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Get Involved with
Wellness in Schools!
Did you know that the USDA’s Team
Nutrition Program has released a
customizable outreach toolkit to
help people get involved with local
school wellness policy?
It’s true!
This toolkit includes flyers for
parents (in English and Spanish),
templates for letters to the principal,
newsletter options, presentation
templates, social media ideas, and
more!
Get all the details at https://
www.fns.usda.gov/tn/wellnesspolicy-toolkit
And did we mention that it’s free?

COZY WINTER SOUP
Potatoes and cauliflower come together to make a rich and silky soup

Directions:
Place the onion, leeks, and
oil in a Dutch oven and
cook over medium heat
until the onions are
translucent. Add the garlic,
potatoes, water, and broth.
Cook for 20 minutes or until
potatoes are soft. Puree the
soup with an immersion
blender or regular blender,
taking care because it’s
very hot.

Winter White Potato Soup
Add the cauliflower florets
and bring the soup back to
a boil. Simmer for one or
two minutes and serve hot.
Garnish with black or white
pepper.
You can also cook this soup
in an electric pressure
cooker. To do so, cook
onion, leeks, oil, garlic,
potatoes, water, and broth
together for 10 minutes.
Puree, add the cauliflower
and cover. Heat 1 minute.
Then serve.

✤ 1 medium white onion, diced
✤ 1 cup sliced leeks
✤ Vegetable oil cooking spray
✤ 1/2 tsp garlic powder
✤ 2 peeled Yukon Gold potatoes, cubed
✤ 2 cups water
✤ 2 cups low-sodium chicken or vegetable broth
✤ Ground white or black pepper, to taste
✤ 2 cups cauliflower florets

Nutrition Information:
Serves 4. Each 1.5 cup serving: 206 calories, 1g fat, 0g saturated
fat, 0g trans fat, 0mg cholesterol, 71mg sodium, 44g
carbohydrate, 5g fiber, 5g sugars, 7g protein.
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WINTER SQUASH SALAD
This hearty salad will bring flavor and nutrients to your table

Winter Squash Salad
Here’s a salad that pulls out all the stops for the winter. Delicately roasted winter squash, toasted
walnuts, delicious greens, and a simple dressing will make this a hit at your table.
✤
✤
✤
✤
✤

6 cups arugula or raw spinach (pre-washed and ready to serve)
1 acorn or butternut squash, whole
1 cup toasted walnuts
1/2 cup diced sourdough bread (about 1 slice)
Dressing: Light spray of olive oil, balsamic vinegar to taste, cracked black pepper, chopped
fresh parsley, small squeeze of lemon

Roast the acorn or butternut squash until it is tender. Cut it in half, remove the seeds and then remove
the squash from the peel with a spoon. Allow to cool and dice into large 1-inch cubes. Place the
arugula in a bowl with the toasted walnuts, squash, and bread. Toss lightly with the dressing ingredients
and serve immediately.
Serves 3. Each 2 cup serving: 447 calories, 26g fat, 3g saturated fat, 0g trans fat, 0mg cholesterol,
126mg sodium, 50g carbohydrate, 12g fiber, 4g sugars, 11g protein.
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Smarter Lunchrooms
Here are some new ways to encourage children to make healthful choices!
Strategies from Smarter Lunchrooms
Try a fruit or vegetable taste test! Kids have to be exposed to a different food several times
before they decide whether they like it. Offer free fruit testing at least once a year. This helps
reduce food waste and cost by allowing kids to “try before they buy.”
Studies show that kids will eat two thirds more fruit if it is cut up rather than served whole.
Serve fruit in slices, wedges, or segments.
To increase consumption of veggies, pair them with dips like ranch or hummus. Surround these
offerings with fun, colorful posters that say, “dip in” or “crunch this!”
Make food “robots.” Kids can get creative by making fruit and veggie robots using cut up fruit
or vegetables, toothpicks, and hummus or yogurt dip. Let them team up with their friends to
connect fruits or veggies into robotic designs!

