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W
hether you just completed a 
race you’ve been training for, 
your Sunday long run, or a 

good strength session in the gym, post work-
out nutrition is paramount to recovery. Race 
recovery begins the moment you have crossed 
the finish line. Right after your workout or 
race, you should aim to replace fluids lost 
through sweat and restore glycogen stores. 
This can be done with water and pretzels, 
chocolate milk, or a sports drinks. Within 45 
minutes to 2 hours after, you should incor-
porate protein along with carbohydrates to 
rebuild muscles, tendons, and ligaments, and 
reduce muscle soreness.1 As a rule of thumb, 
aim for snacks or meals that have a 3:1 ratio 
of carbohydrates to protein.2

Post-workout nutrition focuses mainly on 
protein and carbohydrates, so where does fat 
come in? While fat is an important macro-
nutrient for absorption of fat soluble vita-
mins, hormone production, and reduction 
of inflammation, there is some evidence for 
limiting fat consumption right after an intense 
workout or race. Fat slows gastric emptying, 

which would decrease the rate at which car-
bohydrates enter the bloodstream to replenish 
glycogen stores. After eating carbohydrates, 
insulin spikes, which plays an important role 
in building muscles and beginning the repair 
process. Fat blunts this insulin spike, slowing 
the shift from catabolism, or breaking down, 
to anabolism, building back up. Additional 
studies show that fat doesn’t play a large role 
in the recovery process, but having some fat 
in your post-workout meal or snack won’t 
reduce muscle protein breakdown and hinder 
your recovery.3

Protein bars are quick and convenient forms 
of recovery nutrition. Here are five of our 
favorites to meet your recovery needs.

1. Kind Protein Bars

These Kind bars are similar to the original vari-
ety in their texture and crunch, but have double 
the amount of protein. They also have 17 grams 
of carbohydrates and 6 grams of fiber to keep 
you full. These bars come in four different fla-
vors, dark chocolate, crunchy peanut butter, 
almond butter dark chocolate, and caramel nut.

2. Clif Builders Bars

Clif Builders Bar have a whopping 20 grams of 
protein to jump start your recovery. They also 
contain 20% of your daily iron needs, which 
helps promote healthy muscle recovery. These 
bars are also gluten free and contain complete 
plant-based protein.

3. Kind Energy Bars

Kind Energy bars are a combination of five 
different grains in chocolate or peanut butter 
flavors. They contain 10 grams of protein and 
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E
ating disorders among children and 
adolescents have risen as a result of the 
change in lifestyle and increased stress-

ors from the COVID-19 pandemic. With this 
rise, dietitians and treatment providers alike are 
treating more young clients. It is crucial to think 
ahead and anticipate how this will affect our 
children in the years to come, especially as they 
enter college and gain independence. Prior to the 
pandemic, I received many clients in my private 
nutrition practice who had participated in the 
Maudsley method and/or the family-based treat-
ment (FBT) approach as a child or adolescent, 
yet had never worked with a registered dietitian 
(RD). In general, they presented at college age 
with a lot of distrust in authority figures and no 
idea of how to eat, despite having been weight-
stable throughout high school. While these indi-
viduals had weight-restored, they had not fully 
recovered from their eating disorders, never 

having learned to trust their own bodies and/or 
feed themselves. As parents and practitioners, 
please ask yourselves what you can do differ-
ently going forward. This article encourages you 
to make full use of the multidisciplinary team in 
an effort to truly help the child and adolescent 
attain a healthy weight, a clear understanding of 
how to eat, skills for independent feeding and 
eating, and a solid foundation for their future.

