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Hnlp Q'E'ul'-i'fllgl.ll' patu.mts ‘calm skin for the long term with \
EBGLYSS, a first-line biologic following topical therapy that :
can pfnvid_n lasting relief from the burden of the signs and

symptoms of moderate-to-severe atopic dermatitis (AD)'

IMDHCATION

EBGLYSS iz indicated for tha traatment of acuits and pediatrc patients 12 vearz
of aoe ard older who weedh at feast 40 kg with moderate-to-severs atophg
dermatitis whose diseass B not adaquately cantrolled with tapical prascription
{heraples-orwhen those therapies are not acdhvisable: EBGLYSS can be used with
or without topecal Cortoostenseds,

SELECT IMPORTAMNT SAFETY INFORMATION

Contraindication

EBGLYSS is contraindicated in patients with prior s2rious hypersensitivity to

ebrikizurmab-lbkz or any exopenis o EBGLYES Artor portiayals



EBGLYSS MONOTHERAPY

The efficacy and safety of EBGLYSS were evaluated over the course of 1 year
in 2 monotherapy trials with the same design (ADvocate 1, ADvocate 2)'

ADvocate 1 and ADvocate 2 study design'
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See Long-Term Efficacy Data on subsequent pages.
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SELECT IMPORTANT SAFETY INFORMATION

Hypersensitivity See Important Safety
Hypersensitivity réactions, including angicedermsa and urticaria, hawve Information and Brief Summary
Erevary repdrtecd with use of EBGLYSS, I & Serdus wparsanstivity naaction of Prescribing Information on
COCUE, disconinue ERGIYSS and instifute appropnate thsarapy subseguent pages,




@ Ebglyss:
(lebrikizumab-lbkz)
250mgf2mLinjection
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ADvocate 2 (N=427): 13% of patients
whio received EBGLYSS monotherapy
achieved IGA 0 or 1 vs 1% with =
placebo at week 16 (P<0.001).<
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Frimary endpoint was the proportion of
subjects who achieved iGA D or Twith 22-pairt
change from Dassling st waek 14,

SELECT IMPORTAMNT SAFETY INFORMATION
Conjunctivitis and Keratitis

Conjurclivitis and keratits ecverse reactions
have besn reported in clinical frials: Conjuncivitis
and keratitls oooured more frecuenthy inyBlopic
dermiatitis subjects who moeived ERGLYSS
Compared o those whd receined placebo,
Conjunciivitis was the most freguenthy repored
aylr digonded Most Subiects with conjiunctvilisor
keratits recoveared during the treatment period,
Acivise patients to report new GNSet or Worsen|ne
apg syrmiptoms o thair healthcare provider.
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Long- -amnq clearance: 1GA (0,1) responders

through week 52 in ADvocate 14
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IMPORTANT SAFETY INFORMATION

CONTRAINDICATIOM: EBGLYSS is contraindicated
in patients with prior sarious hypersensitivity b
kebiklzumat-lbks or ary excipients of ERGLYSS.

WARNINGS AND PRECAUTIONS

Hypersensitivity

Hypersensitivity reachions, including angiosedama and
urlicaria, heve Been reported with use of EBGLYSS, If
& serious hypersansitivity maction ooours, discontinues
Emal.ﬁ‘s ardiinghilule appropriate Lherapy.

if an|:| keratitis acverss resctions have beasn
B invenical trists, Corunctivitis and keretitss
O mione frequently in stopic dermatits sul:uecl:
woeved EBGLYSS companed 1o those who received
*cel:n Conpinctivitis was the most frequently reporad
F el el mﬂmuﬁtﬂ cwmmwﬂsmmranm

% new crsel o worenieg eye nmnn*s i thieir

\ re proider,
m&hhﬂnth} Infections

i Fnliunt.swith ki Belrminty irfections wane exchurded

fream participation In clinkcal studies. L is unknown if
EBGLYSS will irfilencs tha immiune response against
helminth infections oy Inhibiing IL-13 signaling: Treat
patients with pra-axisting kaltminth infections bafare
inltiating treatment with EBGLYSS, If patients become

e infected while recendng EBGLYSES and do not respond
i artibelminth treatrment, decontinue treatment with
EBGLY S5 urtil the infecticn esalves

Vaccinations

ADwocate 2: 81% of patients who achieved
cloar or almost-cloar skin (IGA 0 or 1)

at week 16 and then received EBGLYSS
menthly maintained clearance at 1 year
(n=32Z); 50% with EBGLYSS withdrawal
[placebo) (n=14)."

Prifriarny ercipoint was the proportion of
subjects who achigyved 1GA O or 1 with
22-poAnt charge Trom Dasaline at weak 16,

The recommeanded dosage of EBGLYSS

i5 an initial dose of 500 ma twe 250-mg
injections] &t week O ard week 2, followead by
250 ma every 2 weeks untll weak [bor lstes
wien adequate clinkcal respons:a s achieved,
The martenance dose g 250 mg avery 4
weeks,

‘Paiiends wihg feCeived syslamil e Misrapy o
cisoeninued realment g LS lack of eflicacy werg
Efsirbas 8% nonrasmonden Dath aftar iGpsal fess i
medicaton oF mestment cEconbinuation dos o amy
cthar reason wene considersd missing, Ary missing
GlE were IrmpileC Uit BT

EBGLYSS may aller a pabenls immuinity and increase
the risk-of infection fallowing admirdstraticon of live
vaccines, Pror 1o therapy with EBGLYSS, completa all
age-appropriate vacoinations acodnding to currant
Imrnunizetion guicelines, Avoid use of live vaccines
immediakely pricr to or during trestment with EBGLYSS:
MG Cliata e enaailaile o the response Lo e vaogines,

ADVERSE REACTIONS
The mast common (2134 adverse reactions ame
canjurciivitis, injection site reactions, and herpes 2oster

EBGLYSS & avaikable a5 250mas2ml subCulanaos
injfection prefilled pen or prefilled syringe.

See Brief Summary of Prescribing Information on
subsequent pages.

Please see instructions for Use included

with the device.
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EBGLYSSE™™ [lnbrikizumab-ic) 250mg/2ml injection for subcutaneous we,
availabile in a prefiled pen or prefilied syringe.
Brief Summany: Congull ha Package insert Tor complide Prastriting Imersation.

INDICATION AHD USAGE

EBGLYSS i indicated for i Seatment of aduls and pediatne naliests 12 yems ol
a0 and cider wia weigh at least &0 ky with moderaie-o-srene alopic dermatits
whtee disease is not adequately conendied with topical prescriptien herapies or
when those thorapies ant nel scvisab, EBGLYSS can e wsed wilh of withost
topical corteosienoids,

CONTRAINDICATION
EBGLYSS i contrairdicated in paSiests wilh prioe serious ypersensitivity 10
latriddzumab-tic or amy excinients of EAGLYSS {2ae Warnngs and Precatrfions).

WARNINGS ARD PRECAUTIONS

rriudng anginedema and urtcara, kave been raporied
wilh 52 of B ﬁ&ns&mmmmmamamm
ERGLYES and insiituee apprapriate therapy,

Conjunclivitis and Keratilis

g benzhitis acherss rascions have baen raportes in cinical tiaks.
Gonjenctiviis ard kerplitis ocoermed more fequenty in glopic dermalits mebiedts who
receivad EBGLYSS compared 1o those wha msceivad placebo. Conjunclisiis was B
st frequesty reporied sve dsordar. Meet subjects with conjurcinitis or keralis
fecovered during e ireatmen perod (see Adverss Resclioeg), Atvise [liens o
gt e onset of WIKERRIng e symiriomes 1o thir fealthcans peovider,

Parasitic (Halmintf) Infections

Patismte with knmam Fedeinth infections wers escluded from participation in dinical
Hludies. & is unknows if BBGLYSS vall inluence the imimune response ageinsl
hoalrrith Endections by imhibiting IL-13 signaling. Treat palients wik pra-axisting
nedminih infeciizns before inflating teatment with EBGLYSS. i patena bemome
efechd whik necehiieg EBGLYSS and do sl mspend b0 anfihelminth iniafment,
diecontinee treatmant with ESELYSS entil the imtecticn resolves.

Vaczinations

ESGLYEE miy ofter a patien!'s mmusity and iersass the sk of imlecion following
administration of ive waccings. Prior o thesspy with ESGLYSS, compiete all age-
Epprogd il vaccinalioes Mooeding W currenl imeunizalion puidel e, Avaid uss
of Iive vaccines immedigiely prioe 1o or during frest=ant wish EBGLYSS. Mo data am
Enallabie o the response o ive vBCCines.