If there’s one thing we could all use more of in our eating patterns, it’s produce. After all, plant-based
diets have been linked with reductions in obesity, cancer, and heart disease. However, despite these
myriad benefits, studies indicate that most people still aren’t getting enough produce.
Getting kids to eat more fruits and vegetables can be especially challenging. Did you know
that nine out of ten kids don’t eat enough vegetables? School cafeterias can be particularly diﬃcult to
navigate since kids are often oﬀered as many unhealthful choices as healthful ones. Since over 30 million
kids are nourished by the National School Lunch Program, school lunch oﬀers an opportunity to make
improvements to what children consume.
A new program called the Smarter Lunchroom Scorecard has been designed to encourage students to
choose and consume nutritious foods. The goal of the Smarter Lunchroom movement is to
utilize research-based principles to guide children to make healthful food choices. The
program is based on guidelines from The Cornell Center for Behavioral Economics in Child Nutrition
Programs (B.E.N. Center), which has been studied and shown to be eﬀective in a diverse range of
schools across the United States.
The Smarter Lunchroom Scorecard has 60 no cost or minimal cost action plans that can be
used in lunch rooms to increase participation, increase healthful food consumption, and reduce food
waste. The scorecard has been used by public health professionals and agencies such as SNAP, health
departments, education departments, colleges, extension, and obesity prevention programs to evaluate
improvements in the school nutrition arena.
For more information and resources for the Smarter Lunchroom Scorecard, check out https://
www.smarterlunchrooms.org.
By Lisa Andrews, MEd, RD, LD
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Winter Squash: Nutrient Powerhouse

B

oth summer and winter squash are available year-round, but in the depths of winter, it feels good
to turn on the oven and roast some squash or make it into a delicious, smooth-textured soup.
There are several diﬀerent varieties of winter squash, and what they all have in common is an
inedible, hard outer rind and large seeds. Most winter squash have orange-colored flesh, which

means that they’re an especially rich source of vitamin A and beta-carotene, antioxidants that play an
important role in healthy bones, vision, and a great immune system. ½ cup serving of winter squash on
average contains 38 calories, 9 grams carbohydrate, 3 grams fiber, less than 1 gram fat and 1 gram protein.

Some Favorite Winter Squashes
Acorn Squash

Small and round, the acorn squash is often sliced in half and baked. It’s a
good source of potassium, magnesium, thiamin, and vitamin B6.

Banana Squash

Two to three feet long and shaped like a banana, this squash has a slightly
sweet taste. Roast it in the oven and serve cubed, or mash it as you would
mash sweet potatoes.

Butternut Squash

Its beige-colored outer rind is softer than other types of squash, which
makes butternut squash easier to peel. The flesh is often roasted or used
in soups. ½ cup provides 25% of your daily vitamin C needs.

Buttercup Squash

This squash is sweeter than many other varieties, and can be used to
replace sweet potatoes. It also makes a delicious soup when roasted,
pureed, and combined with chicken stock, salt, pepper, and thyme.

Carnival Squash

A type of acorn squash, a carnival squash has flesh that is more yellow
colored. Mash cooked squash with apple juice, cinnamon, and nutmeg for
a delicious, sweet-tasting side dish without any added sugar.

Delicata Squash

This squash has a thinner, edible outer skin and a creamy flesh. You can
roast them in the oven and top with a little cinnamon for a winter treat.

Hubbard Squash

One of the largest types of squash, hubbard squash has an extra hard skin
that allows it to be stored at 50-55 degrees for up to 6 months. It’s a good
source of Vitamin C and potassium.

Spaghetti Squash

When cooked, the flesh of the spaghetti squash separates into spaghettilike strands and can be used in place of pasta. It’s lower in total calories
and carbohydrate than other types of winter squash, with only 20 calories
per ½ cup serving.