The family model of treating eating disor-
ders in adolescents originated as the Maudsley 
method after a 1987 randomized, controlled 
trial at the Maudsley Hospital in London. The 
foundation of this treatment model was then 
adapted and made more flexible by the research 
and clinical expertise of James Lock and Daniel 
Le Grange, who coined the model known today 
as FBT. The goal of this treatment is to have 
the family of the child suffering from an eating 
disorder, with the guidance and expertise of a 

trained therapist, take control of feeding their 
child to achieve a healthy weight. Lock and Le 
Grange did and do recognize the importance of 
a well-rounded treatment team incorporating 
multiple disciplines, such as the pediatric and 
adolescent physician, psychiatrist, and dieti-
tian.1 While this is noted in the FBT manual, a 
script or suggestions on how to use the whole 
team and/or specifically the RD have yet to be 
established. This article will augment the ongo-
ing dialogue among professionals and families 
regarding the holistic approach to treating the 
whole person—specifically how the family, 
patient/client, and therapist can work synergis-
tically with the RD and how they can support 
the FBT model and the recovery of children 
and adolescents. The following are sugges-
tions and/or recommendations supported by 
over 20 years of clinical nutrition experience 

34 grams of carbohydrates, perfect for replen-
ishing and refueling.

4. Picky Bars

Picky Bars were created with performance 
nutrition in mind. They combine fast-acting 
carbohydrates with plant-based protein to aid 
recovery. These bars have 24 grams of carbo-
hydrates and 7 grams of protein and come in a 
variety of delicious flavors. 

5. GoMacro Bars

GoMacro Bars are made with different nut but-
ters, nuts, and seeds to create a wholesome and 
easy post-workout snack. With 39 grams of 
carbohydrates and 11 grams of protein, they 
meet the 3:1 ratio needs for post-run recovery.

In addition to nutrition, don’t forget about 
post-race hydration. You’ll want to include a 
drink with electrolytes to replenish any you 
lose through sweat. For reduction of muscle 
soreness, give tart cherry juice a try. Studies 
show that runners who drink tart cherry juice 
immediately following a marathon had less 
muscle damage, soreness, inflammation and 
they also recovered faster.4

Have questions about post-race nutrition? 
Want a plan that is specific to your individual 
needs and goals? The dietitians at Laura 
Cipullo Whole Nutrition Services can work 
with you to create a plan to set you up for 
successful racing and recovery.
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with clients diagnosed with eating disorders. 
Please use this article to ask more questions, 
to consider when to create a multidisciplinary 
team, and/or to follow along with the phases 
of treatment. This article speaks specifically to 
the FBT model; the expertise of the RD can be 
used in many ways, whether providing inpa-
tient or outpatient nutrition services.

Parents Raise Nutrition Concerns  

When Asked to Refeed

Many parents come to the office of the RD 
and share that their own struggles with food are 
preventing them from knowing how to feed their 
teen. Not everyone has had an RD to teach them 
how to balance meals to prevent blood sugar 
fluctuations, how to determine what constitutes a 
snack, and/or what is enough to allow for refeed-
ing and growth. Parents ask for basic education, 
such as “What are examples of carbohydrates, 
proteins, and fats?” “What is the difference 
between a serving and a portion?” and “What 
makes something like peanuts a protein versus 
a fat?” Other common nutrition questions par-
ents ask are “How many calories does my child 
need?” “Should I just push sweets and ‘junk 
food’ to get my child to gain weight?” “Is it OK 
to serve clean, healthy food that I know my child 
will eat without causing a fuss?” and “Can I just 
sneak as much food in as possible?” All of these 
questions can be answered by the RD and will 
provide the foundation for parents to feed both 
themselves and their children. Working with 
the RD is an opportunity for the entire family 

to receive nutrition education and, hopefully, 
prevent future food and nutrition issues for all 
of its members.

The Three Phases of FBT

FBT is a three-phase treatment model, with 
parents serving as the most useful resource in 
their child’s recovery from the eating disor-
der. Instead of being blamed for their child’s 
ill health, the parents are supported, taught 
how to move forward on a timeline with spe-
cific roles for each individual (client, parent, 
and therapist), and equipped with strategies. 
Phase I is known as Weight restoration. 
This includes the initial evaluation with an 
FBT therapist and setting up treatment cover-
ing weeks one through 10. Phase II, formally 
known as Returning control over eating to 
the adolescent, lasts five weeks, from sessions 
11 through 16. The child gains some freedoms 
during this phase and can begin to make deci-
sions regarding eating and exercise. Finally, 
Phase III, Establishing healthy adolescent 
identity, addresses the issues of adolescence 
from sessions 17 through 20.1,3

