gov/wic
works. 

WLOL is a free web-based
course providing continuing
education, training and resources
for all levels of WIC staff. The
course is approved by the American
Dietetic Association for four CPE
hours for Registered Dietitians. It
was developed as part of FNS's
continuing efforts to Revitalize

Quality Nutrition Services (RQNS)
in the WIC program.  WLOL is
designed to supplement traditional
training methods to increase
competencies needed by WIC staff
to provide quality nutrition
services.

This self-paced, interactive course
is composed of 12 modules,
organized into 4 lessons. The
modules present techniques and
resources to enhance job skills and
update staff knowledge. Each
module takes less than 30
minutes to complete and is
designed to give background
information on a specific topic, as
well as provide tips for practical
application. Topics covered include
communicating with participants,
counseling skills, outreach and

marketing of WIC and feeding
infants and children safely. It can
be utilized as a tool for providing
orientation and training to
employees and/or for continuing
education to build and refresh
skills.

The course includes an online
tutorial, bookmark feature allowing
the user to re-enter the course at
the same point at which they
stopped and job aids that can be
printed for future reference.
Supporting resources are also
available on the WIC Works Web
site. Once a user has successfully
completed the assessments at the
end of each lesson with a score of
70% or better, a personalized
certificate of completion can be
printed.                (continued on page 5)

DON’T
MISS OUR
OTHER
ACTIVITIES

MEMBER
NETWORKING
RECEPTION
Sunday, October 23
6:30-8:30          
Renaissance Grand   
West Moreland and Kingsbury Rooms

WHRN Educational Session:
INTEGRATIVE NUTRITION
PHILOSOPHY IN WOMEN'S
HEALTH
Josephine Connolly Schoonen, MS, RD
Thomas Incledon, RD, LD/LN
Monday, October 24   2:30 -2:00
America's Center  
130 Complex

DPG NETWORKING SHOWCASE
Monday, October 24
Booth 126
Stop by and say hello!

WHRN MEMBERS IN ACTION:
Learn From Them at FNCE 2005

Day Date WHRN Member Sessions

Sat 10/22
Nancy Bradley, RD

Bariatric Surgery: Nutrition Factors and Issues

Sun 10/23
Jenny Bond, PhD, RD

Challenges and Opportunities When the Whole World is Our
Family-The Lenna Frances Cooper Memorial Lecture

Sun 10/23 
Sandra Kronberg, MS, RD

An Unacknowledged Struggle: Eating Disorders and Males

Mon 10/24 
Catherine Sullivan, MPH, RD

Protecting, Promoting and Supporting Breastfeeding: Is It
My Job?

Mon  10/24 

Maria Duarte-Gardea, PhD, RD
Poster: Improvement of iron status through medical
nutrition therapy in Mexican-American women with

gestational diabetes

Tue 10/25
Frances Coletta, PhD, RD

Closing the Gap with Nutrient Dense Whole Grain Foods

Tue 10/25
Miriam Erick, MS, RD

Epigenetics: Cutting-Edge Science in Maternal and Fetal
Nutrition
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MISSING 
SOMETHING? 

The WHRN newsletter is one of the
highest rated member benefits.
Many members report saving their
newsletters and referring to them
in their daily practice. If you
missed an issue, here's an update
on how to access past-issues,
dependent on the year of
publication.

1. Visit our webpage at
www.whrndpg.org to find our 2005
issues in .pdf format. These issues
are free on our members only page. 

2. The webpage also lists the article
topics included in each of our
archived issues from 2002-2004.
These are available for purchase -
$5/issue members; $10/issue non-
members. To order, please contact
our DPG secretary, Cathy Fagen at
cfagen@memorialcare.org.

3. Individual articles from our
older issues are available for $10
each through the ADA Knowledge
Center, which can be accessed at
www.eatright.org

(continued from page 4)

While this course was intended for
use by WIC staff, it is available to
anyone via the internet.  Simply
log on and create a unique
username and password.  To learn
more and/or enroll in the course,
visit the "How to Get Started"
section of WIC Works at
http://www.nal.usda.gov/wicwor
ks/WIC_Learning_Online/started
.html. If you have any questions,
please contact the WIC Works
Resource System staff at 301-504-
5414 or email:
wicworks@nal.usda.gov. 

WHRN MEMBER WINS 2005
Women's Health Award
A look at the career of Yolanda Gutierez, PhD, RD, Past-Chair WHRN DPG,
2000-2002 
By Allison Starr

Yolanda is overjoyed about being selected to receive the 2005 ADA's
Women's Health Award. This prestigious award is given to an individual
who has made significant contributions to understanding the importance of
nutrition in women's lives. Yolanda feels extremely honored to be
recognized by the ADA, an organization that she has tremendous affection
and respect for.

During my conversation with Yolanda, she could not say enough about all of
the friends and mentors who have helped her get to where she is today. She
is especially grateful to Cathy Fagen, who is responsible for nominating her
for the award. Cathy Fagen, MA, RD is the current secretary of the ADA's
Women's Health and Reproduction Nutrition Dietetic Practice Group. 

Yolanda started her career in women's health forty years ago at UCSF. Her
first position was in their Young Women's Clinic, guiding pregnant teens in
achieving healthy pregnancy outcomes. After leaving the Young Women's
Clinic, she became the lead RD for the California Diabetes & Pregnancy
Program, and although she no longer plays a central role there, she has
continued her involvement in a consultant role.

Over the past couple of years, Yolanda's has been working as a co-
investigator on a five-year longitudinal study at UCSF focusing on women's
health before menopause, during menopause and after menopause. The
study looks at health changes associated with the different periods of the
female life cycle. The study has concluded, but they are in the process of
analyzing the data and working on related articles. 

Although the study has been a major focus over the past couple of years,
Yolanda now spends much of her time working in the Lipid Clinic at UCSF.
The Lipid Clinic is housed in UCSF's School of Medicine, and is part of their
Cardiovascular Research Institute.