By Lynn Grieger, RDN, CDE, CPT, CHWC

5

By Lisa Andrews, MEd, RD, LD
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By Lynn Grieger, RDN, CDE, CPT, CHWC
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Defeat Diabetes with Legumes
If you need one more reason to eat less meat
and more beans, look no further. A recent
study published in Clinical Nutrition looked
at data from the PREDIMED study, research
of over 3,000 subjects with elevated risk for
heart disease, but without type 2 diabetes.
The study found that after 4 years,
participants with the highest intake of
legumes had a
35% reduction
in risk for
diabetes.
The study was led
by Jordi SalasSalvadó from
Rovira i Virgili
University,
University
Hospital of Sant Joan de Reus, and Institute
of Health Carlos III in Spain. The author
maintains that substituting legumes,
especially lentils, for other high-carbohydrate
or high-fiber foods was linked with the
reduction in risk, though more research is
needed to support these conclusions. SalasSalvadó and his research team reviewed diet

histories of his subjects at the outset of the
study and annually for four years. Incidence
of type 2 diabetes was evaluated based on
dietary intake. Compared to lowest intake of
legumes (about 1 ½ servings per week),
participants with the highest consumption
(approximately 3 1/3 servings), had a 35%
lower risk of getting type 2 diabetes.
The researchers
compared types of
legumes consumed
and found that
lentils in
particular were
linked with a
33% reduction
in diabetes risk.
This was observed
with just one
serving of lentils per week versus less than ½
serving. Chickpea consumption showed a
smaller eﬀect in lowering the risk of diabetes,
while other dried beans and peas showed no
significant link. Substituting half a serving of
legumes daily for half a serving of grains or
high-protein foods like eggs or meat may aid
in reducing risk for diabetes.

Add More Legumes to Your Eating Pattern
Here are some simple ways to add more legumes to your diet:
• Make lentil soup or chili
• Add cooked lentils to casseroles or salad
• Add chickpeas to soups or salads
• Make your own hummus from chickpeas or lentils
By Lisa Andrews, MEd, RD, LD
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Brain Cells May Aid Waist
Management
Could your brain cells be the next weapon to fight the obesity
epidemic? Scientists from the UK believe this could be the
case. With over 30% of the population now meeting the
definition of obese (and between 15-20% of children and teens
as well) the discovery is welcome news.
Nicholas Dale, a neuroscience professor in Warwick,
led a team that discovered a group of cells called
tanycytes that talk to the brain directly and tell it to
stop feeling hunger. Tanycytes are glial, non-neuronal
cells found in the hypothalamus that may control
body weight and energy levels. The cells also appear
to control sa?ety, the feeling of fullness, based on
certain nutrients in our food.
Scien?sts already knew that tanycytes could ﬁnd
glucose in cerebrospinal ﬂuid, but new studies ﬁnd
that essen?al amino acids can trigger these cells to
make us feel less hungry.
How? Well, calcium imaging was used to make cells
ﬂuorescent and easier to track in vivo. Several
essen?al and non-essen?al amino acids were then
added to the brain cells. Tanycytes reacted to lysine
and arginine, two essen?al amino acids, by sending
signals to the hypothalamus, which controls
appe?te. AFer dele?ng genes which detect umami
(savory) taste in mice, scien?sts discovered that
tanycytes did not respond to the amino acids. The
scien?sts concluded that amino acids are iden?ﬁed
by umami taste receptors, and coordinate the
rela?onship between amino acids and the brain.
Umami is responsible for savory taste in humans and
most non-aroma?c amino acids in rodents.
According to professor Dale, "Amino acid levels in
blood and brain following a meal are a very

