
By Stacia Nordin, RD

Background on Malawi

The Republic of Malawi is consid-
ered one of the world’s least
developed countries with a prima-

rily agricultural economy. Malawi is a
land-locked country situated in the south-
eastern region of the African continent
and is bordered by Tanzania, Zambia and
Mozambique. About the size of
Pennsylvania, its 118,480 square km.
contain 24,400 square km. of water, with
Lake Nyasa as the most prominent (580
km. long). The terrain is typically plateau
with rolling plains, hills, and some moun-
tains with the highest point at 3,000 m. 

Land use includes 20% arable land
and less than 1.5% planted with perma-
nent crops. Tobacco accounts for 60% of
Malawi’s exports and is a key factor in
shorter-term economic growth. Other
industries include tea, sugar, sawmill
products, cement. Consumer goods and
agricultural products also include cotton,
corn, potatoes, cassava, sorghum, pulses,
groundnuts, Macadamia nuts, cattle and
goats.  

The 2002 estimate for economic
growth was a decrease of 1%. Malawi is
heavily dependent on economic assis-
tance programs and faces significant
challenges for economic development. 

The population estimate for Malawi is
approximately 11.5 million people, with
nearly half of the population the age of
14 years old and about another half
between 15 and 64 years old. About 90%
of the population lives in rural areas. 

Approximately 90% of the population

of Malawi lives below the poverty line,
and more than 85% of the 4.5 million-
person labor force is involved with agri-
culture. The gross national income per
capita is less than $200 U.S. per year.
The adult literacy level is 63% with high-
er literacy rates among men (76%) com-
pared to women (50%). The median age
is 16.4 years of age with a population
growth rate of over 2%. 

Infant mortality rates are at more than
100 per 1,000 live births. There are, on
average, six children born per woman,
and life expectancy is 38 years.
Approximately 25% of children born in
Malawi are moderately to severely under-
weight. The estimated prevalence of HIV
infection is about 15% of the adult popu-
lation with approximately 850,000 people
living with HIV/AIDS and about 80,000
deaths attributed to HIV infection as of
2001. Nearly 400,000 children have been
orphaned by HIV/AIDS-related deaths.
Additionally, access to safe water is esti-
mated at only 57% of the population. 

More background on Malawi can be
found at the USAID FEWS net site at
www.fews.net/Special/index.aspx?f=al
&pageID=specialDoc&g=1000074; and
the 2003 World Factbook at
www.bartleby.com/151/mi.html. 

Nutrition Society of Malawi
Formalizing a forum for nutritionists to
network and establish guidelines and
nutrition-related messages is a challenge
that was taken on by 11 people in Malawi
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in December 2000. The Nutrition Society
of Malawi (NSM) has adopted a constitu-
tion, achieved approval for the name by
the Office of the President, and is cur-
rently pursuing registration to formalize
its status as an organization. 

NSM’s mission is “to promote the
understanding, integration and sharing
of accurate nutrition information in all
aspects of life.” Two primary goals sup-
port this mission and include:

1. Encourage professional growth of
members and share nutrition 
information.

2. Advocate for nutrition issues in
Malawi among donors, policy makers
and the public. The overriding NSM
motto is “Good nutrition—better life.”

MSM’s work has included efforts to
standardize nutrition messages and nutri-
tion activities. In addition, activities have
been targeted to the cost effective and
appropriate use of Malawi’s abundant
natural resources to improve the quality
of life for all Malawians in a self-respect-
ing, environmentally friendly, and attain-
able manner. Sustainability is also an
important theme as the NSM advocates
for transition from typically expensive
projects to nutrition programs that maxi-
mize available resources for long-term
use.

NSM members include Malawian
nutritionists, interested nutritionists out-
side of Malawi, and non-nutritionists
with an interest in food-related issues.
The 116 members represent a wide vari-
ety of employment, including govern-
ment, non-governmental organizations
(NGOs), other donor organizations, other
policy makers, and individuals. Malawi
members represent a variety of geograph-
ical locations across the country. With
transportation and communication chal-
lenges, it can be difficult for the member-

ship to attend meetings (quarterly meet-
ings are held in the capital city of
Lilongwe) and in some cases it is diffi-
cult to even access e-mail on a regular
basis. In addition, the people involved are
generally quite busy with their other
work; therefore, NSM project timlines
are often lengthy.

Despite these challenges, there are
approximately 25 members who live
close enough in proximity to communi-
cate regularly and collaborate on influ-
encing policy decisions. Work examples
include:

1. The group initiated Nutrition and HIV
Guidelines in 2001 and expanded to
become National Nutrition Guidelines
for Malawi with general nutrition
guidelines based on the Malawi six
food groups and addressing lifecycle
and disease-specific recommendations.
These guidelines, now in final draft
form, address general nutrition
throughout the lifecycle, illness,
micronutrient deficiencies, dehydration,
overnutrition, cardiovascular disease,
gout, tuberculosis and HIV/AIDS. 