Yolanda has also just finished writing a book for the ADA: The ADA's Guide
to Gestational Diabetes Mellitus. This publication will be available starting
September 2005. It will be available for purchase via the ADA's website:
www.eatright.org.

Yolanda is truly an inspiration to future RD's, like myself. She believes
young RD's should partner with senior practitioners, who share the same
kinds of passions, and who can act as motivational mentors. Yolanda
believes that as RD's, we are the experts, and therefore, responsible for
continuing to train health care providers in the importance of nutrition,
especially as it relates to women's health. If health care providers
understand the importance of nutrition and its relationship to women's
health, then the important messages will be relayed and the family as a
whole will benefit. Standardizing nutrition messages is one step in the right
direction. Yolanda encourages young RD's to utilize their fresh visions and
innovative approaches in achieving this worthy and important goal. 
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(Fatty Acids, continued from page 1)

utilize the plant-based sources of LA
and LNA, as listed in Table 1 but
should be made aware the synthesis of
DHA and AA may not be sufficient to
meet the needs of the developing
fetus.

Arachidonic Acid (AA)

AA is essential for fetal growth and
development. It is a major structural
component of cell membranes8 and
serves as the precursor for series-2
eicosanoids which play an important
role in maintenance of blood flow.
Researchers have shown significant
positive associations of maternal and
fetal AA status to fetal growth, as
measured by birth weight and head
circumference, in term13 and preterm
infants3. Preterm infants (n = 59
infants; < 30 weeks gestation) studied
through nine months of age,
normalized based on estimated due
date, showed a relative AA deficiency
led to significant growth failure1.

DHA

DHA is important in both the
gestational and postnatal periods.
Besides contributing to gestational

length, and the
development and
function of the CNS, it
is also an important
component of breast
milk, and lately, of
infant formulas.

Gestational
Length and
Labor 

A primary role of n-
3 EFA/LC-PUFA in
gestation is as a
factor contributing
to the length of
gestation and the
onset of labor14, 15. The exact
mechanism is unknown. Increases in
uterine and placental vascular tone
favoring increased blood flow could
contribute to increased uterine growth
and birth weight observed in n-3
supplementation and dietary intake
studies9, 13. In a randomized, double-
blind clinical trial with 291 subjects15,
the duration of gestation increased
significantly (6.0 ± 2.3 days, p =
0.009) when DHA intake was
increased during the last trimester of
pregnancy using DHA rich eggs from
the time of enrollment at 24 to 28
weeks of gestation through parturition.

Central Nervous System

The distribution and concentration of
the LC-PUFA, especially DHA, in the
central nervous system (CNS) during
fetal development has led
investigators to speculate alterations
in the dietary supply of DHA could
affect behavioral and functional
outcomes for the neonate and young
child. DHA is a major structural
component of the developing fetal
central nervous system (CNS) and is
deposited in large quantities in the
fetal brain and retina16. The critical
period of brain growth and CNS
development occurs during the third
trimester of gestation and continues
for about 18 months after birth4.
Damage to the CNS during this time
due to inadequate accretion of LC-
PUFA is unlikely to be subsequently
corrected4. The evidence for a
developmental advantage of
supplemental DHA after birth,
especially for the preterm infant, has
been convincingly demonstrated. The
advantages for the term infant have
been more slowly demonstrated, but
reports17-21 have provided convincing
evidence for a developmental
advantage when postnatal
supplemental DHA is offered, even for
the infant carried to term. 

Given the developmental advantage of
DHA for postnatal infant
development, it follows there should
be an advantage for added DHA
during prenatal development. DHA

(continued on page 7)

PROFESSIONAL APPLICATIONS
Common Questions From the Public
By Carol J. Lammi-Keefe, Ph.D., R.D

Q:  I am pregnant and a friend has told me that I should make sure 
to include fish in my diet.  Why is this a good idea?

A:  Cold-water marine fish are a good source of an omega-3 fatty acid (DHA) 
that is needed for your infant's eye and brain development.

Q:  How much fish should I consume?
A:  The recommendation is for 3-4 servings per week, or 12 oz. per week.

Q:  Can you tell me which fish I should look for?

A:  First, remember you should use the general rule to eat a variety of fish.
Salmon (fresh and canned), canned tuna (light, not albacore), smelts, halibut,
herring, mackerel, trout, sardines, flounder and sole are all excellent to good
sources of this fat.   Try a couple of tuna sandwiches for lunch twice during the
week with a serving of one of these other fish once a week.

(continued on page 10)

Food Source

LA Corn, soybean and other seed oils.

LNA
Flaxseed; *canola (best source in
Western diet), soy, and linseed oils;
and leafy vegetables.

AA Animal fats provide small amounts.

EPA Fish and shellfish, particularly fatty,
deep water marine species.

DHA Fish and shellfish, particularly fatty,
deep water marine species.

Table 1 Dietary Sources of Fatty Acids
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(continued from page 6)

deficiencies during gestation, in both
animal and human models, suggest
impairments in cognitive functions and
visual performance in the offspring4.
While research to support or refute this
suggestion is limited to date, current
research by Cheruku22 identified
correlations between a more mature
sleep pattern in neonates and higher
maternal levels of DHA than in those
with lower maternal levels, supporting
the concept that DHA deficiencies do
result in postnatal impairment. Further
research re DHA deficiencies during
gestation is needed to clarify the extent
of impairment in cognitive functions
and visual performance in the
offspring.

Breast Feeding Benefits 

The neonate also depends upon its
mother for EFA/LC-PUFA. Breast milk
provides LC-PUFA, including DHA.
Cheruku et al22 examined the
relationships between maternal dietary
AA and DHA, breast milk AA and DHA
concentrations, and infant erythrocyte
AA and DHA levels. The results
indicate that while infant AA status
does not depend on maternal AA
status, breastfed infants appear
dependent on maternal DHA intake
during the first 20 weeks of
breastfeeding22. 