By Lisa Andrews, MEd, RD, LD

important signal that imparts the sensa?on of feeling
full."
Sources of lysine and arginine include meat, poultry,
avocados, apricots, almonds, len?ls, mackerel, and
plums. These foods could possibly make us feel fuller
sooner. The scien?sts suggest that dietary
interven?ons could alter hypothalamic brain circuits
responsible for appe?te. Research shows that
tanycytes can make new neurons and can be
remodeled by dietary interven?ons.
While more research is needed, it certainly can’t hurt
to add len?ls to your diet a few ?mes per week, have
almonds, plums, or apricots as snacks and sneak
some faMy ﬁsh like mackerel into your meal
plan. Add avocado to salads or sandwiches as well.
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Modern Diet Promotes Gallstones
There is little doubt that what we eat (or don’t eat) and drink can play a significant role
promoting or inhibiting gallstone formation. There are various types of gallstones, with some
composed largely of the calcium salts of bile pigments and some triggered by parasitic
infections. In the USA most (80% +) of the gallstones are composed largely of crystalized
cholesterol. Over the last several decades, there has been a marked increase in cholesterolrich gallstones and a steady decline in bile pigment gallstones in East Asian populations as
their diets Westernized and they instituted better public health measures to reduce the
prevalence of parasitic infections linked to calcium-rich gallstones. Gallstone formation is a
multifactorial disease, but there is little doubt that some aspects of a modern Western diet
coupled with inactivity and weight gain promote the development cholesterol-rich
gallstones.1 The focus of this article will be on how a modern Western diet and other
factors appear to contribute to the formation (or inhibition) of these increasingly
common cholesterol-rich gallstones.
While gallstones are a common cause of upper abdominal pain, especially after fat-rich
meals, these stones often cause few or no symptoms. Even though most people with
gallstones are unaware they have them, symptomatic gallstones still result in close to a
million Americans being hospitalized each year, with most of them having their gallbladders
surgically removed. Up to 80% of people with gallstones have few or no symptoms and so
are never diagnosed. Up to 20% of American women and nearly 10% of men have
gallstones, although most will never know it. Gallstones can inflame the gallbladder and are
believed to be a major cause of about 5000 cases of gallbladder cancer in the USA each
year. The other potentially serious complication of gallstones occurs when the stones block
one of the ducts through which bile flows. Blockage of the common duct through which bile
and pancreatic enzymes flow into the intestines can cause serious damage to the pancreas
and liver if not removed surgically. Cholecystectomy (surgical removal of gallbladder) is now
the most common elective abdominal surgery performed in the USA with more than 750,000
operations being performed annually. However, even people without a gallbladder can still
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form cholesterol-rich gallstones in the remaining bile and/or common duct system because
cholecystectomy does little to reduce the lithogenic (or stone-forming) potential of the bile.2
Mechanism of Gallstone Formation
Cholesterol, being a lipid material, dissolves poorly in water. To keep cholesterol from
precipitating and forming, the bile must contain sufficient emulsifying agents. Bile acids (e.g.
cholic acid & chenodeoxycholic acid) and phospholipids (e.g., lecithin) emulsify cholesterol
in the bile, preventing it from forming gallstones. The liver cells that make bile determine the
amount of cholesterol, bile acids (made from cholesterol), and phospholipids in the bile. An
increase in bile cholesterol concentration and/or a reduction in bile acids and/or lecithin
results in cholesterol-forming crystals that make a sludge. Eventually these crystals can
grow large enough to form gallstones. So anything that increases the cholesterol content
and/or reduces the concentration of bile acids or phospholipids in the bile will increase the
risk of the bile’s cholesterol precipitating and forming gallstones. For example, estrogen
causes more liver cholesterol to be dumped into the bile and less into the blood as VLDL
particles. These VLDL particles are rich in fat (a.k.a. triglyceride) but also contain
cholesterol. As the VLDL particles fat is removed by adipocytes, muscle cells, and other cells
and these VLDLs lose some of their proteins (e.g. apoE) and become smaller and
cholesterol-rich LDL particles. As a result, women, (especially during child-bearing years)
with their much higher estrogen levels, tend to dump less excess cholesterol into their blood
(as VLDLs) and more cholesterol into their bile than do men. As a result, women generally
have a 2- to 3-fold higher risk of cholesterol-rich gallstones forming, but also significantly
lower serum LDL-C levels and a much lower risk of coronary artery disease (CAD) than do
men the same age. After menopause, the marked drop in estrogen levels in results in a big
rise in serum LDL-C in women while their risk of gallstones developing becomes similar to
that of men the same age. Women who take estrogen after menopause are more likely to
develop gallstones than those that do not take estrogen.3
Doctors have used exogenous bile acids such as chenodeoxycholic and ursodeoxycholic
acids (which are absorbed and end up in the liver) to increase the ratio of bile acid to
cholesterol in the bile. Over time these exogenous bile acids have been shown to help
dissolve cholesterol-rich gallstones. However, should the patients stop taking them, the bile
10