When to Refer to the RD

In Phase I, according to Lock and Le 
Grange, “Parents are encouraged to work out 
for themselves the best way to promote weight 
gain and normalize eating in their child.”1 This 
is when parents and the therapist need to expand 
the treatment team to include the expertise of 
RDs, most specifically those who are certified 
eating disorder specialists (CEDS). The par-
ents can set up an initial evaluation with the 

RD before starting the refeeding process. This 
should be done after session one with the “lead” 
FBT therapist. Parents and the RD will discuss 
the child’s past and present state of health, 
including, but not limited to, laboratory values, 
blood pressure, menstruation, growth trends 
plotted on the growth charts, and individual as 
well as family medical history as it relates to 
medical nutrition therapy (breast cancer, osteo-
porosis, diabetes, heart disease…). The CEDS 
RD, along with the pediatric and adolescent 
medical doctor, will collect all of this informa-
tion to better determine the child’s weight goals 
and the individualized nutrition goals with the 
parents. Next, the RD will gather information 
on the family’s eating behaviors, the family’s 
diet, and the child’s diet. Together, the RD and 
parents will choose to create a meal program 
based on “exchanges,” also known as nutri-
tion equivalents, or a “meal structure,” which 
outlines meal ideas and specific portions. The 
calorie range will take into consideration what 
the child had been consuming and the behav-
iors in which they had engaged, and whether 
overexercise, purging, and/or laxatives were 
active. The RD will determine an individual-
ized calorie range to start the feeding process in 
order to help prevent electrolyte and metabolic 
disturbances known as “refeeding syndrome” 
or fluid overload.

Refeeding Syndrome

When an individual has experienced pro-
longed starvation, a sudden increase in nutri-
tion can be fatal. Signs of refeeding and/or fluid 
overload may include, but are not limited to, 
low phosphorous, potassium, magnesium, and/
or thiamine levels, which can result in cardiac 
arrhythmias, respiratory distress, ataxia, ver-
tigo, and more. The RD and medical doctor 
(MD, preferably a CEDS) will be evaluating 
both electrolytes and vitamin levels, as well as 
weight, on a sometimes daily or weekly basis 
to ensure refeeding syndrome doesn’t go unno-
ticed or untreated. If the parents, therapist, or 
RD observes a quick jump in weight gain, it is 
imperative that the child be medically evalu-
ated and appropriately managed for refeeding 
syndrome. A child being refed is at higher risk 
for refeeding syndrome in the first two weeks 
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of treatment.2 The RD will help parents steadily 
increase their child’s nutrition intake during 
this period of time (likely sessions two through 
five) and thereafter. It is a dance—an intimate 
collaboration between parents, the MD, and 
the RD.

Nutrition Education and 

Recommendations

Over the first few weeks, the parents will 
have formal check-ins with the RD, ranging 
from 15 minutes to an hour, to address and 
increase the meal plan, ask questions about 
the exchanges/meal structures, and assess the 
nutritional adequacy of what the family is feed-
ing the child. The RD may educate parents on 
dietary calcium, low sex hormones, and osteo-
porosis, and then recommend ways to ensure 
adequate calcium intake. Other educational 
topics may include iron deficiency and treat-
ment, ensuring adequate levels of vitamin D 
in the diet, and which strains of probiotics 
may be helpful for diarrhea, constipation, and 

the microbiome. Many individuals with eat-
ing disorders also experience irritable bowel 
syndrome, resulting from the brain-gut bidirec-
tional connection—anxiety can cause gastroin-
testinal upset. When a child is reporting gastro-
intestinal pain and a change in bowel habits, it 
is important to acknowledge their observations 
and consider an evaluation with a doctor spe-
cializing in gastrointestinal health to rule out 
colon impaction or small intestine bacterial 
overgrowth. Meanwhile, the FBT therapist will 
address family roles in food shopping, meal 
preparation, feeding and eating behaviors, and 
mealtime discussions. The RD supports the 
lead FBT therapist’s efforts to empower the 

parents to feed their child to weight-restore.
After the first month of treatment, the nutri-

tion session frequency with the RD will likely 
vary in accordance with the child’s weight gain 
and with the parents’ confidence in employing 
the exchanges or meal structure. At this point, 
the therapist and/or MD can refer the parents 
to see the RD on an as-needed basis.