Clinical Trials Experience

fiecauss clinical riaks are cendecied under widely vaning and confrofed
concitions, adviese maction raes obsered in The dinical iealks of o drug cannel be
direcsly compared to estes in 8 cinical tnats of another crug and may not refect
Ihe rates absersed i prachice,

Alogic Dermalils

The safey of EBGLYSS wes evaluzted Beross 4 rendomized, doubls-ind, placato-
Conlrefed, mulcenter ials in subjects with medenate-to-severe alopic dermalilis
including 3 phase 3 tials (ADvoceds 1, ADvocate 2, ADbensj and 1 phase 2 dise
raning irial (KEAF) i these 4 trisls, mean age was 37 years: 50% of subjects were
reake; E2%: were WHLE, 13% wore Black, and 20% were Asiie, In lerms of oo-mardid
condiioes, in e phase 3 ralks, 305 of e subjeds hal sstma, S50%: had allergic
Thinits, 3% head Soo allengy, ed 14% had abesgic: conunchielis 2t kaceine,

Aokl of B91 subjects wen trabed wilhs EBCLYSS for af leash 1 yadr in the alopic
nermatiis deveEnpmant program

Alwcale 1, ADvecale 2, and KEAF compares! the safely ol EBGLYSS mosolherapy
1o placebo. Alhere compered 1he satety of EBGLYSS + TCS b placedo +

TS theough 16 wesks. All subjects from the prase 3 rials were alowed b enol
i® I foeg-1erm esdingion Sludy

gk [T 4o 78

Tekle 1 summanires the adverse reachions Sal occumed 2 a rale of &t st 1%
io the EBGLYES 250 mg eviry £ weeks soncthesapy group. or i the EBGLYSS
250 mp every 2 weaka + TC5 geoup, all at & higher s than placebo during the
Tirsd 116 wressics of brealmenl,

ESGLYSE™ obrikiremat- ok 250mgrdml

jection for subcutansois e L& HCF BS AD AP

Tabie 1: Advarse in 1% of tha EBGLYSS

Mgnatherapy Graup or ihe EBGLYSES + TES Growp in the Alopk:
or +
Dermalitis Trials Bwrough Wesk 16

Adverse Reactions mw EBOLYSS + TCS* |
EBGLYSS EBGLYSS |Placebo
250 mg 20mg | +TES
17 N=i3g | 02W « TCS
N=B38 | ) M=145 | N=BE
n (%) me) | o) |
unctiviils’ B1{10) | 1043 745 ]
‘I__'%ﬁﬁhmw B3 | 40 443 1@ |
Herpos Zoster 31<1) ] I} 1]

'IrrluTﬂTBdm arahysis of Alreoczie |, ADvccate 2, and e phase 2 desa finding
tnal b

"Anayss of TGS comcomitant therapy inal ADBam

"EBOLYSS 500 mp ab Weei [ and Wesk 2. folmesd by 250 my every o weska

onjcthittis clomter includes conjunctivss, onuncivitis allargic, and

conjuncavitis acenal
Inection Sz Reactions dusler mcludes injection stle-relzied: pain, erplhema,
reasclion, disom o, denmallis, urls, sweling and sk

In ®e menotheregy irials [A0vwecate 1 Alvocate 2 eed KGAF) Srough Week 16, e
progerion of sutgects wn dsconlineed irealment due 1o adweese evenls was 2.4%
in e EBGLYES 250 mg every 2 weeks proup and 1.8% in The placebo groep, in the
TCS Irial (ADEery) Swough Wees 16, T proportion of subjects who discorinued
trealmént due 1o adverse events wies 2.15 in the BBGLYSS 250 m{ oy 3 weoks
-+ TS group and 0% in e placeko + TCS . Tha most comman acersn
mmmnmmmm cempaned 1o the placsbo group

ncteiis and kersftis (6% vu. {1.3%), erd mjection si= reactions [0.2%
mm monotherzpy trald; and conjumctivelis [ 7% vs. 0], and Injection sile
mmmnﬂ]hﬂtmw.

Enmnephiva

Incrazsed beselira binod ensinophils wers oheanved at a

in treatzd sutyacts compared o placebo. Dering S fist 16 weeks,
itz (--5000 cella’mel) wes chssvad in 0.45% in Te E3GLY5S-reated

shierts and 0% in dubjects recaiving placebe. Blood sesinophll elations wese

gemeraly Irangient sed did rol resull in deconlinalion,

Sarafy Wasks 16 [0 52
mmmmmnmmmmmmmmmm
re-rancamized in ihe mainienarce period -mnmmﬂrunm 1
a:dﬂmwtez.abtalmn:!aruﬂﬂuﬂa:urﬂehﬂE Y55 250 myg avery
¥ weeks of every 4 Weeks, respectively, The salely sl of EBSLYSS 2500 mg
evesy 4 wieks was pénisilly consiglent with EBGLES every 2 wieks turing
Weatkes 16 o 52 Thw sately proli of EBGLYSS during mainkenante instmon! was
geeaily consisient with the salety profile ntserved Himugh 'Week 16

i

Conunctivits was e most nequently reporied eyp distrder, Most tases of
cenjentlivilis and kerblis wen mikd or modenile in severly and recovened of
resabetd without insabmend imerrupfion or dscosfinuation.

Churng the ikl 16-week irmatmeand parod of the trak. ton B,
including 2llergic conunclinis, wag repored by &1 sehipcks (10%) in he

250 =g eeery 2 el group and 10 subjects % in Be placeio group. In the
TCE concomilanl Husapy il ponjunclivilis was eporing by 7 subjiscts (5% in the
EBGLYSS 250 mp avery 2 vaseks + TS groun companed 1o 0% in e placebo +
TCS prowp. Dwing the: | G-weak placebo-contmied incuction perod, 68 sutypcts
reporied 73 evants of fiis. Al ewerts were nonsanous and mid or
maceale in severity. Conenciivitis ied b treatment decentinuaton in 3

The adjusted lecidence rale of conunctivitis for subjects rested w

EBELYSS 250 my every 7 weeks was 30,5 even's per 100 patien] years 1hepigh
Witk 16 [KGAF, ADvwocabe 1, ADvacate 2 ADherel,

During Be manlerance eatmen] pericd of the monofhergy ks Avicok 1 and
Alreccabe 2 from 16 bo 52 wieks, conjuncivilis, induding allegic conjnclinis.
was miored by 2 subjects [1 8% in the EBGLYSS 250 mg ey 2 wesks group and
12 subjects {100 1%) in the EBGLYSES 250 my svery 4 wasks group, companed 1o 5
eutacts (3.3%) in fa plecebo groun. During the maimsnznca treatment penod, 14
subiiects eaied with EBGLYSS reporied 18 evanks of conjurctiviz,

Seo Bried Summary of Prescribing knformation confinued on adacen] page.

EBELYSS™ futwikizussah-lhir) 250me ImL

inction for subcitznscus use LK HCP BS AD APP



Al ewirds veere: mild or modise ® sy, Confunclivits ied [ Sreaiment
mwﬂmmhmﬁ.\ﬁmwmﬂﬂsmm
SAEUE incitenca ree of trealzd Wit EBLLYSS
Eﬂmmzmmmzmﬂpmmw.ﬂnaﬂh{mm
wilh EBGLYEE 250 my every 4 webks s 206 events per 104 palien] years
rough 'Woeek 52 (ADvecale 1, Alvocose 2, ADhoee + the leng-lerm exdersion siudy),

During the Inkid 16-week treatment period of the moealherapy tias, keratitls,
inchufing alopic aed wemal keralpconjurcviis, wis egpored By 4 shipc
(0.6%} in the EBGLYSS 250 mg every 2 ik group and 1 sebject i0U1%) in the
placebo greup. I the TCS rencomitant Bampy tial, wermal kismcoonenchivils
veas reportes by 1 sutgact [0,7%) in the EBGLYSS 250 mp evary 2 el +

TC5 groug, comgared fo 0% i the placebo + TCS group. Dering e 16-week
placeho-contreliad indection period, 5 subjects raporied T evers of kerafitis. All
Vel wede noreenious and mild or modeyaie in severily, Keralils led b freatemen
distunlipuation in 2 Subjects, The eeposeng o isted incidence rale of kesallis
for subjécts [neaed with EBGLYSS 250 my every 2 vtaks il 2.2 menls par
100 patient yaers through Waek 16 , Klhvocaie 1, Allvocats 2, Allhena),

Dllﬂlhtmwllﬂfl:«elﬁlmﬁi perd of (e monatherapy (rak (Ahndale §
and Alvocate 2) fom 16 10 52 weeke, abopic kemimonjunciitis was mpored

By 1 sutjact (0.8%) = the EBGLYGS 250 my every & wenis , and vamal
herEtccenjunchivitis was reported By T subject 0.9%) i the 250 mg
avery 2 wesks group, comgared fe 0% & the group. Dne o0 9% event of

gevere vemal keralneomjunctils in an EBGLYSS 260 m ewery 2 weeks subect
Ity Iresatsmetn] disventisudlon. The tagosur adsted incidénce raln of keralile
for subjects ineated with EBGLYRS 250 mag every 2 ks was 1.0 meenl per
1000 patient yases and for those: trasted with EBGLYSS 250 my every 4 weaks
wezs 0.7 evenls per 100 patant years Brough Week 52 Ydvocale |, Advocate 2,
Alihere « Ine long-tems axiension sl

Inycfion Sk Ragclions

Injacfion site mactons wee reporied oy 3% of S EBGLYES group and 1% of
e placeb geup inthe fAirst 16 wesks of the monoerapy el pcidence o

injechon sibe reactond declined wilh contnued Treai=ent, Mot evenla wem Sild
or mogérale and rectversd wiltou! Bealmesl diconfiniation,

ORUG INTERACTION STURIES
The effect of ietwkizumab-Ibic on the pharmecokingtics (P of ce-agminislered
mehations has nol béen sludied