2. The Malawi government called a spe-
cial meeting of NSM to review and
provide feedback on the Food Security
and Nutrition Policy draft document.
The government adopted NSM-provid-
ed recommendations to integrate nutri-
tion issues throughout the document
and a name change to the Food and
Nutrition Security Policy.

3. NSM advocated for the development
of a nutrition-coordinating body,
influencing the development of a new
position of minister of nutrition and
HIV within the government structure.

4. NSM has promoted the use of the six
food group schematic in all programs
and has supported efforts toward better
production, storage, consumption and
safety-net programs in Malawi. NSM
has advocated for the expansion of
emphasis in crops from mostly maize
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(corn) to include increasing amounts
of ground nuts, legumes, oilseeds,
fruits, vegetables and animal-source
foods. 

It is NSM’s goal to formalize as a
registered organization in Malawi as a
foundation for professional develop-
ment and advocacy. In addition, the
group hopes to collaborate with other
organizations toward regional and inter-
national efforts. An e-mail list provides
an opportunity to network and share
information both within and outside of
Malawi. Anyone interested in joining
NSM can apply to the group through its
communication site at http://groups.
yahoo.com/group/Malawi-Nutrition/.  

Stacia Nordin, RD, is a nutrition consultant
specialist in food security, sustainable 
agriculture, and HIV/AIDS in Lilongwe,
Malawi, where she lives with her 
husband and daughter. Contact her at
Nordin@eomw.net.
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The focus of this issue of Positive Communication is
AIDS and nutrition care throughout the world. This
issue has been a personal “vision” for me during my

term as senior editor, and I would like to extend a special
thanks to all of the authors, and especially to Cade Fields-
Gardner, MS, RD, LD, who helped compile the articles and
photographs based on her own international work.

We are now experiencing some of the most profound pub-
lic-health challenges of the last 40 years, including the
appearance and proliferation of severe acute respiratory syn-
drome (SARS), ebola, and in particular, AIDS, combined with
the alarming resurgence of infectious diseases previously
thought to be under control, such as malaria and tuberculosis.
The HIV epidemic is continuing to grow each year.
According to the Joint United Nations Programme on
HIV/AIDS (UNAIDS), in 2004 there were more people living
with the virus throughout the world than ever before, and in
the same year more people than ever before died from AIDS. 

One of the real dilemmas of international HIV/AIDS poli-
cy is deciding whether it is better to concentrate resources on
prevention of infections or on treatment of infected individu-
als. Each approach has ramifications for the other, as shown

by the experience in some developed countries where an
increase in the availability of treatment has been accompanied
by an increase in risk behavior. In order to make sense of the
current global public-health crisis, we need to explore 
interconnections among political, economic and social 
development.

Included in this issue are articles about current nutrition
projects for persons living with HIV/AIDS in various areas of
the world, as well as updates about AIDS nutrition policy in
the United States. I feel that it is exciting to consider that at
the same time we provide vital nutrition care to persons living
with HIV in the United States, other professionals are work-
ing to provide the same care across the globe. 

I hope that you feel a wave of enthusiasm as you read about
the Nutrition Society of Malawi, as well as the work of nutri-
tion and agricultural professionals in Kenya and Rwanda. I also
hope that articles about the HIV/AIDS Care Plan and the recent
Public Policy Workshop provide motivation for you to get
involved in shaping public policy for nutrition in the care of
persons living with HIV/AIDS here and across the globe.

I hope you will enjoy this newsletter, and continue to 
collaborate and act to make the world a better place.

Editor's message

Lucia Vining, MS, RD, LD
Positive Communication
senior editor



Commentary on HIV/AIDS guidelines for breastfeeding 
in developing countries: where theory and reality clash
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By Martha Nyagaya, BEd, MSc
Nutrition/HIV specialist

Kisumu Breastfeeding Study
background

Kisumu is a port town located
on Lake Victoria along this
watery border to Uganda. The

Centers for Disease Control (CDC) and
Prevention and the Kenya Medical
Research Institute (KEMRI) are 
collaborating on a breastfeeding study
of 480 mothers and 480 children in the
Kisumu area at Provincial Hospital.
This is where a variety of studies on
malaria, HIV, and tuberculosis have
been conducted. The hospital provides
voluntary counseling and testing
(VCT), medications for opportunistic
infections, antiretroviral therapies
(ART), group education and counseling
on nutrition, drug and food interactions,
among other services. As a part of the
Prevention of Maternal to Child
Transmission (PMTCT) program, this
study provides nevirapine to prevent
MTCT. 