The RD and Phase II

It is time to resume nutrition sessions when 
the child is nearing the level of readiness for 
independent eating during Phase II, sessions 
11 through 16. The child and parents would 
benefit from a family session with both the RD 
and the lead FBT therapist to assess the current 
feelings, thoughts, and behaviors around food, 
exercise, and body image. In this session, the 
family and team can together identify concrete 
goals for future nutrition sessions. Typically, 
the lead therapist and the RD determine what 
is psychologically appropriate for the child 
regarding nutrition education and empower-
ment. The RD may teach the child meal and 
snack exchanges, create a new meal structure 
(an outline of meals and snacks with approxi-
mate portions), arrange food or social meal 
exposures, or even join the child for a sup-
ported snack. The RD can educate them about 
how and why an “eating all foods” approach 
supports overall mental and physical wellness.

The RD and Phase III

The RD will help the client transition from 
an externally motivated nutrition plan to one 
that is internally regulated, using nutrition edu-
cation, mindfulness, and, perhaps, intuition. 
Eventually, the child will progress from nutri-
tion exchanges (nutritional equivalents) to a 
meal structure to a more internally focused for-
mat, engaging in mindful eating and, possibly, 
intuitive eating or integrated eating. The nutri-
tion sessions in Phases II and III are similar to 
those that dietitians do with other outpatient 
clients. One can use a readily available script 
from publications such as Winning the War 
Within (Winning the War Within: Nutrition 
Therapy for Clients with Eating Disorders, 
Third Edition by Eileen Stellefson Myers and 
Charlotte Caperton-Kilburn) or as guided by 
their CEDS supervisor. Phase III with the RD 

is essential for teaching the client/patient to be 
an independent feeder and eater in the present 
as well as the future.

Every treatment plan, including those that 
use the FBT model, should be individualized to 
meet the child and the family’s emotional capa-
bilities, physical health, and socioeconomic 
constraints. The above can serve as a conver-
sation starter, as a consideration when creating 
a multidisciplinary team, or as a guide for fol-
lowing along with nutrition and FBT sessions. 
One of the most important endeavors in finding 
a team to work holistically is the ability for 
everyone to respect one another and their roles, 
whether parent, child, FBT therapist, MD, or 
RD. Using the services of the RD will ease the 
burden of the parents and help ensure that the 
child learns to eat appropriately for life, not 
just for a short-term weight increase (Phase I). 
This is not a time to just “bulk up,” but rather 
a time for parents to be empowered to nourish 
with food and love, soon to be followed by a 
time for the child to be nourished with food, 
love, and education. The RD hopes to shorten 
the eating disorder journey and to ensure that 
the child is provided with ample food and nutri-
tion knowledge and skills sufficient to feed 
themselves well into their 20s and beyond. It 
is important to remember that FBT does not 
stop at Phase I, but continues on to Phases II 
and III with the work of the FBT therapist, the 
MD, and the RD.

This article was first published at https://www.edcata-

logue.com/a-holistic-approach-to-the-family-based-

treatment-model-in-children-and-adolescents-with-

eating-disorders-the-role-of-the-dietitian/
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P
regnancy is a time filled with angst 
and excitement. While there is a lot 
of information out there on ways to 

conceive and guidelines around pregnancy, 
there is not as much information on the rela-
tionship between eating disorders and preg-
nancy. A common misconception is that those 
actively in an eating disorder will not be able to 
conceive. This, however is untrue as there are 
many studies noting the relationship between 
eating disorders while in pregnancy. Current 
evidence suggests that eating disorders play 
a significant part on pregnancy, pregnancy 
outcome, and infant outcomes.14 Many have 
a chronic course, and result in psychiatric and 
medical comorbidities for both mothers and 
their offspring. The literature on the relation-
ship between maternal eating disorders and 
pregnancy indicates a decrease in eating dis-
order symptoms during pregnancy, followed 
by a revival when in postpartum. Here we will 
review the current scientific evidence on the 
effects of pregnancy on eating disorder symp-
toms, the effects of eating disorders on preg-
nancy, and the effects eating disorders have on 
pregnancy outcomes.