USE [N SPEGIFIC POPULATRINS
Pregnancy

Avcalable chl o lebekizurma- A Use in pregnan! women are insdficient Lo evlale

for & drug-esecizied risk of magor Birh defects, , o iher advacsn
martemal or fal outcames. Trarspoe of fuman kg acmss the placenta
increases g5 pregrancy progresees and peaks during £ thisd iimester, hemetme,

Tl zumat- i may be remsmided frm the mether to e develping s I
animal peproducion studies, no ellecis on emBrg-lela development were obeened
alter subcusnens adminisdration ol lebdzumab-hic 1o onomoigus monkis
wlmmummummﬂmmwm
Fuman doss AR fasa Oata) A) pragrancies hava 3 hackground
risht of birth defect ks, or other edwerse putromes. The baciogroend rizk of mejr birin
dedects mad miscarians for the dicated population ks unknowe, In the LS, general
mumhmmmmummmimﬁm
dirically meognined pragnancies & 2 1o 9% and 15 (o 2%, nespactiely Aepor
mmuunnmﬁmmwn 55079,

Dic

Arimal Data

in an emSrpoiatal dewelopment Study, no matiorsations or smbricheil fonciy wen
otserved N ishuzes Som megant sdmmisamnd lshridrumat-

iz during organcgenesis Al dnass up b 150 mgrkg Initial dose follesved by 50 mp!

kg pet sk by suEcutarecis. njection, which was sssccaied with plssea exposene

G, J EEnrodmael 18 limes e Burman exposure 3l the MRHD. Lebrkizumalr ok
The placents in monkeys.

In a praraial and posiratal develoomant stody, pragram

WiEMe Bominieiamed Ieorkizuman-| by 1] & dnaes

mh!ﬁﬂm‘gﬁmlmmﬁlﬁWMNmum

injection, which ves associaled with plasea exposure (G| spprisalely

T limes the Fuman osin o Be ¥EHD,

Mo embryolefal 'esdcity of maformatons, or offecls of motpholegical, fnctonal,

or immendiogical cevalngrant vere otserasd in e infacks Som birth theough

& morhs of zge.

EBGLYES™ [kebvikizumah-iz) 250mp el

injecfinn for Sehoidaneous uss LK HCP 5 A AP

There are po datn on the presence of kebrkzumat-bie ik human milk; he effects on
1 Ermastied infant, or the efiects on milk poduction. Endogerows GG and monccdonal
b= are rarskered in bumas milk, The e¥ects of ot gesintisleslingl g
mmmmnumrMmmmnmm.
The deveiopmenal and hesith benefis of brimstpeding Should e considensd aling
with e molher's cheal nesd for ERGELYSS nd any polenlial idvirse sffecks on e
treasded infant fom ERGLYSS o froen the underking meatemel conditio.

Peiatric Use

The safety and eteclveress of EBELYSS nave Deen estabiished in pedialiic: paients
12 years.of Bge and oider who weigh at leest 40 kg with mederate-o-severe mlople
dermagtes whose distase i nol adenuately controliad with pical prescripdion
Ierpies ar when those herapies e nel adisabie, A lofal of 372 pediniric ey
were pposed 1o EBGLYSS with 270 sehjects exposes o EBELYSS for o least one
year, The safely and eSactiveness wene paneraly monssiang bebvwaen pedatnic and
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FROM THE EDITOR

Your Patient’s Health

FEW PATIENTS OR DOCTORS TALK

about eczema’s “invisible itch.” You

can’t see it—as its name implies.
You can’t scratch it. And in many
cases you just can’t abide it.

The invisible itch is the emotional
toll of having eczema. It’s the fatigue,
distraction, and irritability that results
when itching symptoms are so severe
they disrupt sleep. It’s the mental toll
of avoiding dark clothes lest skin flakes
appear during a flare. It’s the pained self-
consciousness of wondering whether
other people notice the rash, the raw
skin the condition causes, especially
when it appears on the face. All of this
is part of having eczema—and much
of it never gets addressed in hurried
appointments with a busy dermatologist
who focuses largely on the skin and
little or not at all on the mind.

Recognizing the emotional strain
often comes indirectly. Says Dr. Jason

Miller, a dermatologist in New Jersey:
“People don’t come in and say, ‘T'm
anxious’ or ‘I'm depressed.’ They’ll say
they’re not sleeping. Or they’ll show
you photos from a bad flare and say
they’re afraid it’s coming back.”

In this issue of TIME Health Pro
we explore the unaddressed emotional
load of eczema and explore ways to
relieve it. For starters, doctors should
be doing more thorough workups,
talking with patients about how
stress, sleep, and daily habits can
show up on the skin. Doctors should
also not settle for patients being a
little itchy, as long as they’re less so
than they were on their last visit.

“We should be trying to get them

to not itching,” says Dr. Long Ly, a
dermatologist with MetroDerm, a
large skin care practice in Atlanta.”
One New York City-based doctor even
offers patients transcranial magnetic
stimulation (TMS), a noninvasive way
to treat depression and anxiety.

In this issue we also explore
the school lunch dilemma—the
increasing need to serve kids better,
healthier, less-processed food, and the
prohibitive cost that puts that goal out
of reach for most school districts.

As in every issue of TIME Health
Pro, we also survey breakthroughs
and developments across the fast-
changing field of medicine. New
research shows that repeat COVID
infections can increase a patient’s risk
of developing Long COVID. And gene
therapy might be effective in slowing
Huntington’s disease.

What you learn in
these pages can help
you stay ahead of
developments in your
fast-evolving field

TIME HEALTH PRO is created
specifically with you, the health care
professional, in mind. Keeping up to
date with the many changes in your
fast-evolving industry can help you
stay ahead and better serve patients.

The stories you find in TIME
Health Pro are just a sampling of the
health reporting you'll find in TIME
magazine and on TIME.com. Our
journalists have been covering science
and medicine for 100 years. Good
health is one of the most important
aspects to living a full life, and we
greatly appreciate your time and trust
in allowing us to help you help others
reach that goal.

T

JEFFREY KLUGER
Editor-in-Chief
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Why Syphilis
Casesin
Newborns Are
Rising Even as
STIs Decline

BY CHANTELLE LEE
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THE NUMBER OF BABIES BEING
born with syphilis in the U.S.

kept increasing last year, even as
the number of cases of sexually
transmitted infections (STIs) in the
country dropped, according to new
government data.

The overall number of reported
STI cases fell 9% in 2024 from 2023,
the third year in a row that case
numbers have declined, provisional
data released by the U.S. Centers for
Disease Control and Prevention
(CDC) this week shows. But cases of

congenital syphilis increased for the
twelfth straight year. Nearly 4,000
cases were reported in 2024—up
almost 700% since 2015, when just
under 500 were reported.

The rise in congenital syphilis
cases wasn't as steep in 2024 as it
has been in previous years—just under
2% from 2023. Dr. Bradley Stoner, the
director of the CDC’s Division of STD
Prevention, says that it’s promising
that the rate of increase is slowing,
but that the rising case numbers are
still concerning.
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Only a couple decades ago, cases of congenital syphilis
were nearly eliminated from the U.S. Congenital syphilis
is preventable; syphilis can be cured with treatment, and
if it’s treated during pregnancy, that can protect the fetus
from becoming infected.

But if left untreated, syphilis can be passed on to a fetus
during pregnancy or delivery. Syphilis can damage organs
such as the heart and brain, and can lead to blindness,
deafness, and even death. Congenital syphilis can also lead
to miscarriage and stillbirth.

Stoner says that reductions in STI services at the state
and local levels, as well
as social and economic
conditions such as poverty
and lack of health insurance,
have likely contributed to
rising rates of syphilis, which
in turn led to increasing rates
of congenital syphilis.

Federal funding for STI
prevention has seen drastic
cuts since the early 2000s.
The number of people living
in poverty skyrocketed
during that period, though
it has since declined. And
while the percentage of
people who are uninsured has
fallen since the Affordable
Care Act was signed into
law in 2010, millions still
have no health insurance
or are underinsured. Other
complications in accessing
quality care could impact
people with insurance as well.

Elizabeth Finley, interim
executive director of the
National Coalition of STD
Directors, says part of the
problem is that pregnant
people’s access to health care or preventive syphilis care
may vary. For instance, some people may not be able to
access prenatal care consistently or at all. And some health
care providers may be seeing syphilis cases for the first
time in their careers.

“You get this perfect storm of people who aren’t getting
enough prenatal care to begin with for many, many reasons,
and then you see providers who haven’t had to identify or
test for syphilis in the past,” Finley says.

There have also been intermittent drug shortages that have
affected doctors’ ability to quickly treat pregnant people
with syphilis, Finley says.

She points out that the overall STI rates have gone up
over the past decade or so as well.

“Overall over the past 10 years, we've seen more cases,”
Finley says. “Any time there are more STI cases in a
community or more cases of any infection—and in this case,

‘These are
preventable
infections, and
greater awareness
and greater early
intervention,

I think, will
help us get these
infections under
better control.