will likely revert to its lithogenic (stone-forming) state and gallstones may again start to form.
Even so, the use of ursodeoxycholic acid as a treatment for some patients at high surgical
risk seems to be appropriate.4
Anything that increases liver cholesterol content is likely to increase the cholesterol content
of bile and so may also increase serum nonHDL-C levels. The absorption of dietary
cholesterol leads to increased liver cholesterol and so can contribute to gallstone formation.
Diets high in saturated fat are known to stimulate liver cholesterol synthesis and result in
higher levels of cholesterol in both the blood and in the bile. Higher intake of animal products
rich in saturated fat and cholesterol promote both dyslipidemia and atherosclerosis but also
increase cholesterol in the bile and so promote more gallstone formation. By contrast, statin
drugs, which block HMG CoA reductase thereby reducing cholesterol synthesis in the liver,
can significantly reduce the risk of developing both gallstones and CAD.5
Weight Gain and Insulin Resistance Promote Gallstones
Obesity is known to be a major risk factor for developing gallstones. In part this is due to
weight gain leading to insulin resistance and much higher insulin levels. Higher insulin levels
increase cholesterol synthesis in liver cells. This increased liver cholesterol production can
lead to higher levels of VLDL production (increasing serum cholesterol and triglyceride
levels), and atherosclerosis, and increase cholesterol dumped into the bile, thus increasing
the risk of cholesterol-rich gallstones forming. Weight gain, especially when it leads to insulin
resistance, is known to increase fat accumulation in the liver. Fatty liver disease leads to a
reduction in bile acid synthesis, thus reducing the bile acid content of the bile. Fewer bile
acids in the bile means more gallstone formation. The reduction in bile acids seen with fatty
liver disease also leads to a reduction of micelle formation in the intestine and this reduces
the absorption of fat and cholesterol. This reduction in cholesterol absorption in the gut may
be one reason people with insulin resistance and type 2 DM are less likely to see their
serum cholesterol rise in response to increased dietary cholesterol intake than people
without insulin resistance. This may explain why the LDL-C levels of Americans today seem
less responsive to dietary cholesterol than back in the 1960s when ¾ of American adults
were at a normal weight and far fewer had fatty livers and type 2 DM. It may also explain
why studies (often funded by the Egg Nutrition Council) seem to focus on the impact of
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dietary cholesterol on LDL-C levels in subjects who have the metabolic syndrome and/or
type 2 DM. In insulin resistant people, dietary cholesterol will be more poorly absorbed due
to the reduced bile acids and micelle formation in the gut and greater cholesterol content of
the bile. This leads to increased fat and cholesterol being lost in the stool (steatorrhea)
rather than ending up in the blood and liver. In people with insulin resistance and type 2 DM,
elevated serum cholesterol (and triglyceride) levels are more the result of increased
endogenous fat and cholesterol synthesis caused by increased insulin levels and much less
impacted by their now more poorly-absorbed dietary cholesterol intake. Of course, should
they lose much of their excessive body fat and reverse their fatty liver disease, these
formerly insulin-resistant people will now have higher bile acid levels and reduced liver
cholesterol synthesis. This would also improve cholesterol absorption from the gut and make
their blood lipids more dietary cholesterol responsive and their bile much less likely to form
cholesterol-rich stones.
Another reason the incidence of cholesterol-rich gallstones has been increasing has been
the increased use of bariatric procedures to aid weight loss. Most bariatric procedures lead
to rapid weight loss but a significant increased risk of symptomatic gallstone formation.6
Bariatric surgery so often leads to gallstone formation that some bariatric surgeons have
even started recommending “prophylactic” cholecystectomy. 7