Do Eating Disorders  

Effect Fertility?

Eating disorders affect 5-7% of women of 
child-bearing age, leading to many women 
managing pregnancy with an eating disorder.1 
The onset of these disorders is typically in ado-
lescence or young adulthood, a critical phase of 
a woman’s reproductive life. Eating disorders 
have important impacts on the endocrine system 
including a decrease in hormone production, 
especially in women with anorexia nervosa. 
While this accounts for reduced fertility in 
women with severe and active anorexia nervo-
sa, recent advances in fertility treatment make 
it possible for women with eating disorders to 
still conceive. Two small studies have found a 
high rate of eating disorders in women attending 

fertility clinics, (approximately 10%).2,3 Women 
with anorexia nervosa seem to have lower rates 
of pregnancy in the long term, though there are 
inconsistent findings in the existing literature.4,5 
It is important to note that many women with a 
past or current eating disorder do become moth-
ers of healthy children.

Research has shown that fertility problems 
appear to be less frequent in women with bulimia 
nervosa, compared with women with anorexia 
nervosa. Important to note that there is more 
information on the relationship between fertility 
and anorexia than with bulimia. However, it is 
suggested that women with bulimia nervosa are 
more often at a normal weight and have regu-
lar menstrual cycles leading to more consistent 
ovulation.6 To have a better understanding of 
fertility and bulimia nervosa, there needs to be 
more research/literature on the topic.

Effects of Pregnancy on Eating Disorder 
Symptoms Few studies have investigated the 
patterns of eating disorder symptoms during 
pregnancy. The current literature on healthy 
pregnant women indicates a more positive 
attitude to weight and body image during 
pregnancy.9,10 However this might not apply 
to women who have concerns about shape 
and weight pre-pregnancy, including women 
with eating disorders. On a positive note, 
research focusing on the course of eating 
disorder symptoms in women with active 
bulimic disorders during pregnancy shows 
an improvement in bulimic symptoms. Few 
women, however, reported a complete cessation 
of symptoms and behaviors during pregnancy. 
Results from a large Norwegian cohort showed 
similar patterns of remission for a sample of 
women with  bulimia nervosa while pregnant.12 
Fewer studies have investigated symptom 
changes in anorexia nervosa; however, one of 
the above studies showed a smaller decline 
in symptoms compared to bulimia nervosa. 
Despite the reported decrease in eating disorder 
related behaviors during pregnancy, weight 

concerns and body dissatisfaction remained 
prevalent. Therefore, it is important to seek help 
from a team of eating disorder professionals as 
well as maternal-fetal medicine specialists.

Effects of Eating Disorders on Pregnancy 
Outcomes Despite the variable quality, size 
and nature of samples, most studies on the 
effects of active or lifetime eating disorders 
suggest an increased risk of adverse obstetric 
and pregnancy outcomes.

Higher levels of prematurity have been 
reported in three studies of women with 
lifetime or current anorexia nervosa, with an 
approximate two-fold increase in risk.4,5 Most 
studies have highlighted lower birthweights 
in samples of infants born to women with 
active or lifetime eating disorders, particularly 
in the case of children born to mothers with 
active or life-time anorexia nervosa. One 
study published has researched the obstetric 
outcomes of women with binge eating disorder 
(BED), and results suggest an increased risk of 
large-for-gestational-age offspring in this group 
of women.14 There is also convincing evidence 
for an approximate two-to-three-fold increase 
in risk of miscarriage secondary to maternal 
active bulimia nervosa.7,12 In two small studies 
on the outcome of pregnancy in a sample of 
bulimic women, a higher than expected number 
of fetal complications (breech presentation, 
caesarian delivery) were found in women with 
active bulimia nervosa.8,11