— DR. BRADLEY STONER, DIRECTOR OF THE
CDC DIVISION OF STD PREVENTION

syphilis—in a community, you have an increased likelihood
that pregnant women will be exposed to it and then that their
infants or their fetuses will be exposed to it”

The overall prevalence of STIs in the U.S. is still high,
with more than 2.2 million reported cases in 2024—up
13% since 2015, according to the CDC. Finley says that part
of the reason for that is that the U.S. has “really divested
significantly from prevention efforts.”

The CDC noted a few areas of progress in addressing
the problem: cases of the two most infectious stages
of syphilis, known as primary and secondary syphilis,
declined nearly 22% for
the second year in a row.
Stoner says he is hopeful that
congenital syphilis will follow.
And cases of gonorrhea and
chlamydia continued to fall,
too. The agency attributed
those declines to the impact
of public health initiatives,
such as increased awareness
about STTs and the use of
prevention tools. Those tools
include self-tests and the
antibiotic doxycycline, which
can be taken within 72 hours
after sex to help reduce the
risk of acquiring syphilis,
chlamydia, and gonorrhea.

“The data do suggest that
we may be turning the corner
on STIs,” Stoner says. “But the
fact that congenital syphilis
is still a major problem tells
us that we have to accelerate
progress to stop the STI
epidemic and its most tragic
consequences. These are
preventable infections, and
greater awareness and greater
early intervention, I think, will
help us get these infections under better control”

The CDC recommends that women get tested for
syphilis three times over the course of a pregnancy. Stoner
also encourages people of reproductive age to get tested
for syphilis, and to have conversations with their partners
about STIs.

Finley says that, while it’s been encouraging to see public
health initiatives try to address this issue, there needs to be
a “much more coordinated and intentional effort” to bring
various government agencies together to tackle congenital
syphilis. She adds that funding for STI prevention efforts has
dropped significantly in recent years.

“These syphilis cases in pregnant patients don’t happen
in a bubble; they happen in a broader context, and right
now that broader context is that our overall STIrates are
too high,” Finley says. “This really does need to be a part of
a broader effort to reduce STIs in the U.S”
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A Huntington’s Disease
Treatment Is Closer than Ever

BY ALICE PARK

GENE THERAPY IS BECOMING A POWERFUL WAY TO TREAT
challenging diseases that don’t respond to traditional
treatments, and researchers now report the first success in
modifying genes to slow Huntington’s disease.

In a study reported by Uniqure, which developed the
experimental gene therapy, scientists found that it slowed
progression of Huntington’s disease by 75% over three years.
The study has not yet been published in a scientific journal.

“I went into the trial cautiously optimistic but very
anxious, as one does when starting a gene-therapy trial,”
says Dr. Sarah Tabrizi, director of the University College
London Huntington’s Disease Center and a lead investigator
on the study. “I was blown away when I saw all of the data
and it was very, very clear that the gene therapy worked.”

The study involved 29 patients with Huntington's disease
who were given one of two doses of gene therapy that targeted
the Huntington gene, which is mutated in the disease. The
aberrant gene makes a form of the huntingtin protein that
clumps into toxic aggregates, which prevent nerves from
functioning normally. Eventually, nerve cells—particularly
those in the part of the brain that regulates movement and
cognitive skills like motivation, habit formation, and decision-
making—degrade, leading to physical and cognitive symptoms.

Everyone in the trial was monitored for a number of
biological and behavioral measures, including markers for
degraded nerve proteins in spinal fluid and their ability to
perform normal daily activities, manage their finances, and
keep working. The gene therapy involved a 12- to 15-hour brain
operation in which surgeons drill through the skull to access
a deep part of the brain called the striatum, where nerve
cells are most affected by the damaged huntingtin protein.
The surgeons injected the gene therapy, which included
DNA delivered by an inactivated virus vector, coding for
instructions to turn off production of the huntingtin protein.

The 17 people who received the high dose showed a 75%
slowing in the progression of their symptoms overall. The
12 people who got the lower dose—which was 10 times
less concentrated—showed similar progression as placebo,
although some of their symptoms improved.

Because the brain surgery was invasive and risky, the
researchers had to find a reliable way to evaluate what
effect the gene therapy was having without subjecting some
patients to a sham surgery, says Dr. Walid Abi-Saab, Uniqure’s
chief medical officer. The participants who received the gene
therapy were monitored for several years and compared to
a group of about 2,000 untreated Huntington’s patients—
because there are currently no treatments for the disease—
who were matched to the study patients getting the gene
therapy by factors like age and stage of disease.

The 75% slowing in the progression of the disease among
those receiving the gene therapy is “huge,” says Tabrizi,
who has been studying potential therapies for Huntington’s
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‘I personally
want to start
thinking about
how we can get
this therapy to
people at Stage
0 or I to prevent
this disease’

—DR. SARAH TABRIZI, DIRECTOR OF
THE UNIVERSITY COLLEGE LONDON
HUNTINGTON’S DISEASE CENTER

for two decades. “I have never seen
anything that shows that [benefit],” she
says. In Huntington’s patients, levels
of neurofilament, which is produced
by damaged nerve cells, in the spinal
fluid increase by 30% to 45% in the
early years of the disease, Tabrizi says.
People receiving the gene therapy

in the study actually showed drops

in their levels—below their baseline
levels, in some cases. “That tells you
that neurons are being saved,” she says.

Tabrizi adds that the encouraging
results are inspiring her to think about
extending the benefits to people
even earlier in their disease, with
the hope that they might be able to
prevent many of the disease’s worst
symptoms from ever appearing. The
patients in the trial were at Stage II
or I1I, but, “when people who carry
the Huntington’s gene are completely
well, we might be able to prevent
the disease from ever occurring and
prevent the symptoms from ever
occurring,” she says. “I personally
want to start thinking about how we
can get this therapy to people at Stage
0 or I to prevent this disease.”

Matt Kapusta, CEO of Uniqure,
says the therapy is “transformational”
and that giving patients more time
with loved ones, with milder or fewer
symptoms, is “priceless.” Uniqure
plans to submit a request for the U.S.
Food and Drug Administration to grant
accelerated approval of the gene therapy
to treat Huntington’s in the first part of
2026, and, if approved, is prepared to
provide it to patients later in the year.
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Repeat COVID-19
Infections Could

Double Your Risk
of Long COVID

BY ALICE PARK
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MOST OF US NOW VIEW COVID-19 AS
more of a nuisance than a danger, thanks

to vaccines and past exposure to the virus—
all of which have built up our immunity.

But research suggests that multiple
COVID-19 infections pose a risk for
developing Long COVID. In the largest
Long COVID study of young people to date,
scientists led by a team at the University of
Pennsylvania report that young people who
got infected twice with COVID-19 were
twice as likely as those who got COVID-19
once to develop Long COVID symptoms that
affect major organs like the heart, kidney,
and lungs, as well as taste and smell.

The ongoing research project, called
RECOVER, is funded by the National
Institutes of Health and explores the
impact of COVID-19 infections on long-
term health. Yong Chen, professor of
biostatistics and director of the Center
for Health Al and Synthesis of Evidence
(CHASE) at the University of Pennsylvania,
and his colleagues focused on people 21 and
younger to better understand how COVID-
19 reinfection affects health. “People think
that reinfections don’t matter as much and
don’t take them seriously,” Chen says. “Our
primary message is that reinfections still
matter, and you should do what you can
to avoid reinfection by taking a vaccine or
wearing a mask.”

The study involved data collected from
more than 460,000 children, adolescents,
and young adults from 40 pediatric
hospitals who were diagnosed with a
first COVID-19 infection around January
2022; some went on to develop a second
infection after that. At the end of 2023,
the researchers compared the group with
only one infection to the group with a
second infection, focusing on Long COVID-
like symptoms such as abdominal pain,
respiratory distress, changes in taste and
smell, fatigue, chest pain, myocarditis, or
irregular heartbeat.

Those who developed a second infection
were more than twice as likely as the group
with only one infection to get a diagnosis
of Long COVID, and the reinfected people
were nearly three times as likely to report
changes in taste and smell as those who
only had one COVID-19 infection. This
risk remained regardless of whether people
were vaccinated or not, or regardless of how
severe their infections were,

However, “vaccination status” referred
to whether people had been vaccinated
before the study period—not how recently
they had received the shot. (The study
was also initiated before the first updated
vaccines targeting Omicron were available.)
The authors emphasize that the results do
not suggest that vaccines do not help to
reduce the risk of Long COVID. Rather,
the data show that kids who were
vaccinated were much less likely to get
COVID-19 in the first place and were also
less likely to get reinfected compared to
unvaccinated children.

Getting vaccinated, Chen says, is an
important first step in protecting against
possible Long COVID.

However, the study shows that even
if you're vaccinated, reinfection poses a
significant enough risk to double your
chances of developing Long COVID
compared to just getting it once.