Fortified Infant Formulas

Salem et al.10 show that while infants
have the capability to convert
precursor EFA to LC-PUFA by
approximately one week postpartum,
the amounts produced in vivo from
LNA may be inadequate to support the
DHA levels observed in breast-fed
infants. This research underscores the
importance of having optimal amounts
of DHA transferred to the fetus since it
may be difficult to provide optimal
levels of dietary DHA for those infants
who are not breast-fed postpartum.
Preterm formulas supplemented with
LC-PUFA have been available for quite
some time; however, formulas used for
term infants in the United States have
only recently included LC-PUFA as
well as EFA.

Gestational Diabetes and DHA

One of the major complications of
pregnancy, occurring in up to 14% of
all pregnancies, is gestational diabetes
mellitus (GDM), a pathological
condition in which glucose intolerance
is recognized for the first time23. GDM
is associated with poor perinatal
outcomes, with higher incidence of
macrosomia being the most frequently
reported adverse neonatal outcome24,

25.

Insulin resistance, the underlying
cause of the glucose intolerance,
affects the ability of the skeletal
muscle, white adipose tissue and liver
cells to take up glucose, resulting in

high plasma glucose levels. Decreased
suppression of endogenous glucose
production also contributes to high
plasma glucose levels. The plasma
glucose is easily transported across the
placenta to the developing fetus,
contributing to the development of
infant macrosomia. The aberration in
glucose metabolism affects maternal
lipid and protein metabolism as well.
Insulin resistance results in the
inability of insulin to suppress
lipolysis, causing an increase in
maternal free fatty acids. 

Maternal free fatty acids have also
been associated with macrosomia26. In
an uncomplicated pregnancy there is a 

(continued on page 10)

PROFESSIONAL APPLICATIONS

Common Questions from Dietitians

By Carol J. Lammi-Keefe, Ph.D., R.D

Q: Should I recommend omega-3 supplements to my clients who are
not getting enough from foods?

A supplement is probably a good idea for the woman planning a pregnancy or
for the woman who is pregnant if she is not getting much from her diet.
Currently, the recommendation is for 300 mg/day of DHA; this may change in
the future as we learn more about the role and benefits of different amounts of
DHA. A review of the usual diet may disclose that tuna fish is a food that the
woman seems to like but is just not eating with a frequency that can be
beneficial because she is not thinking about the benefits that is provides.  Also,
methods of preparing fish may really be the deterrent to consumption.  Try to
sort this out and perhaps refer her to www.brainfood.uconn.edu or some other
resources for some ideas about preparation.

Q: What should I tell my clients who are already choosing to take
the supplements? 

If a client is already choosing to take supplements, you should review with
them if the supplement of choice is really providing DHA (and not just omega-
3s, which are not synonymous with DHA) and if the amount being consumed is
in line with the current thinking.

Q: What is the recommended dosage in supplement form? 

As far as we know it does not matter if the omega-3 fatty acids are being
provided by food or by supplements in the amounts that are currently being
recommended.  The recommended amount for the pregnant woman is around
300 mg of DHA per day and 200 to 300 for the breastfeeding woman.  This
means that women who choose to take supplements should scrutinize labels
carefully so that they can be assured of how much DHA they are consuming in
supplement form.  The supplements that are on the market shelves do differ-
one may not be the same as the next. 
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THE REDUCED LEAVE SCHEDULE:
A Well Kept Secret

support for breast pumping, the reduced leave schedule
offers another option for your clients, especially if a long-
term unpaid leave is unaffordable.

Developing a Reduced Leave Schedule

To use this provision of FMLA, your client must first get
her employer's agreement if medical necessity is not a
factor5. (Medical necessity does not require employer
agreement). Approval is often granted by making the
request armed with a detailed written proposal presenting
the schedule and the work coverage plan. A free maternity
leave proposal template available off the Web provides the
structure and scripted language for making the request6.
This template has also been used to develop similar
transition plans for those not eligible for leave under
FMLA.

The box above demonstrates how Amy, an accountant who
needed her full-time income, devised her own reduced
leave schedule based on her decision that she would be
able to survive at 60% of her salary for five or six months.
Amy's disability policy provided that level of income for
only six weeks. 

(continued on page 9)

Pat Katepoo, RD

Did you know working mothers in
Canada are allowed 50 weeks of
partially paid maternity leave? In
several European countries, new
mothers enjoy generous lengths of time
at home with 70 - 100% pay. But here
in the USA, social and tax structures
don't support this level of coverage.
Instead, women cobble together short-
term disability, employer-paid vacation
and sick leave, paid parental leave
(uncommon), and unpaid leave to make
up a mixed bag of "time off."

The Family & Medical Leave Act
(FMLA) allows 12 weeks of unpaid job-
protected leave to new mothers under
certain conditions, yet roughly half of
American employees work for FMLA-
exempt employers. Once any employer-
paid leave is used, the remainder of the
allowed time is generally unpaid; many
new mothers cannot afford unpaid
leave.

Where does this leave dietetics
professionals who encourage clients
to exclusively breastfeed for the first six
months of life, as recommended by the American Academy
of Pediatrics1? Half of all mothers of infants in the USA
work outside of the home and most of them return to work
by the third month2. These realities impact breastfeeding
duration. One study showed a return to full-time working
at three months post-partum decreased breastfeeding
duration by about eight weeks, relative to not working3.

The Journal of Human Lactation cited flexible work
arrangements as an important approach to overcome the
barriers to breastfeeding for working women4. A part-time
schedule in particular is an effective strategy to help
mothers combine breastfeeding and employment3. Using a
rarely-publicized provision of the FMLA called a reduced
leave schedule may allow your employed clients to follow
their initial six weeks of at-home disability leave with a
temporary part-time work schedule. This schedule makes
it easier for a new mother to continue breastfeeding. It
also allows her to retain partial earnings even as she
enjoys more time to bond with her baby. 