Several studies, suggest that the postpartum 
period is a high-risk period for the recurrence or 
exacerbation of eating disorder symptoms. Most 
of the studies that have investigated the postpar-
tum period to date have shown that most women 
whose symptoms decreased during pregnancy, 
relapsed, or returned to pre-pregnancy behaviors 
after giving birth.11,14 In particular, a study of 94 
women with active bulimia nervosa, found that in 
more than half of the sample, bulimic behaviors 
were more severe in the postpartum period than 
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pre-pregnancy. Some studies have investigated 
other psychological symptoms in this population, 
mainly focusing on depression. Women with 
current and/or past eating disorders have high 
rates of postnatal depression; over 30% across 
studies.7,14

Patients who report having an eating disorder 
should be offered an in-depth assessment of 
the type and severity of symptoms present. 
Research has shown that most women with 
eating disorders will be motivated to change 
their disordered behavior or will have lower 
levels of symptoms during pregnancy. However, 
a small portion of patients may still have eating 
disorder behaviors or be ambivalent about the 
need to change these behaviors in pregnancy. 
This is likely driven by the importance placed 
upon controlling weight, shape, and appearance, 
which is a common theme amongst certain 
eating disorders. Most women with current or 
past eating disorders will also be unsure about 
adequate nutritional requirements and will be 
intensely preoccupied with just how much 
weight they should put on during pregnancy. 
They might need very precise information from 
a dietitian about the need for incorporating 
food from each nutritional group in their diets 

and about daily energy requirements. Energy 
requirements typically increase the farther a 
woman is in her pregnancy.13 Seeking help from 
an eating disorder dietitian is preferable as they 
can help support pregnant women in obtaining 
proper nutrition while working on some of the 
maladaptive eating behaviors caused by the 
eating disorder.
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I
f you are pregnant or trying to conceive 
(TTC), one of the first (of many) questions 
you may ask your doctor and/or dietitian is 

“what supplements should I take?”. Meeting 
nutritional requirements is at the utmost impor-
tance during this time, as deficiencies can affect 
both maternal and fetal health. At Laura Cipullo 
Whole Nutrition, our dietitians are here to help 
you learn, understand and meet your perinatal 
nutritional needs through food, as well as rec-
ommend supplements when and where neces-
sary to fill any nutritional gaps that food alone 
won’t fulfill.

While we will always recommend to con-
sult with your medical doctor first, our most 
standard supplementation recommendation is 

a prenatal vitamin and DHA. Some prenatal 
vitamins will contain DHA, if not, additional 
supplementation is most recommended. It is 
important to review your bloodwork with your 
medical team and discuss any dietary restric-
tions you adhere to, in order to screen for addi-
tional specific nutritional deficiencies that may 
require further supplementation.

What should I look for in a prena-

tal vitamin?

The American College of Obstetricians 
and Gynecologists outlines the key nutrients 
of focus for pregnancy to be “folic acid, iron, 
calcium, vitamin D, choline, omega-3 fatty 
acids, B vitamins, and vitamin C.”1

*These values are general recommendations, 
it is most important to consult your OBGYN 
and medical team to review your blood work to 
assess your individual needs. Higher or lower 
doses of certain nutrients might be suggested by 
your health care provider for supplementation 
depending on circumstances and medical history* 

Folic acid: at least 400 micrograms 
(pregnant mamas actually need 600 
micrograms each day- you will get 
some but not enough from diet, so 
your prenatal vitamin should have at 
least 400 mcg and up to 800)

Folic acid is B vitamin that has been 
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studied to help prevent birth defects of 
the fetus’s brain and spine called neural 
tube defects (NTDs), and supports the 
general growth and development of the 
fetus and placenta. “When you are preg-
nant you need 600 micrograms of folic 
acid each day. Because it’s hard to get 
this much folic acid from food alone, 
you should take a daily prenatal vitamin 
with at least 400 micrograms starting 
at least 1 month before pregnancy and 
during the first 12 weeks of pregnancy.”1 

Iron: 27 milligrams1 
Iron helps red blood cells deliver 

oxygen to the fetus. This is the general 
recommendation for iron needs, consult 
with your OBGYN to review your labs, 
as needs may be higher in individuals 
with iron deficiency anemia, suggesting 
further supplementation. If you are expe-
riencing any symptoms of vertigo, this 
could be indicative of your iron levels 
being too low, have your doctor check 
your levels.2