“The message is about how seriously
you should treat your potential risk of
getting asecond COVID-19 infection,”
says Chen. These results, along with other
research, suggest that there mightbea
cumulative harmful effect of repeat COVID-
19 infections on the body, and scientists
are trying to better understand those
potential long-term effects. Chen is also
continuing the work to study what effect
getting vaccinated following a first infection
might have on not just the risk of additional
infections, but on the development of Long
COVID as well,

‘Our primary message is that reinfections still matter,
and you should do what you can to aveid reinfection -
by taking a vaccine or wearing a mask. _

—YONG CHEN, PROFESSOR OF BIOSTATISTICS AND DIRECTOR OF THE CENTER FOR HEALTH Al
AND SYNTHESIS OF EVIDENCE (CHASE) AT THE UNIVERSITY OF PENNSYLVANIA
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The emotional toll should be
addressed alongside the itch

BY TANYA BRICKING LEACH

KRISTIN BELLESON LEARNED EARLY THAT HER ECZEMA HAD AN
impact on a lot more than just her skin. It showed up at night, when
the itching would not stop and sleep slipped away. It carried into the
next day as fatigue, distraction, and irritability. Gradually, it shaped doz-
ens of small decisions that rarely registered as medical at all, including
what to wear and whether anyone else noticed.

Belleson’s experience is not unique. Adults with eczema report higher
rates of sleep disruption, anxiety, and depression than the general popu-
lation, according to surveys conducted by the National Eczema Associa-
tion (NEA). Many say those effects shape daily life more than the rash
itself. “Eczema is not just about skin,” Belleson says. “It affects sleep.
It affects mood. It affects how you show up at work, in relationships,
and in public.”

Belleson, of Carmel, Indiana, has lived with eczema for nearly 25
years. She’s now president and CEO of the NEA, which describes itself
as the voice and resource hub for more than 31 million Americans who
are living with some form of eczema. In her role, she hears from adults
whose symptoms may look controlled on the surface but still dominate
their daily lives, often in ways clinicians never see. “What people expe-
rience emotionally is very real,” she says. “But it doesn’t always make
it into the exam room.”
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When care focuses on the skin only

Eczema care has long centered on what clinicians can see.
Treatment has focused on reducing inflammation, controlling
flares, and calming irritation. What often goes unaddressed is
how much of the condition plays out beyond the exam room.

Myles Marquez, now 24, has had eczema since he was a
baby. It most often appears on his face, especially his fore-
head and around his mouth. The condition followed him into
adulthood, shaping how he moves through daily life. “I think
about it almost all the time,” says Marquez, a social media
manager in the San Francisco Bay area. “T'd say that I am
thinking about my eczema or my itch or my redness 80% of
the time throughout my day.”

He watches the weather. He thinks about what he wears.
He checks dark clothing for flakes.
He braces for redness that can flare
without warning. “If I'm meeting
new people, am I red on the face?”
he says. “If 'm wearing dark cloth-
ing, am I going to have skin flakes on
me right now?”

For years, Marquez avoided regu-
lar dermatology visits. When he did
go, he says the focus felt limited and
procedural. “They would ask how
long I've had it,” he says. “’Does it
hurt?” ‘Is it bleeding?’ Those were
always the questions.” But the men-
tal load was rarely discussed even
though eczema constantly occupied
his mind. It shaped his social inter-
actions and daily routines, especially
in public and at work, long after his
appointments ended.

That omission is not unusual,
clinicians say. Appointments move
quickly. Patients learn which details seem relevant and which
ones do not. They stop offering information that doesn’t seem
to change the plan. For Marquez, that meant carrying the
mental load of the condition on his own. He adjusted his rou-
tines. He tracked triggers. He stayed alert. But none of that
was discussed at his typical office visits.

Dr. Jason Miller, a board-certified dermatologist and
regional medical director for New Jersey and Long Island at
Schweiger Dermatology Group, says recognizing the emo-
tional strain often arrives indirectly. “People don’t come in
and say, ‘I'm anxious’ or ‘I'm depressed, ” he says. “They’l]
say they’re not sleeping. Or they'll show you photos from a
bad flare and say they’re afraid it’s coming back.” Sleep, he
says, often opens the door to everything else. “If someone is
waking up multiple times a night because they’re itchy, that’s
going to affect everything else,” he says.

Dr. Long Ly, a board-certified dermatologist with Metro-
Derm, alarge skin care practice in Atlanta, sees patient expec-
tations shift over time. After they see some relief of more
severe eczema symptoms, people will say they’re OK being
alittle itchy, he says. “They’re just happy not to be as bad as
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‘I THINKABOUT IT
ALMOST ALL THE TIME.
I’'D SAY THAT | AM
THINKING ABOUT MY
ECZEMA OR MY ITCH OR
MY REDNESS 80% OF
THE TIME THROUGHOUT
MY DAY.

—MYLES MARQUEZ, ECZEMA PATIENT

before. But we should be trying to get them not itching.” The
gap between a patient being satisfied with some relief instead
of full relief matters because persistent itch, even if it is minor,
still carries a mental burden.

The cost of never turning it off

Dr. Barbara Sparacino, a Miami, Florida-based psychiatrist
who treats people with chronic medical conditions, says
the emotional effects often surface after years of manag-
ing physical symptoms. People arrive worn down. They feel
irritable at work. Sleep breaks into fragments. Stress spills
into daily life. “The most important thing is to validate that
chronic eczema is very exhausting,” she says. “It takes an emo-
tional toll, and it’s not just a cosmetic issue.” That kind of
exhaustion is not always recognized
as trauma. The exhaustion does not
always follow a single event, she says.
It can build up over time.

Dr. Jim Jackson studies what hap-
pens when that kind of strain accu-
mulates. Jackson is the author of
Reclaiming Your Life from Medical
Trauma (due out in April 2026 from
Little, Brown Spark), and a clinical
psychologist and a research profes-
sor of medicine and psychiatry at
Vanderbilt University Medical Cen-
ter in Nashville. “You've got some-
thing that you wish you didn’t have,”
Jackson says. “And, with support,
you can find a way to live with it” In
his work, Jackson sees this pattern
across many chronic conditions that
may not be labeled as traumatic. Peo-
ple adapt. They adjust expectations.
They stop naming the effort it takes to
get through the day. What looks like coping from the outside
can mask ongoing strain.

But when patients feel that their traumais validated, it can
make all the difference. After years of managing eczema on his
own, Marquez began to see a new dermatologist. This time,
things felt different, he says, because the new doctor asked
him about what was going on in the rest of his life. “Lead-
ing with empathy first makes people want to come back,” he
says. “It makes them want to continue care.” The visit did not
change that fact that Marquez had eczema. But it changed
how he dealt with it emotionally.

The mind-body connection

Marquez’s experience does not surprise clinicians who see
how easily eczema gets minimized. Dr. Dina Strachan, a board-
certified dermatologist in New York City and an assistant
clinical professor at New York University, says people often
adapt to living with eczema. “I find that some people play it
down,” she says. But when patients do play it down, it can
limit what gets addressed in an office visit. When symptoms
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get framed as manageable or expected, clinicians may never
hear how much the condition is affecting a patient’s daily life.

Dermatologists are trained to treat skin disease. They
are not mental health providers. Still, Strachan says eczema
deserves to be taken seriously, even when symptoms
seem mild. Being “a little better,” she notes, is not the same
as being well.

Some clinicians try to close that gap by considering
what drives flares in the first place. Dr. Paul Jarrod Frank,
chief medical officer of PFRANKMD, a New York City der-
matology practice, and a clinical associate professor of
dermatology at the Icahn School of Medicine at Mount Sinai,
pays close attention to how stress, sleep, and daily habits
show up on the skin. Before training in dermatology, he set
out to become a psychiatrist. He says that background still
shapes how he thinks about skin disease. “For alot of derma-
tologic conditions, but especially eczema, there’s a lot more
than just genetics or outside causes,” Frank says. “How we
live our lives is going to affect chronic disease.”

That perspective also shapes the tools Frank uses. He offers
ExoMind, his practice’s name for transcranial magnetic stim-
ulation, or TMS. The noninvasive treatment, approved for
major depression, uses magnetic pulses to stimulate areas of
the brain that regulate mood. He uses it to address stress and
low mood, which he says can intensify eczema flares. He is
careful to say it does not treat the skin itself, but the emotional
strain that can make symptoms harder to control. “I don’t
believe stress is the cause,” he says. “But I believe stress and
lifestyle have a dramatic impact on any disease on our body.”

Ask the right questions

Successfully treating both the mental and physical load of
eczema can depend on how much time a clinician has to
spend with the patient. Dr. Faranak Kamangar, a board-
certified dermatologist in Silicon Valley and president of

Clinicians should
consider how stress,
sleep, and daily habits
affect a patient’s skin

the San Francisco Dermatological Society, sees how easily
key details can slip past when office visits move too quickly.
“A lot of time, it’s missed,” Kamangar says of the emotional
burden that often comes along with chronic eczema. “Some-
times with eczema, we kind of call [the emotional burden]
‘the invisible itch.”

When clinicians ask open-ended questions, patients are
more likely to mention their quality of sleep, concentration,
and daily functioning, she says. Those details often indicate
whether a treatment is truly working or simply keeping symp-
toms tolerable. “If you don’t ask about what their day is like,
or whether they’re able to focus, or whether they’re itchy all
the time, sometimes it’s not that apparent,” she says.

Kamangar is the founder of DermGPT, an artificial intel-
ligence platform designed to help support dermatologists,
and host of The Future of Dermatology podcast. Her interest,
she says, is not in adding more to already packed visits. It is
in making sure important information does not get lost. For
patients like Marquez, that difference is tangible. When vis-
its allow space for those conversations, the care feels more
complete. When they do not, the mental effects of eczema
stay invisible. Marquez has even discussed the importance of
empathy in eczema treatment on Kamangar’s podcast.