Dietetics professionals often encounter working pregnant
clients who report their intention to introduce human milk
substitutes after six weeks, when they must resume their
full-time work schedule. In addition to education and

1. Calculate the FMLA hours available after the disability coverage is
used up.

FMLA = 12 weeks of unpaid leave or 480 hrs (40 hours/wk x 12 weeks)

Amy's Disability Coverage = 6 weeks, or 240 hours (40 hours/wk x 6 weeks)

FMLA Hours - Disability Hours = 240 FMLA hours remaining
2. Plan an acceptable reduced leave schedule to utilize the remaining
FMLA hours. Two possibilities for Amy’s situation are presented below

Weeks
Postpartum

Work Schedule (Pay %)
Time Off Used Time Off Remaining

0-6 weeks
At-home
(60% pay)

240 hrs 240 hrs

7-10 weeks
3 x 8 hr/days/wk
(60% pay)

64 hrs 176 hrs

11-21 weeks
4 x 6 hr/days/wk
(60% pay)

176 hrs 0 hrs

Weeks Postpartum Work Schedule (Pay %)
Time Off Used

Time Off Remaining

0-6 weeks
At-home
(60% pay)

240 hrs 240 hrs

7-18 weeks 5x4 hr/days/wk (50% pay) 240 hrs 0 hrs

PLAN A: Grandual transition to full-time work at 22 weeks

PLAN B: Work half-time to distribute hours more consistently and return
to full-time work at 19 weeks

FMLA Hours

FMLA Hours
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Interest in Women's Health and
Nutrition Programming Increasing
Mary Hager, PhD, RD, FADA 

The Women's Health program at the Maternal and Child Health Bureau funds a
demonstration program focusing on reducing the risk of overweight/obesity in
women entitled, Innovative Approaches to Promoting a Healthy Weight in
Women. The goal of the demonstration program is to develop and demonstrate
creative, innovative approaches that are effective in reducing the incidence and
prevalence of overweight/obesity in women by increasing the number of women
who adopt positive, healthy lifestyles. 

On September 1, 2004, HRSA's (Health Resources and Services Administration)
Maternal and Child Health Bureau funded three demonstration grants.  Each site
focuses on women of color who are disproportionately affected by
overweight/obesity : African-Americans in Ohio, Mexicans in Texas, and Puerto
Ricans in Massachusetts. Each will be funded for 3 years, at $140,000/year. The
response from this solicitation was the biggest ever since women's health
programming began in the Bureau five years ago with 46 applicants, so clearly the
need is there, but resources are scarce. 

Division of Healthy Start and Perinatal Services
Maternal and Child Health Bureau, HRSA

Innovative Approaches to Promoting a Healthy Weight in 
Women Grantee Directory

Texas
Lisa K. Lloyd, PhD
Texas State University - San Marcos
Health, P. E., and Recreation Department
601 University Drive
San Marcos, TX 78666-4685
(512)245-8358
LL12@txstate.edu

Ohio
Joyce Toombs
North East Ohio
Neighborhood Health
Services
8215 Hough Avenue
Cleveland, OH 44103
(216)791-3306
jelainetoo@aol.com

Massachusetts 
Maria Fessia, RD
Holyoke Health Center
217 High St. 
Holyoke, MA   01041-6260
(413)420-2281
Maria.fessia@hhcinc.org

(continued from page 8)

SUMMARY: As healthcare
providers who understand and
appreciate the wide-ranging and
far-reaching benefits of
breastfeeding on maternal and
infant health, dietetic
professionals can encourage
working mothers to look beyond
the traditional maternity leave
options and help them consider a
reduced leave schedule or other
flexible work arrangements to
foster breastfeeding duration.

References:
1. Gartner LM, Morton J, Lawrence
RA, Naylor AJ, O'Hare D, Schanler
RJ, Eidelman AI. American Academy
of Pediatrics Section on
Breastfeeding. Breastfeeding and the
use of human milk. Pediatrics. 2005
Feb;115(2):496-506.

2. National Bureau of Economic
Research Web Site. Do Longer
Maternity Leaves Affect Maternal
Health? Accessed April 12, 2005 at
http://www.nber.org/aginghealth/
winter04/w10206.html

3. Fein SB, Roe B. The effect of work
status on initiation and duration of
breastfeeding. Am J Public Health.
1998;88: 1042-1046. Abstract
available at
http://www.ajph.org/cgi/content/a
bstract/88/7/1042

4. Libbus M, Bullock L. Breastfeeding
and employment: an assessment of
employer attitudes. J Hum Lact.
2002;18:247-251. 

5. U.S. Department of Labor website.
eLaws Family and Medical Leave Act
Adviser page. Accessed at
http://www.dol.gov/elaws/esa/fml
a/er3.asp on July 7, 2005.

6. WorkOptions.com Website.
Katepoo, P. Max Maternity Leave
Planner and Proposal Template.
Accessed at
http://workoptions.com/maternityl
eave.htm on July 5, 2005.

"The response from this solicitation
was the biggest ever since women's

health programming began…"
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(Fatty Acids, continued from page 6)

preferential transfer of LC-PUFA across the placenta to assure
an adequate supply for the developing fetus. However, the
work of Wijendren et al27 demonstrated LC-PUFA were not
transferred as effectively to the developing fetus by women
diagnosed with GDM as compared with Control subjects.
Wijendran et al.12 demonstrated that dietary DHA of pregnant
women is a significant determinant of maternal plasma
phospholipid PL LC-PUFA. DHA levels were also inversely
related to insulin resistance. The less effective transfer of DHA
to the fetus of women with GDM creates a functional
disadvantage in the neonate as evidenced by sleep patterns
typical of a less well developed CNS28. 