A high intake of sugar, especially in beverages, tends to promote weight gain and insulin
resistance. Dietary fructose from sugar (and high fructose corn syrup) ends up primarily in
the liver and in large amounts this fructose promotes fat and cholesterol synthesis in the liver
resulting in higher levels of nonHDL-C in the blood and more cholesterol in the bile. An
increase in liver fat may also reduce bile acid production, making gallstone formation even
more likely.
While weight loss can reverse insulin resistance (which promotes lithogenic bile production),
it is also known that rapid weight loss often leads to gallstone formation perhaps due in part
to the fact that the increased free fatty acids released from human fat cells will increase
saturated fat content in the liver. This may be why fasting for a week or so tends to increase
cholesterol in the liver, leading to higher serum LDL-C levels and a markedly increased
tendency for cholesterol-rich gallstones to form. Fasting, very low-calorie diets (e.g. Optifast
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& Medifast) frequently cause gallstones to develop. Part of the reason this happens may be
that, with little food intake there is little cholecystokinin (CCK) released by the intestinal
mucosa to stimulate gallbladder contractions. This would also explain why long-term total
parental nutrition carries such a high risk of gallstone formation.8
On the other hand, coffee intake stimulates a large release of CCK and this may help
explain why regular coffee intake reduces the risk of developing gallstones.9 Of course, in
people who have symptomatic gallstones, it appears that anything that increases CCK
release and gallbladder contraction such as a fat-rich meal or even a black cup of coffee can
cause painful gallbladder contractions.10
Unlike saturated fat and cholesterol-rich foods that promote gallstone formation, foods with
more fiber and/or unsaturated fats such as nuts, seeds, whole grains, fruits, and vegetables
are associated with a reduced risk of gallstone formation. The one possible exception to the
“high-fiber foods reduce gallstones” theory may be beans. Studies of some Native
Americans (e.g. Pima Indians and Native Chilean Indians) have found that a high intake of
beans is associated with an increased risk of gallstones.11 It is thought that the high saponin
content of beans may be a factor as these phytochemicals cause the liver cells to excrete
more cholesterol into the bile and less into the blood.12 It may be that while legumes are
good for lowering serum cholesterol levels and reducing atherosclerosis, in large amounts
they may promote (because of their saponins) increased cholesterol excretion into the bile,
thus heightening the risk of gallstones.
Saudi Arabia’s Cholecystectomy Epidemic
The rapid adoption of a much more Western-style diet in Saudi Arabia’s Eastern Province
was accompanied by an over 10-fold increase in cholecystectomy operations performed at
Riyadh Central Hospital between 1977 and 1988. In that 11-year period, dietary fat,
cholesterol, sugar, and calorie intake all increased markedly, while the intake of whole grains
and fiber declined by 75%. Back in the 1950s and 1960s, it was not unusual at Saudi
Arabia’s top hospital to not have even a single gallbladder removal in an entire year. In all 14
hospitals in Saudi Arabia in 1977 there were only 67 cholecystectomies performed. By 1986,
these same 14 hospitals performed 679 cholecystectomies. During this time frame the
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consumption of sugar-sweetened drinks increased nearly 7-fold. Saudi women saw a 15.5fold increase in cholecystectomy procures.13
Bottom Line: A diet composed largely of whole grains, fruits, and vegetables and very
limited in saturated fat, cholesterol, and sugar (especially in drinks) seems optimal for
reducing the risk of gallstone formation. Another key to avoiding gallstones is to maintain a
healthy body weight throughout life. If overweight, losing weight slowly on a healthful,
minimally-processed, plant-rich diet should help reduce the risk of gallstones forming. By
contrast, rapid weight loss on a formula of diet shakes, very low-calorie diet, and/or with
bariatric surgery puts people at very high risk of forming gallstones.