For Belleson and other eczema patients, feeling heard is
part of the healing process. “What people are asking for isn’t
therapy in the dermatology office,” she says. “They want to
be seen. They want to be taken seriously. They want a plan.”
The plan does not have to be complicated. It may start with a
question about sleep. It may involve acknowledging the emo-
tional weight of chronic itch. Often, it begins by naming what
has gone unspoken for years, she says.

In her role at the NEA, Belleson has heard this story play
out across countless conversations. People disengage when
they feel dismissed. They return when they feel heard. “When
people feel seen,” she says, “they stay engaged in care.” That,
she says, is where better support begins.
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The costs and effort
required to upgrade
are prohibitive for most
school districts
BY ALANA SEMUELS

STUDENTS AT THE TAHOE
Truckee Unified School Dis-
trictin California dine on locally
sourced fruits and vegetables,
homemade pozole (a Mexi-
can stew), and fresh tuna poke
bowls. Food in the school dis-
trict is free of high fructose corn
syrup, artificial dyes, and addi-
tives. Most of it is cooked from
scratch by a full-time kitchen
staff, and, like about 29% of
other districts in the country,
everyone eats for free.

The district’s meals, in other
words, are about as good as it
gets in the U.S.—and a prime
example of how to improve
public-school lunch programs.
They're also exactly the type of
healthy, nourishing food that
U.S. Health and Human Services
Secretary Robert F. Kennedy Jr.
and his Make America Healthy
Again movement say they want
to be served across the country.
In May 2025, Kennedy prom-
ised “dramatic” changes to
school lunch programs, which
he called “poison” because he
said they contained high levels
of ultra-processed foods.

But this success won't be easy
to replicate. Tahoe Truckee has
spent hundreds of thousands of
dollars annually since switch-
ing to so-called “scratch cook-
ing” more than a decade ago—
making food in district kitchens
rather than just buying premade
food and heating it up. Last year
it spent about $400,000 on its
school meals program with help
from the district’s general fund,
an unrealistic amount for most
other districts.

“Our food service program
is generally not in the black,”
says Todd Rivera, the district’s
assistant superintendent and
chief business officer. “Before
scratch cooking, the cost was
pretty nominal, but as we
added up staff and built up the
program, we started to see the
cost increase.”
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The transition to scratch cooking is difficult,
expensive, and likely impossible for some districts
without making radical changes.

School meals have been changing since at least 2010—
mostly for the better—when the Healthy, Hunger-Free Kids
Act passed in the Obama Administration aiming to improve
the nutritional quality of school meals and increase access to
healthy food for kids. When the nutrition standards from the
law went into effect in 2012, they limited calories, reduced
sodium and saturated fats, and increased the amount of fruits,
vegetables, and whole grains required in school meals.

Many of those standards were weakened during the first
Trump Administration—even as Agriculture Secretary Sonny
Purdue vowed to “make school lunches great again.” While
many schools have added more vegetables and whole grains
since 2012, nutritionists and advocates have their sights set
on a much higher bar. They want more districts to transition
to scratch cooking, as the Tahoe Truckee district did, and
make school breakfasts and lunches in their own kitchens
with their own staff.

THE CHALLENGES OF MAKING

FOOD FROM SCRATCH

The transition to scratch cooking is difficult, expensive, and
likely impossible for some districts without making radical
changes. Some schools, especially those with older buildings,
don’t even have kitchens, so cooking meals from scratch is not
doable. Cooking from scratch also requires trained staff who
know how to work in a large-scale kitchen.

Making the upgrades to build a suitable kitchen—or even
having enough electricity or power to add appliances—is an
extremely costly proposition.

“I've been to districts where I've asked, “Why don’t you get
awalk-in freezer?’ and they say, ‘I don’t even have the electri-
cal infrastructure to support a walk-in freezer,” says Donna
Martin, a registered dietitian nutritionist who has worked
in school nutrition for over 30 years, most recently at Burke
County Public Schools in rural Georgia.

Tahoe Truckee started improving its lunch program in
2006, when the U.S. Department of Agriculture (USDA)
required districts that participated in the National School
Lunch Program to create a wellness policy that included
incorporating community input. At the time, heat-and-serve
was the industry standard, says Kat Soltanmorad, the dis-
trict’s current director of food and nutrition services.

A group of concerned parents started pushing the district
to serve fewer processed foods, and by the time Soltanmo-
rad joined in 2012, she had a mandate to try to transition
to scratch cooking. She started scratch cooking test recipes
three days a week with input from parents. One parent, for
instance, suggested a recipe for a chocolate beet muffin that
the school still serves today.

One of the most difficult steps, Soltanmorad says, was
to build up staff and find people with culinary experience.
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Because the school district wasn't hiring full-time workers
at the time, it had a hard time competing with restaurants,
which typically offer higher pay. “We're competing with all
the other jobs that aren’t three hours a day,” she says. The dis-
trict slowly transitioned to full-time jobs that come with ben-
efits and wages that are competitive with the private sector.

More schools are transitioning to scratch cooking now, but
the staffing costs and facility requirements are difficult for
some to overcome. Costs of equipment like food warmers and
refrigerators have gone up dramatically since the pandemic;
Soltanmorad says she was recently quoted $11,000 for a piece
of equipment that cost just $2,500 in 2019.

Rather than deal with all these hassles, it’s much easier
for schools to just get pre-made food like chicken nuggets
and warm them up. “Making that change to scratch cook-
ing is extremely challenging for districts, because you're
going up against an industry that’s not set up for that,”
Soltanmorad says.

HOW SCHOOLS GET THE FOOD THEY CO0K

Another reason schools struggle to make healthy lunches is
how they acquire some of the food they cook. Districts get a
certain amount of money allocated to them from the Depart-
ment of Agriculture. They then can buy either whole foods
like ground beef and canned vegetables from the USDA with
those dollars and cook those in their kitchens, or divert those
whole foods from the USDA to industry, which processes
them into meals. Even Tahoe Truckee still diverts some of
its chicken to a processor to make mandarin orange chicken.

The USDA procurement rules sometimes make it difficult
for schools to access fresh, locally sourced foods, says Katie
Wilson, executive director of the Urban School Food Alli-
ance, which represents 19 of the largest school districts in
the country. “It’s the procurement rules that are constrain-
ing us,” she says.

Her organization is working to change the procure-
ment process so schools can get access to more local food.
It recently ran a pilot program that pressured providers to
offer antibiotic-free chicken on the USDA procurement list.

Processors must meet the requirements from the Healthy,
Hunger-Free Kids Act to qualify to serve food, she says, but
that doesn’t mean the food is necessarily healthy. “We’re more
concentrated on meeting the requirements than we are on
the quality of food, and that’s where things have to change,”
says Wilson. For example, every child has to take a fruit or a
vegetable with a meal, which creates waste.

Cleaning up the foods that come from USDA allocation
is one way to help districts that can’t afford to do scratch
cooking, Wilson says. Some districts are moving instead
to “speed scratch,” which means they’re cooking some
things in the district and combining it with healthier USDA
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processed food. Many find it much easier to use the procure-
ment process because the specific nutritional value of the
foods from industry is calculated in advance to meet USDA
requirements. Otherwise, there’s a lot of labor required to
make sure that meals are meeting the requirements.

MAJOR FEDERAL OBSTACLES TO CHANGE

The Healthy, Hunger-Free Kids Act helped a lot of districts
improve, says Wilson, who was the USDA Deputy Under
Secretary of Food, Nutrition, and Consumer Services in the
Obama Administration. That’s because it forced districts,
parents, and educators to be laser-focused on the nutritional
value of what they were serving.

“School meals have been really good for a long time,” says
Wilson. “A lot of school districts are even way ahead of the
MAHA movement, and eliminated ingredients out of our
products a long time ago.”

Still, federal changes since 2012 have weakened some of
the standards of the Healthy, Hunger-Free Kids Act. The first
Trump Administration delayed implementation of science-
based nutrition standards that would have reduced sodium
and sugar in school meals, says Meghan Maroney, campaign
manager for Federal Child Nutrition Programs at the Center
for Science in the Public Interest. The Biden Administration
then restored some of those standards, but they were not
as stringent as they had been in the initial law. “There was
a lot of conversation about the nanny state and too many
regulations and giving power back to the local communi-
ties,” Maroney says. Districts are going to be required to
restrict added sugars in breakfast and lunch by the 2027-
2028 school year.

The food industry will have to reformulate some of its
products to meet those standards, but for districts to satisfy
them without relying on industry, they’ll have to focus more
on scratch cooking—an increasingly costly proposition.

That’s in part because of inflation; the cost of food, equip-
ment, and labor keeps rising. But it’s also because federal
reimbursement rates for school lunches have not kept pace
with inflation. Right now, schools get reimbursed a little
more than $4 per student by the federal government. Res-
taurants would struggle if diners paid that little for food.

“Because of reimbursement levels, most schools can’t
compete with culinary restaurants or retail stores that start
at $20 an hour,” says Bettina Applewhite, a registered dieti-
tian who consults school districts to help them make the
transition to scratch cooking.