Summary: Unanswered questions include whether increasing
maternal intake of DHA during pregnancy complicated with
GDM would increase the transfer of DHA to the fetus and thus
improve the infant sleep/wake patterns, representing a better
developed CNS, of those neonates. Additionally, at this time it
is unknown whether, or at what dosage, the amount of DHA
consumed might maximize the development of the CNS,
whether or not the pregnancy is complicated by GDM. In the
United States the average intake of DHA (50 mg/d) is low
compared to countries where fish is a dietary staple and
women consume up to 1.5 - 2.0 g/d.  Until these questions have
been answered, the prudent approach would be to assure all
pregnant and lactating women consume a minimum of two to
three servings of DHA rich foods weekly, to meet the
recommended intake of  300 - 500 mg/day for pregnant
women29.

Practice Recommendations:

1. DHA should be increased in the last trimester of 
pregnancy, ideally by consuming two to three servings of 
DHA-rich foods per week.

2. Breastfeeding is the optimal source of postpartum dietary 
DHA for both pre- and full-term infants. Artificial infant 
formulas with added DHA are available for the non-
breastfed infant and should be encouraged for all non-
breastfed infants unless medically contraindicated.

3. The transfer of LC-PUFA to the fetus of GDM patients is 
reduced. Practitioners should encourage the consumption 
of a minimum of two to three servings per week of DHA-
rich foods.

REFERENCES:

1. Carlson S, Werkman S, Peeples J, Cooke R, Tolley E. 
Arachidonic acid status correlates with first growth in 
preterm infants. Proc Natl Acad Sci U S A. 1993; 90:1073-
1077.

2. Connor WE. Importance of n-3 fatty acids in health and 
disease. Am J Clin Nutr. 2000;71: 171S5S.

3. Leaf A, Leighfield M, Costeloe K, Crawford M. Long-chain 

(Omega 3 Questions, continued from page 6)

Q:  What is the inclusion of fish going to do to
my food budget?

A:  Including fish in your diet doesn't have to break the
bank.  Canned tuna is very affordable.  Also, canned
salmon is another good affordable option.  If you use
the suggestion to include a can of tuna or a couple of
servings of canned salmon coupled with a fresh fish
once a week, you will not notice a significant difference
in your weekly  food  bill.  Check out
www.brainfood.uconn.edu for some recipes and
preparation ideas.

Q:  Another friend said she read pregnant
women should avoid eating fish.  Why would
there be such a caution for pregnant women
and what should I do?

A:  The precaution is to protect the developing fetus
from mercury and other toxins that can accumulate in
the fat of some fish and damage the infant's
neurological system.  If you do not eat fish from rivers
and streams and if you limit your consumption of fish
to 3 to 4 times per week there is no evidence your baby
is put at risk for harm. In fact, it seems there really is a
benefit to the developing baby to have some fish
included in your diet. Also, during pregnancy it is what
are called the predator fish, such as shark, swordfish
and large tuna (like you would eat as a tuna steak), that
should be completely avoided by the pregnant woman.
The bottom line is to include fish in the diet, using the
guidelines provided here.

Q:  I've seen ads for other omega-3 containing
foods.  I assume I can substitute those for the
fish in my diet.

A:  While substitution might seem like a reasonable
approach, the evidence from several or more studies
indicates the omega-3 fatty acids from plants cannot
substitute for the fish fatty acids in the baby's eye or
brain.

Q:  Are there other sources for these beneficial
fats that are found in fish?

A:  You can find fish oil capsules on the supermarket
shelves.  Also, there are some eggs being marketed that
are higher in DHA than the traditional egg. The hens
are fed a diet which increases the amounts of DHA in
the eggs they lay.  Still, fish are higher than eggs in
their DHA content.  Also, there are other good reasons
to consume fish. For example fish are a good source of
good quality protein, minerals and vitamins.
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15. Smuts CM, Huang M, Mundy D, 
Plasse T, Major S, Carlson SE. A 
randomized trial of 
docosahexaenoic acid 
supplementation during the third 
trimester of pregnancy. Obstet 
Gynecol. 2003;101:469-79.

16. Martinez M. Tissue levels of 
polyunsaturated fatty acids during 
early human development. 
J Pediatr. 1989;120:S129-S138.

17. Willatts P, Forsyth JS, DiModugno 
MK, Varma S, Colvin M. Effect of 
long-chain polyunsaturated fatty 
acids in infant formula on problem 
solving at 10 months of age. 
Lancet. 1998;352:688-691.

18. Helland IB, Smith L, Saarem K, 
Saugstad OD, Drevon CA. Maternal
supplementation with very-long-
chain n-3 fatty acids during 
pregnancy and lactation augments 
children's IQ at 4 years of age. 
Pediatrics. 2003;111:e39-e44.
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(continued on page 13)

CAREER PLANNING UPDATE:

International Board of
Certification Lactation Examiners
(IBLCE) Continue to Pursue
Credential for Those Providing
Lactation Support

Claire Dalidowitz MS, MA, RD, CD-N

In the Winter 2005 issue of the WHRN Report, I described the second
credential for those looking to take step one and enter the lactation support
specialty. At the IBLCE board meeting in February, it was decided there has
been enough positive response to justify the development of this credential and
the Board Committee will continue to work on it. The next tasks are to set up a
business plan and to determine the competencies needed by those who wish to
pursue this entry-level credential. The IBLCE board will meet again in
September to work towards making this credential available. 

This is a wonderful opportunity for the dietetic professional to begin a journey
toward becoming an International Board Certified Lactation Consultant
(IBCLC). Stay tuned for updates in future WHRN newsletters. 

Claire Dalidowitz MS, MA, RD, CD-N, is the representative for WHRN to
IBLCE. 

EDITORS NOTE: If you missed reading Claire's review of lactation
credentials, you can access the Winter 2005 issue of the WHRN Report in .pdf
format on our members-only section of the WHRN’S website.
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Jessica Setnick, MS, RD/LD

There are so many reasons why women choose to
breastfeed or not to that it's hard to single out any one
causative factor. But the question above was posed to me
by Kathy Scalzo, WHRN Newsletter Editor and in
response, I searched the available literature. Although I
didn't find a definite cause and effect, I've summarized the
existing research theories for you below. I found it
interesting to see how many of the titles are questions
themselves; evidence of how little is known in this area to
date.