By James J. Kenney, PhD, FACN

References:
1

https://www.researchgate.net/publication/

8517364_Diet_as_a_Risk_Factor_in_Cholesterol_Gallstone_Disease or DOI:
10.1080/07315724.2004.10719360.
2

https://www.ncbi.nlm.nih.gov/pmc/articles/PMC3343155/

3

DOI: 10.7326/0003-4819-135-7-200110020-00004 or Simon JA, Hunninghake DB, Agarwal SK,

et. al. Effect of estrogen plus progestin on risk for biliary tract surgery in postmenopausal women
with coronary artery disease. The Heart and Estrogen/progestin Replacement Study. Ann Intern
Med. 2001;135(7):I-44.
4

https://www.ncbi.nlm.nih.gov/pmc/articles/PMC3746374/

5

Hsu C, Kao J. Use of Statins and Gallstone Risk. JAMA. 2010;303(12):1146–1147 or doi:10.1001/

jama.2010.320.
6

https://www.hindawi.com/journals/jobe/2014/468203/

7

http://www.thinnertimes.com/weight-loss-surgery/gastric-bypass/gallbladder.html

8

http://www.gastrojournal.org/article/S0016-5085(83)80179-6/abstract

14

9

https://jamanetwork.com/journals/jama/fullarticle/190309

10

https://www.ncbi.nlm.nih.gov/pubmed/10499460

11

http://encognitive.com/node/5315

12

Oakenfull D: Saponins in food. A review. Food Chem 1981;6:19–40.

13

Tamimi TM, Wosornu L, Al-Khoziam A, Abdul-Ghani A. Increased cholecystectomy rates in Saudi

Arabia. Lancet 1990;336:1235-7.

15

Food and Health Communications Premium Newsletter
By Food and Health Communications, Inc.
ISSN 1070-1613 © 2017. All rights reserved.
164 Robles Way #290, Vallejo, CA 94591
Phone: 800-462-2352 Fax: 800-433-7435
https://foodandhealth.com
Executive Editor
Judy Doherty, PC II
Copy Editor
Stephanie Ronco
Contributing Writers
James J. Kenney, PhD, FACN
Jill Weisenberger, MS, RDN, CDE, FAND, CHWC
Lisa Matthews, MS, RD
Hollis Bass, MEd, RD
Lynn Grieger RDN, CDE, CPT, CWC
Beth Rosen, MS
Cheryle Syracuse, MS
Editorial Advisory Board
Alice Henneman, MS, RD
Barbara Hart, MS, RD, LDN
Cheryle Syracuse, MS
James J. Kenney, PhD, FACN
Jill Eisenberg, RDH, MS, RD, CDN
Karla Logston, RN, BS, CDE, CHC
Linda Rankin, PhD, RD, LD, FADA
Stephanie Correnti, BS, RD
Subscribe to Food and Health Communications Premium Membership and Newsletter
1 year, 12 issues of Food and Health Communications Premium eNewsletter + online member library for
thousands of articles, recipes, handouts, white label newsletters + license to reproduce for one site
1 year: $110
Name: _________________________________________
Title/Company: ___________________________________
Address: _______________________________________
City/State/Zip: ___________________________________
Phone: _________________________________________
E-mail: _________________________________________
Mail check to Food and Health Communications, Inc.
164 Robles Way #290, Vallejo, CA 94591
Phone: 800-462-2352; Fax: 800-433-7435; orders@foodandhealth.com

Praesent integer leo orci
aliquam, nibh a. Diam
nobis, erat natoque integer
fringilla viverra. Fermentu
pede fringilla urna semper,
pede quam scelerisque et
enim in commodo, dictum
a consequatur arcu. Praes
integer leo orci aliquam.
Feugiat dolor elit pede.

Or visit online for more online membership options with secure credit card purchase:
https://foodandhealth.com/join-or-renew-now/