The MAHA movement and Robert F. Kennedy, Jr. have
not made much progress in changing school lunches so far—
in part because school meals are run by the USDA, rather
than HHS. But if the government really wants to change
school lunches, it should probably start with the reimburse-
ment rate, says Maroney.

“Removing ultra-processed foods is going to cost alot of
money,” she says. “In order to do that, there have to be sig-
nificant investments in the reimbursement rates, training,
culinary technical assistance, and funding””

Soltanmorad, of Tahoe Truckee, says that the invest-
ment is worth it. The district could, she says, just serve a
lot of pizza and make its kids happy, but that wouldn’t be
good for their health or their nutritional education. Now,
they’re learning how to nourish their bodies and eat well—
skills they’ll take with them once they’ve graduated to be
healthy adults.
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WOMEN'S HEALTH

What Menopause
Does to the Brain

BY LAURYN HIGGINS
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MENOPAUSE MARKS THE END OF A WOMAN’S
reproductive years. But the transition affects far
more than reproductive health: it also reshapes
the brain. As estrogen and progesterone decline,
cognitive issues can arise, altering memory,
attention, mood, and sleep.

Here’s what to know about how menopause
affects the brain.

Hormone shifts can cause brain fog
Brain fog—difficulty concentrating,
forgetfulness, or a sense of mental cloudiness—
is one of the most common and disruptive
cognitive symptoms of menopause. Research
suggests that up to 60% of menopausal women
experience brain fog, and hormonal changes are
the primary driver.

“During perimenopause, levels of estrogen
and progesterone fluctuate before
going into a sharp decline,”
says Dr. Beth McQuiston, a
neuroscientist and medical

of memory is affected, and if other symptoms
are involved,” adds Dr. Sharon A. Brangman, a
geriatrician and trustee of the McKnight Brain
Research Foundation.

Age-related memory loss can begin around
the same time many women start menopause,
so doctors will ask questions to try to figure
out if their patients’ memory complaints
started around the time of hormonal changes,
hot flashes, and sleep problems—key signs
of menopause.

There are other clinical hints. Typically,
menopause-related changes affect working and
verbal memory—tasks such as remembering
phone numbers or details from conversations—
while normal aging causes milder changes that
rarely disrupt daily life, notes Brangman.

Mood, anxiety, and the
emotional brain

The hormonal shifts of

menopause affect not just
director of diagnostics at Abbott. ResearCh SuggeSts cognition, but also mood. “We

These hormonal shifts directly
affect the brain, because both
estrogen and progesterone

are critical to brain health and
support the hippocampus and
prefrontal cortex: two regions

that up t0 60% of have evidence from longitudinal

prospective studies from the

menopausal women U.S. and global populations

that demonstrate an increased

expel"ience bl“ain risk of depression during the

perimenopausal transition,” says

involved in learning and memory. f()g, and hormona_l Dr. Marika Osterbur Badhey, an

During menopause, certain ob-gyn and assistant professor at
neurotransmitters also become Challges are the NYU Langone Health. About one
less active, including those key to ® ° third of women going through
attention, word recall, working pl'lmal'y drlver- menopause may experience

memory, mood, and good sleep.

That last component is critical

for cognitive function, says Dr.

Heather L. Hinshelwood, chief of medicine at
Fraum Health. “If we don’t sleep, we don’t heal
well and don’t make memories well as a result,”
she says. “Given all this, it’s no wonder that brain
fog occurs,” says McQuiston.

Is it just normal aging or menopause?
Forgetfulness during midlife can feel like a
normal part of aging, but menopause-related
cognitive changes are distinct.

“It all comes down to timing, pattern, and
underlying biology,” says McQuiston. “Working
with a doctor well trained in this area is critical.”
A proper workup when assessing memory
complaints will include evaluating hormone
levels, metabolic health, thyroid function, and
sleep disorders, she says.

“Doctors can tell the difference between age-
related changes in memory compared to those
caused by menopause by looking more at the
timing and context of the changes, what kind

depression. This is partly because

estrogen plays a central role in

regulating brain chemicals that
support emotional stability, motivation, and
focus. “When estrogen levels drop, it can cause
women to experience irritability and mood
swings, concentration issues, anxiety, and
depression,” says Brangman.

Estrogen helps control the activity of
emotion-regulating areas in the brain, such
as the amygdala and hippocampus, and
that influence helps buffer against negative
information and stress.

Brangman emphasizes the long-term stakes:
“We know that women have higher rates of
Alzheimer’s disease than men. Research is
focused on how the loss of estrogen’s protective
effect on the brain during menopause may place
women at higher risk for dementia as they age.”

A path forward

The brain is accustomed to being influenced

by estrogen, McQuiston says. But the brain is
remarkably adaptive: brain-imaging studies have
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Weight training
can boost neurons’
growth and survival

shown that during menopause, the brain undergoes
measurable remodeling and metabolism, and

“in time, compensatory pathways pick up.” For
instance, during menopause, the brain may rely
more on ketones—a byproduct of the breakdown
of fats—as backup fuel, she says.

The cognitive cost of menopause is tangible,
but it’s not fixed: timely intervention, lifestyle
optimization, and hormone therapy in some
cases can help preserve memory, attention, and
executive function.

“That said, even one day of brain fog is one
day too many,” says McQuiston. “There is a lot
that can be done with the right assessment and
treatment plan.”

Research is continuing to reveal the
mechanisms behind cognitive disruption during
this transition, but women shouldn’t wait to take
action. “I like to encourage people who are going
through this or seeing loved ones wrestling with
the physiological changes related to menopause:
don’t delay, see a specialist as soon as you can.”

What to do about the brain symptoms

If you've noticed brain fog, forgetfulness, or
mental fatigue during menopause, you're not
alone—and experts say this stage can also be an
opportunity to invest in long-term brain health.
“Menopause can be a time of vulnerability, but
it is also a time of opportunity to maximize brain
health for the future,” says McQuiston.

Start with the basics: prioritize quality sleep,
regular exercise, good nutrition, and social
connection. “Lifestyle changes that are good for
your overall health...will also benefit your brain,”
says Brangman. Strength training, in particular,
can boost brain derived neurotrophic factor
(BDNF), a key compound for brain function.

For some, menopausal hormone therapy
(MHT) can help relieve symptoms that affect
cognition, such as hot flashes and poor sleep.
While studies haven't confirmed long-term
cognitive benefits, treatment can improve sleep
and mood, which in turn helps mental clarity.

And managing modifiable lifestyle factors
like blood pressure, diabetes, and cholesterol
remains one of the best ways to protect brain
health in the long run, Badhey says.

Supporting your brain during menopause
is about combining healthy habits with
individualized care. “The menopausal transition
can be an extremely challenging time,” says
McQuiston. “It can impact women and those
around them, which is why it’s important
to work with health care professionals to
change how we address women experiencing
menopause and help empower them to
understand this stage of life better.”
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THE BRAIN

What to Know
About the Brain
Disease CTE

BY ALICE PARK

WHEN SHANE DEVON TAMURA
walked into a midtown Manhattan
office building with an assault rifle in
July 2025, he also carried a note in his
back pocket that provides the only
hint at why he opened fire on people
in the building. Tamura killed four
and badly wounded another before
shooting himself in the chest.

In the note, Tamura claimed
to have CTE—chronic traumatic
encephalopathy, a brain injury
condition due to repetitive trauma
to the brain—and that he wanted
researchers to study his brain.
Tamura played high school football
in California, a sport that’s been
linked to a higher risk of CTE. A
source close to the investigation
allegedly told CNN that Tamura
had written a three-page note and
complained about the way the
National Football League managed
players with CTE. “You can’t go
against the NFL [National Football
League], they’ll squash you,”

CNN reported that he wrote. (The
NFL’s headquarters are located in
the building, but Tamura reportedly
went to a different floor.) He

asked that his brain be studied

by researchers to better

understand CTE.

The New York City Office of Chief
Medical Examiner told CNN it would
analyze Tamura’s brain as part of a
complete autopsy. Depending on the
wishes of his family, Tamura’s brain
could go to other CTE researchers
following that analysis for more
detailed study.

Here’s what brain experts know
about CTE.

What is CTE?

“CTE is linked to repetitive brain
trauma and has a distinct pathology
that can only be diagnosed at
autopsy,’ says Dr. Ross Zafonte, a
principal investigator of the Football

A

Any activity that
exposes people to
repeated trauma
can put them at risk
of developing CTE

Players Health Study at Harvard University and executive
vice dean at the University of Missouri School of Medicine.

The changes that occur in traumatic brain injury are
generally too small and too subtle to pick up on brain
scans, unlike strokes, says Dr. Maura Boldrini, professor of
psychiatry at Columbia University Medical Center. “We are
talking more about microstrokes in which repeated shaking
can cause the capillaries [tiny blood vessels in the brain] to
break. This leads to some leaking into the brain and starts
the process of inflammation, which can lead to the death
of brain cells and brain neurons.”

CTE can only be diagnosed after death by experts
studying slides of brain tissue from a deceased individual,
says Zafonte. But there is a related clinical syndrome called
traumatic encephalopathy syndrome (TES) that researchers
are beginning to use in research studies to identify living
patients who might be affected by CTE. It’s not clear yet
what CTE looks like in living patients, so TES remains a
research tool while scientists continue to refine how to
diagnose CTE outside of postmortem studies.