Bivariate analyses of attitudes towards breastfeeding.
Counsilman J, Mackay E, Copeland R. Aust NZ J Obstet
Gynaecol 1983;23:208-215.

After they gave birth, women whose pre-pregnancy
weight was considered "average" (123-143 pounds) 
were more positive about their experiences 
breastfeeding than lighter or heavier women. Women 
whose breast size increased by two cup sizes were 
more positive than women with no change or a large 
change (>2 cup sizes) in breast size. 

Why are teenagers in the United States less likely to
breastfeed than older women? Peterson CE, DaVanzo J.
Demography 1992;29:431-450.

Teenage mothers who don't
breastfeed are similar to mothers 
over 20 who don't breastfeed: they 
tend to be less educated, poorer, of 
color, and unmarried. But when 
controlled for these factors, teenage 
mothers breastfeed less than 
expected, possibly due to 
"developmental aspects of 
adolescence, such as greater 
egocentricity [breast-feeding may 
take up time that the mother 
wants/needs for other activities] and
greater concern about body image 
[self-consciousness about 
breastfeeding in public and/or 
preserving the appearance of 
breasts]."

Body mass index and duration of breastfeeding: a survival
analysis during the first six months of life. Rutishauser IH,
Carlin JB. J Epidemiol Community Health 1992;46:559-
565.

Mothers with BMI>26 one month post-partum were 

more likely to have 
stopped breastfeeding 
earlier than lighter 
mothers.

Body image, maternal-fetal
attachment, and breast-
feeding. Foster SF, Slade P,
Wilson K. J Psychosom Res
1996;41:181-184.

Women with many 
concerns about body 
shape and weight were 
less likely to 
breastfeed. Women who intended to breastfeed 
reported more satisfaction with their body shape.

Extreme attitudes to body shape, social and psychological
factors and a reluctance to breast-feed. Barnes D, Stein A,
Smith T, Pollock JI. J R Soc Med 1997;90:552-559.

During pregnancy, women who were more satisfied 
with their body weight were more likely to intend to 
breastfeed, and women who were preoccupied with 
their body shape were less likely to intend to breast 
feed. In the first post-partum week, women who were

less concerned about body shape were
more likely to breastfeed.

Maternal obesity and breastfeeding
success in a rural population of white
women. Hilson JA, Rasmusen KM,
Kjolhede CL. Am J Clin Nutr
1997;66:1371-1378.

Overweight mothers had less success
initiating breastfeeding, and discontinued
breastfeeding more than "normal weight"
mothers.

Does maternal obesity adversely affect
breastfeeding initiation and duration?
Donath SM, Amir LH. J Pediatric Child
Health 2000;36:482-486.

"…obese women may be at increased risk of not 
breastfeeding or stopping breastfeeding 
prematurely….It is unclear whether there is any 
biological basis for lactation difficulties in obese 
women, or whether the barriers are mechanical or 
sociocultural." Regardless of size, women with no 
concerns about their body shape were more likely to 
intend to breastfeed.

Something to Think About...

Breastfeeding and Body Image: Is there a
connection?

WOMEN WHO MAY NEED
EXTRA BREAST-

FEEDING
ENCOURAGEMENT

• Young or teenage mons

• Women unhappy with their pre-
pregnancy weight

• Obese women

• Women with BMI .26 one month
post-partum

• Women who do not meet weight
gain expectations (either too high
or too low).
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(Fatty Acids, continued from page 11)

docosahexaenoate and arachidonate from egg yolk 
lecithin. Ped Res. 1996;39:882-888.

20.Birch EE, Garfield S, Hoffman DR, Uauy R, Birch DG. A 
randomized controlled trial of early dietary supply of 
long-chain polyunsaturated fatty acids and mental 
development in term infants. Dev Med Child Neurol.
2000;42:174-181.

21. Birch EE, Hoffman DR, Uauy R, Birch DG, Prestidge C. 
Visual acuity and the essentiality of docosahexaenoic 
acid and arachidonic acid in the diet of term infants. 
Ped Res. 1998;44:201-209.

22. Cheruku SR. Long-chain polyunsaturated fatty acids in 
pregnancy and lactation: Infant outcome. Department of
Nutritional Sciences. Storrs: University of Connecticut, 
2000: 163 pages.

23. “American Diabetic Association”. Gestational Diabetes 
Mellitus. Diab Care. 2004;27:S89-S90.

24. Jacobson J, Cousins L. A population based study of 
maternal and perinatal outcome in patients with 
gestational diabetes. Am J Obstet Gynecol. 1989;161.

25. Hod M, Merlob B, Friedman S. GDM - a survey of 
perinatal complications in the 1980s. Diabetes. 
1991;49:74-78.

26. Catalano PM, Kirwan JP, Haugel de Mouzon S, King J. 
Gestational diabetes and insulin resistance: role in short-
and long-term implications for mother and fetus. J Nutr.
2003;133:1674s-1683s.

27. Wijendran V, Bendel RB, Couch SC, Philipson EH, 
Cheruku SR, Lammi-Keefe CJ. Fetal erythrocyte 
phospholipid polyunsaturated fatty acids are altered in 
pregnancy complicated with gestational diabetes 
mellitus. Lipids. 2000;35:927-931.

28. Lammi-Keefe CJ, Thoman EB, Cheruku SR, 
Montgomery-Downs HE, Farkas SL, Loosemore ED, 
DeMare CI, Keplinger MR, Mutungi G, Judge MP, 
Ibarrola B. Sleep patterns of infants immediately after 
birth reflect docosahexaenoic acid status and central 
nervous system maturity. In: Essential Fatty Acids and 
Eicosanoids:  Invited Papers. Huang Y-S, Lin S-J, Huang
P-C, eds. Champaign: AOCS Press, 2003:105-111.