Calcium: 1,300 milligrams for ages 
14 to 18; 1,000 milligrams for ages 
19 to 501 

Calcium is helps support the growth 
of your fetus’s bones and teeth. It is not 
essential for your prenatal to contain 
100% of your calcium needs, as it 
is one of the easier minerals to meet 
needs through the diet. Milk and dairy 
products such as cheese and yogurt at 
optimal sources. If you have intolerance 
to dairy or adhere to a dairy-free diet, 
consult with your dietitian to discuss 
other sources of calcium to determine 
need for supplementation.

Vitamin D: 600 IU
Vitamin D helps promote healthy 

eyesight and skin as well as supports 
(with the help of calcium) the build-
ing of your fetus’s bones and teeth. 
Generally, all women require at least 
600 IU/day of vitamin D. Vitamin D 

levels are often low in many individuals, 
therefore further supplementation may 
be indicated above this value. 

Choline: 450 milligrams
Choline contributes to your fetus’s 

brain development, yet is not often 
found in many prenatal vitamin 
brands. Brands that do contain choline: 
Honest, Ritual. Choline needs are more 
easily met through the diet (chicken, 
beef, eggs, milk, soy products, and pea-
nuts).1

What about DHA?

Docosahexaenoic acid (DHA), is an omega-
3 fatty acid essential for the growth and func-
tional development of the brain in infants3. 
“Several studies confirmed the benefit of 
omega-3 supplementation during pregnancy 
in terms of proper development of the brain 
and retina,”4 as DHA is a “major structural 
fat in the human brain and eyes, representing 
about 97% of all omega-3 fats in the brain and 
93% of all omega-3 fats in the retina.”5

To optimize pregnancy outcomes and fetal 
health, consensus guidelines have recommend-
ed that pregnant women consume at least 200 
mg of DHA per day.6

If your prenatal vitamin does not con-
tain DHA, it is recommended to additionally 
incorporate a prenatal DHA supplement, also 
referred to as fish oil, with a dosage of at least 
200 mg.

LCWNS clients have successfully used and 
reviewed Honest Prenatal DHA and Nordic 
Naturals

Prenatal DHA as brands they continue to 
use and tolerate in their pregnancies. Note, 
this is not sponsored, and we always recom-
mend consulting with your medical doctor and 
team before beginning any supplementation 
to ensure it is best for your individual needs.

When should I start taking them?

Ideally, you begin taking a prenatal vitamin 
at least one month before conception. If you are 
a woman of reproductive age, it is generally 
safe to begin finding a prenatal vitamin long 
before trying to conceive to find one you best 
tolerate and adjust to taking a vitamin consis-

tently, daily.
Due to the fact that the baby’s neural tube, 

which becomes the brain and spinal cord, 
develops during the first month of pregnancy, 
it is essential to begin any necessary supple-
mentation with folic acid and the other key 
nutrients discussed if not before, as soon as 
you are aware you are pregnant.7 It is impor-
tant to take only the recommended dose of a 
prenatal vitamin and avoid taking excess of 
your daily needs. Higher doses not medically 
indicated could be harmful to your baby.
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NYC and NJ offices. She 
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in both eating disorders 
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with the likes of CBS, Roll-
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the Washington Post. Laura 
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and discounted treatment 
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Laura and her team help 
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ful to her team, her clients 
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Rebecca specializes in 

anorexia, bulimia, binge 

eating disorder, and ARFID. 

As a Certified Diabetes 

Care and Education Spe-

cialist, she takes a non-diet 

approach to diabetes and 
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with other members of 

the eating disorder treat-

ment team and conducted 
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RD, CEDRD-S to become 

credentialed as a Certified 

Eating Disorder Registered 

Dietitian (CEDRD).

 

Follow Paige  

@paigemandel_rd 

Reva has been working 

with clients on intentional 

intuitive eating, creating 

personalized meal plans 

that help introduce new 

foods while feeling em-

powered in the process. 

She continues to explore 
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