How common is CTE?

Because CTE is caused by repetitive brain injury, any
condition that exposes people to repeated trauma can put
them at risk. That includes contact sports like football,
hockey, and boxing, as well as certain kinds of military
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training and combat. Because it can
only be diagnosed postmortem—

and in cases where no crime has

been committed, a person or family
must donate the brain for study in
order for the test to be performed—

it's not entirely clear how common

the condition is among those at high
risk. But Chris Nowinski, cofounder
and CEO of Concussion Legacy
Foundation and member of the UNITE
Brain Bank at the Boston University
Research CTE Center, says that
current CTE brain banks generally find
that about half of donated brains show
evidence of the condition.

What are the symptoms of CTE?
Depending on which parts of the

brain are affected by the repetitive
trauma, different types of symptoms
may appear. These can include
cognitive impairment, changes in
memory, altered mood, and changes in
executive brain functions like logical
thinking and reasoning. Irrational,
aggressive, and impulsive behavior are
also common.

In CTE, these changes tend to get
progressively worse. “You generally
don’t see symptoms two days after
exposure; it’s usually a delayed onset,
but things get worse and not better,”
says Zafonte. “No other condition fully
accounts for this.”

Can CTE be treated?

Because CTE and TES result from
damage to brain tissue, no known
treatment can reverse the condition.
But, says Zafonte, “there are things
that can bend the curve in the way
the symptoms appear.”

The idea is to build the brain’s
resilience, or ability to withstand
trauma, by keeping it as healthy as
possible before any injury occurs.
That includes a range of things such
as physical activity including aerobic
exercise and strength training, staying
cognitively engaged, avoiding social
isolation, and getting enough sleep.
For athletes, Zafonte says addressing
any chronic pain is also important,
since living with chronic pain can
affect mood. “All of these things
interact with [brain] pathology, we
believe, to form a nasty Gordian
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knot,” he says. “But how much reserve
people have at the onset of symptoms
is important.”

Boldrini says that there is
some evidence that medications
like anti-epilepsy treatments and
antidepressants may help address
symptoms linked to CTE. In some
people, levels of serotonin may be out
of balance, and certain antidepressants
can help to bring levels closer to
normal. Anti-epilepsy drugs can help
to calm electrical activity that goes
awry. These drugs can also “protect
[neurons] from dying as well,” she says.

What research is being

conducted on CTE?

The biggest priority is finding markers
in the blood or in brain scans that can
help to identify people with CTE while
they are living, say experts. Scientists
are sequencing the genomes in brain
regions that postmortem studies show
are affected by CTE to understand
which cells and genes are aberrant.

So far, says Boldrini, that research

is showing that genes controlling
processes like inflammation and

the metabolic function of cells are
likely driving some of the changes.
Future treatments might target some
of these changes to counteract them
so cells remain functional and aren’t
susceptible to damage, especially in
people who might be at higher risk

of repetitive brain trauma. “If we
eventually had something we could
use for athletes to help them sustain
their brain health while engaging in
these [high risk] sports, that would be
great,” says Boldrini.

Scientists are also studying ways
to potentially reverse that damage,
including how to help neurons regrow
or recover from trauma. “Right
now, we can’t say that we have things
that can reverse brain damage,”
says Boldrini.

One of the fastest ways to deepen
understanding of CTE is to begin
collecting data on suspected patients’
blood and other factors while they
are alive, so that if they are diagnosed
with CTE postmortem, researchers
can compare what measurable factors
made them different from people
without the condition.

‘'m excited
for the future
of biomarkers
and biomedical
targets that can
mitigate some of
the consequences
of traumatic
brain injury.
— DR. ROSS ZAFONTE, PRINCIPAL

INVESTIGATOR OF THE FOOTBALL
PLAYERS HEALTH STUDY

The UNITE Brain Bank now
has the world’s largest collection of
such brains—1,600—and Boston
University’s CTE Center is leading
two studies that could yield important
advances in CTE diagnosis in
coming years, says Nowsinski. One
involves former NFL and college
players who agree to provide blood
and other samples and then donate
their brains upon their death. They
will be compared with people
without head trauma and those with
Alzheimer’s disease to determine what
distinguishes them.

Another study is following more
than goo former athletes who are
providing blood samples and taking
cognitive tests; they have also agreed
to donate their brains upon their death.
Over time, with enough people who
end up being diagnosed with CTE
postmortem, researchers should have a
good sense of which factors in blood are
good indicators of who might have CTE
and who likely does not, says Nowinski.

“I'm excited for the future of
biomarkers and biomedical targets
that can mitigate some of the
consequences of traumatic brain
injury,” Zafonte says. “But we can also
tell folks [at risk of ] repetitive head
trauma that there are many things they
can do to potentially make themselves
a little bit more resilient. We do what
we can now, and when we know better,
we will do better.”
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How Many Steps
Do You Needina
Day? A New Stud
Has a Surprisingly
Low Answer

BY VERONIQUE GREENWOOD
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The new study
suggests ‘it’s not
all or nothing...
even just
starting with
one day can
be incredibly
meaningful for
your health.

—AMANDA PALUCH,
KINESIOLOGY PROFESSOR
AT THE UNIVERSITY OF
MASSACHUSETTS IN AMHERST
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YOU’VE PROBABLY HEARD THIS ONE
a few times before: Research suggests
that exercise is linked to a longer life.
What’s more surprising is that a
tiny amount of activity could have
a noticeable effect, according to a
study published in October in the
British Journal of Sports Medicine that
included more than 13,000 women
with an average age of 72. For these
women, walking just 4,000 steps
one day a week was enough to start
seeing a decline in likelihood of dying
or developing heart disease over the
course of the study. The findings
suggest that walking a mile or two
once a week is still beneficial, even if
your other days are less active.

Small steps, big change

Fitness apps and wearable trackers
often set a goal for users to reach
10,000 steps per day. Yet many
experts agree that number is arbitrary.
Amanda Paluch, a professor of
kinesiology at the University of
Massachusetts in Amherst who
studies step counts as a measure of
physical exercise, says the popular
benchmark seems to have been
inspired by a Japanese pedometer
device made decades ago. “It has
not been backed up by scientific
evidence,” she says.

Still, steps are a handy way to think
about physical activity, so researchers
have been working to understand
exactly how many per day are linked
to improved health.

In the study released in October
2025, participants wore step counters
for a week, and the researchers
recorded the number of days each
woman achieved step counts greater
than 4,000, 5,000, 6,000, and
7,000. Then, for more than a decade,
they tracked whether the women
developed cardiovascular disease
or died.

The goal was to determine whether
even relatively small numbers of
steps, logged on just a handful of days,
would affect the women’s health, says
study author Dr. Rikuta Hamaya, an
instructor in medicine at Brigham and
Women’s Hospital.

Women who walked 4,000 steps
once or twice a week experienced

a 27% lower risk of developing
cardiovascular disease and a 26%
lower risk of dying during the study
period, compared to those who
didn’t—a substantial difference.

Shifting from an all-or-nothing mindset
The new study suggests “it’s not all or
nothing...even just starting with one
day can be incredibly meaningful for
your health,” said Paluch, who was not
involved in the work. The findings are
similar to her own previous research
suggesting that even 6,000 steps a
day are linked to lower risk of heart
disease in adults aged about 60. The
new research is also reminiscent

of other teams’ work on “Weekend
Warriors,” or people who pack their
exercise into just a day or two a week
but see better health outcomes than
those who don’t exercise.

Dr. Shaan Khurshid, a cardiac
electrophysiologist at Massachusetts
General Hospital, agrees that even a
modest amount of exercise can have
meaningful health benefits. “[That
finding] enables us to empower
patients by saying...even if you’re not
exercising every day or walking every
day, you're still getting a benefit from
that,” he says.

Other factors might influence the
link between movement and health.
The researchers can’t conclude, based
on observing study participants, that
movement definitively caused their
better health outcomes. Preexisting
frailty could have been at play, as
well—although the researchers did
their best to control for this, there’s
always the chance that some of the
people who walked very little did so
because they were already not in the
best of health.

Plus, Hamaya points out, this
study followed only older, mostly
white women. More diverse studies
with younger people are needed to
determine the effects of step counts
for other groups.

Still, as studies suggesting even
small amounts of exercise are
beneficial continue to pile up, the
latest findings are an encouraging sign
that, if you're considering upping your
activity level, even a little bit can make
a difference.



The American Cancer Society Is partnering
with Black women to better understand why
and how cancer and other health conditions
disproportionately impact Black women in

the US. Qur groundbreaking VOICES of Black
Women initiative is more than just a study;

it's a collective commitment to understanding
and improving the health of Black women
across the nation - for generatlons to come.

With more than 70 years of trusted cancer
research studies and breakthroughs under
our belt, the American Cancer Society s
uniquely positioned to make monumental
change by identifying the root causes of
health disparities among Black women
and addressing those issues.
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WE NEED YOUR VOICE.
We are calling on
Black women from all
walks of life to join this
movement. The timeis
now to help us change
the future of cancer as
we know it.

Visit voices.cancer.org
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