29. Cunnane SC, Drevon CA, Harris WS, Sinclair AJ, Spector
AA. Recommendations for intake of polyunsaturated 
fatty acids in healthy adults. Brighton, UK: International
Society for the Study of Fatty Acids and Lipids, 2004:22.

Maternal obesity and breastfeeding practices. Li R, Jewell
S, Grummer-Strawn L.  Am J Clin Nutr 2003;77:931-36.

Regardless of weight gain during pregnancy, obese 
women were less likely to breastfeed than women 
with a "normal" pre-pregnancy BMI. Obese women 
who did breastfeed discontinued breastfeeding 
earlier than their counterparts. Women who gained 
less than or more than the recommended weight 
during pregnancy breastfed the shortest duration.

Body image, maternal-fetal attachment,
and choice of infant feeding method: A
study in Taiwan. Huang H,
Wang S, Chen C. Birth
2004;31:183-2004.

Higher pre-pregnancy 
weight predicted 
more negative body 
image during 
pregnancy. Women 
who breastfed had 
more positive pre-
pregnancy body images
than women who bottle fed.

In groups, the trends indicate that weight plays a role in
choice to breastfeed or not, along with many other factors.
And there is some indication that body image (which 
can affect self-confidence and self-efficacy) may also play
a role. But in individuals, the extent that weight affects
body image is a whole other issue. There are women with
such severe body image disturbance that no matter how
low their weight, they never have a positive body image.
There are women who are "overweight" in society's terms
with very positive body images. 

There is much more to learn in this area, in order to
provide appropriate advice to mothers of all shapes and
sizes. And the rule of individualized care designed for
each patient remains undisputed. But the patterns seem
to show that women in certain groups, possibly but not
conclusively because of their risk for poor body image,
may need special attention in their efforts to breastfeed:
young teenage mothers, women who are unhappy with
their weight pre-pregnancy, obese women, women with a
BMI >26 one month post-partum, and women who gain
less or far more than the recommended amount of weight
during pregnancy. As dietitics professionals, we can
encourage all mothers and future mothers to embrace
their body's capabilities to both bring forth a child and to
nourish that child, regardless of shape, size, or style.

“Dietetics professionals
can encorage all

mothers...to embrace
their body’s capabilities

to...nourish their
children, regardless of

shape, size or style”
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Barbara Luke, ScD, MPH, RD

Are you seeing double (or triple) every
time you go to the grocery store or the
shopping mall? You are--twins,
triplets, and even quadruplets are
much more common these days than
just a decade ago. In the US, the
number of twin births has risen by
67% and the number of triplet and
higher order births by 548% since
1980.  Although triplets and higher-
order multiples are increasing at a
faster rate, twins account for more
than 93% of all multiple births each
year. One-fourth of this increase is
attributed to delaying childbearing and
the naturally higher occurrence of
multiple births to older mothers, but
the majority is the result of fertility-
enhancing agents and assisted
reproductive technologies.

Half of all multiple births today are to
women ages 30 and older, twice as
many as in 1980.

Three times as many women ages 35
and older, and four times as many
women ages 40 and older are having
twins today compared to 1980.
Five times as many women ages 35
and older, and ten times as many
women ages 40 and older are having
triplets or quadruplets today compared
to 1980.

The following questionnaire will test
your knowledge about twins, triplets,
and quadruplets.  Remember,
knowledge is power -  learning as
much as you can about these unique
pregnancies will help your clients have
a healthier pregnancy and deliver
healthier children.

1. What is the average birthweight and
length of gestation for a twin
pregnancy?
A. 3 lbs 12 oz at 32 weeks
B. 4 lbs 7 oz at 34 weeks
C. 5 lbs 5 oz at 36 weeks
D. 6 lbs 4 oz at 38 weeks

2.  What is the average birthweight and
length of gestation for a triplet
pregnancy?
A. 3 lbs 12 oz at 32 weeks
B. 4 lbs 7 oz at 34 weeks
C. 5 lbs 5 oz at 36 weeks
D. 6 lbs 4 oz at 38 weeks

3.  What percentage of twins are
identical vs fraternal?
A. 50% and 50%
B. 33% and 67%
C. 25% and 75%
D. 10% and 90%

4.  What percent of identical twins
have separate amniotic sacs and
placentas?
A. 20%
B. 35%
C. 50%
D. 65%

5.  Women who conceive twins
spontaneously are more likely to be…
A. athletic

B. first-time mothers
C. vegetarians
D. taller

6.  For a woman of normal weight
pregnant with twins, how much should
she gain by 24 weeks?
A. at least 24 lbs
B. at least 20 lbs
C. at least 16 lbs
D. at least 12 lbs

7.  For a woman pregnant with triplets,
how much should she gain by 24
weeks?
A. at least 42 lbs
B. at least 36 lbs
C. at least 30 lbs
D. at least 24 lbs

8.  For a woman pregnant with quads,
how much should she gain by 24
weeks?
A. at least 30 lbs
B. at least 40 lbs
C. at least 50 lbs
D. at least 60 lbs

9.  An unborn babies' heads at 32
weeks of pregnancy are about the size
of…
A. an apricot
B. a lemon
C. an orange
D. a cantaloupe

10.  What is the best exercise you can
do when you're pregnant with
multiples?
A. vaccuuming
B. swimming
C. walking
D. biking

Answers: 1-c, 2-a, 3-b, 4-d, 5-d, 6-a,
7-b, 8-c, 9-c, 10-b.

How did you score? If you missed
only one or two, you know more than
most experts!  If you missed three or
more, it's time to learn more about
these unique, high-risk pregnancies.
For specifics on what makes multiple
pregnancies special, guidelines on
prenatal care and nutrition, and
strategies for lowering your risks for
complications, read When You're
Expecting Twins, Triplets, or Quads. 

Editors Note: Barbara's  full-length
article "Improving Outcomes in
Multiple Pregnancies with Nutritional
Interventions" appeared in the Spring
2005 issue of the WHRN report,
available on-line on our members-only
webpage. A review of the book, When
You're Expecting Twins, Triplets, or
Quads, can be found in the Summer
2004 issue. See page 5 for ordering
information.~KS

What Do You Know About
Twins, Triplets, or Quads?
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2005-2006 EXECUTIVE COMMITTEE
Chair-Elect

Theresa Romano, RD
516/659-8773

516/932-7976 Fax
fooddiva@aol.com

Chair-Elect
Jeanne Blankenship, MS, RD, CLE

Jeanne.Blankenship@ucdmc.ucdavis.edu

Past Chair and Industry Relations
Darlene Husch, MA, RD, CDE

darhusch@verizon.net

Secretary
Cathy Fagen, MA, RD

cfagen@memorialcare.org

Treasurer
Jamillah Hoy-Rosas, MPH, RD

jhoyrosas@betances.org

COMMITTEE COORDINATORS

Nominating Committee Chair
Ginger Carney, RD, LDN, IBCLC

carneyg@lebonheur.org

Chair-Elect
Barbara Dubois, DTR
rdubois03@snet.net 

Awards Chair
Ursula D Harry, MS, RD, RN, CDE

ursulah@optonline.net

FNCE Coordinator
Laura Couillard, RD

lcouillard@ace-rd.com

Assistant FNCE Coordinator
Megan Wolfe, MS, RD, CDN

meganwolfe@verizon.net

Legislative Coordinator
Lara Englebardt, MS, RD

LEnglebardt@aol.com

Membership Committee Co-Chairs
Margarette Williamson, MPH, RD, LD

mwrs@earthlink.net

Heather Baden, MS, RD, CDN 
hbnutrition@optonline.net

Web Site and List Serve Coordinator
Kimberly Slominsky, RD
kimsgateway@aol.com

Member Publications
Alison Starr

alibstarr@msn.com

ADA Practice Team Liaison
Aiysha Johnson

Ajohnson@eatright.org

ADA Professional Issues Delegate
Phyllis Bowen, PhD, RD

pbowen@uic.edu 

POSITION OPENING
WHRN is seeking a member who would
like to become more involved in the
DPG. We are currently looking for
someone to fill the position of
website/listserv coordinator. For
more information and a job
description, please contact
Theresa Romano, at 516-659-8773. 

CALL 
FOR 

NOMINATIONS

The WHRN-DPG will be electing new officers in February.
Preparations are underway to provide an outstanding ballot for the
membership.  According to our Guiding Principles, because 2006 is
an even numbered election year, our ballot will present the following
new officers:

1. Chair-Elect (3-year commitment to
the DPG Board: Chair-Elect, Chair,
Past Chair)

2. Secretary (2-year term)

3. Industry Relations

4. Chair-Elect, Nominating 
Committee (2-year commitment: 
Chair-Elect, Chair)

5. Ad Hoc member, Nominating 
Committee

Please give these positions your serious consideration and pass along
any names you think would be a qualified candidate. Many of you
work with extremely talented and knowledgeable colleagues that
would make wonderful leaders for our organization.  Sometimes all
they need to accept a nomination is a request to run.  You can make a
difference!  If you are willing to submit your own name, that would
also be appreciated and completely acceptable.  There is a
requirement that all nominees be current members of WHRN-DPG.

Please submit names with contact information (including phone
number) and the office you are nominating the candidate for to: 
Ginger Carney, Nominating Chair, carneyg@lebonheur.org  or 
(901)572-3140 by September 15, 2005.
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Women’s Health and Reproductive Nutrition
A Dietetic Practice Group of

The American Dietetic Association

Calendar of Events

September:
National Menopause Awareness Month
Office of Women's Health
(888) 463-6332    or  (301) 827-0350 
www.fda.gov/womens/menopause

Ovarian Cancer Awareness Month
The National Ovarian Cancer Coalition
(888) OVARIAN   or  (561) 393-0005 
nocc@ovarian.org
www.ovarian.org
Contact: Shelly Rozenburg

National Women's Health and 
Fitness Day
Health Information Resource Center
(800) 828-8225 
info@fitnessday.com
www.fitnessday.com
Contact: Tina Godin

October:
National Breast Cancer Awareness Month
National Breast Cancer Awareness Month Board
of Sponsors
(312) 596-3557 
kathryn.mckemzie2@astrazeneca.com
www.nbcam.org
Contact: Kathyrn Mckemzie

National Spina Bifida Awareness Month
Spina Bifida Association of America
(800) 621-3141  or   (202) 944-3285 
sbaa@sbaa.org
www.sbaa.org
Contact: Maya House

National Health Education Week (Healthy
Choices: Family Life Education)
National Center for Health Education
Society for Public Health Education
(212) 463-4053 
elaine@nche.org
www.nche.org
Contact: Elaine Sheehan 

November:
Prematurity Awareness Month
March of Dimes Birth Defects Foundation
(888) MODIMES (663-4637)
askus@marchofdimes.com
www.marchofdimes.com
Contact: Pregnancy and Newborn Health
Education Center

National Alzheimer's Disease 
Awareness Month
Alzheimer's Disease and Related Disorders
Association
(800) 272-3900  or 
(312) 335-8882 TDD
info@alz.org
www.alz.org
Contact: Local Chapters or 
National Office 

By Allison Starr
The Fall is such a busy time of the year-back to school, back to regular work schedules, back to reality! Instead of providing you with
a list of upcoming conferences,  this issue features opportunities for WHRN members to get directly involved in women's health
issues. Please let me know if you participate in any special activities related to these, or other, national observances.

The Women’s Health and Reproductive Nutrition DPG 
web site http://www.whrndpg.org

The American Dietetic Association web site
http://www.eatright.org