As a nutritionist, I provided group
and individual counseling sessions,
training on maternal nutrition and
infant feeding, monthly feedback and
discussion meetings, coordination of
home visits by the nutrition follow-up
team, and the formation of support
groups and associations for people liv-
ing with HIV/AIDS (PLWHA). Issues
surrounding breastfeeding and weaning
recommendations were followed during
the Phase II open label trial of a triple
combination ART (nevirapine-lamivu-
dine-zidovudine) to maximally sup-
press maternal viral load in the late
antenatal period and during the first six
months of lactation to reduce risk of
HIV transmission. Women were
encouraged to follow World Health
Organization (WHO) guidelines to
exclusively breastfeed and abruptly
wean at six months. 

In this study, most women present-

ed to the antenatal clinic by 32 weeks
of gestation to receive group education
on various medical issues, including
HIV prevention and management.
Women were counseled individually
on maternal nutrition, breastfeeding,
and weaning issues at 34 weeks 
gestation. 

In the group enrolled, almost all
(98%) chose to breastfeed their babies.
Women were prepared for exclusive
breastfeeding during individual and
group counseling sessions that were
conducted weekly before delivery and
monthly after delivery. A home visit
team, including a nurse and nutritionist
or social worker, visited the mother
every two weeks. 

Further education for women who
tested positive through the VCT serv-
ices included unwanted pregnancies,
adherence to medication, partner
involvement, individual counseling on
the risk of HIV transmission to the
infant, and various feeding options. A
modified WHO guideline was used in
group counseling for mothers focusing
on infant nutrition, exclusive breast-
feeding, and a two-week transition to
breastfeeing cessation and fully
weaned status at the six-month mark

(from five and a half to six months
post-delivery). 

For more information on the Kisumu
Breastfeeding Study, visit www.isped.
ubordeaux2.fr/RECHERCHE/GHENT/
WWW_BASE/US-GHENT-Detail-of-
Trial.asp?CLE_TRIAL=27. 

Commentary on practical
issues in breastfeeding 
guidelines
The WHO breastfeeding guideline pro-
vides evidence-based recommenda-
tions for infant feeding in the context
of HIV (see Table 1 for health worker
guidelines on HIV and infant feeding
recommendations). The guidelines,
however, are more theoretical than
practical, as they do not consider
issues facing women in especially dif-
ficult circumstances, and evidence
from field experience has not been
used to modify the guidelines as they
evolve. Some aspects of the guidelines
are difficult to implement in resource-
limited settings and are not acceptable
by various African cultures. Difficult
aspects include abrupt weaning, infant
feeding options such as the heat treat-
ment of breast milk, surrogate breast-
feeding, and expression of breast milk. 

HIV and infant feeding recommendations

Guideline summaryCategory

HIV-infected mothers

Breastfeeding 
HIV-positive mothers

Other breastmilk options

Replacement feeding
options

Should be provided ART and counseled 
on the options for infant feeding; provide 
guidance on best option according to the 
situation and counsel on infant feeding 
after six months

Should be counseled on exclusive breast-
feeding with cessation when replacement
meets AFASS guideline

Should provide support for safe implementation

Should provide training to improve skills and
support on the choice made



Guidelines for replacement feeding
include the “AFASS” or acceptability,
feasibility, affordability, sustainability,
and safety factors to consider in an
informed choice for replacement feed-
ing for HIV-infected women who
choose not to breastfeed. This guide-
line is somewhat generic and difficult
to apply without creating biases by the
health-care provider during counseling. 

In addition, guidelines typically
address women and mothers without
addressing partner involvement, which
is crucial for the effective implementa-
tion and management of any plan for
infant feeding. In clinical trials the
counseling on guidelines may be
biased according to the slant that is
given by health-care providers during
counseling sessions and the availability
of free infant formula. It is also diffi-
cult in most settings to make sure that
adequate counseling occurs. In some

cases counseling may be limited to as
little as five minutes to transmit an
overwhelming volume of information
they need to make a good choice. The
client(s) may also start with precon-
ceived notions and premade decisions
that may not change regardless of
counseling efforts. Infant feeding is a
dynamic process, and several decisions
may be reached along the way for
which counseling and availability of
qualified health-care advice may be
limited. 

This is not to say that the guide-
lines are not useful. They do provide
appropriate generic information on
infant feeding issues. However, real-
life limitations and practical applica-
tion issues should allow for the modi-
fication of guidelines according to cir-
cumstances. Some aspects of the
guidelines are typically not practical,
such as the heat treatment and safe

breast milk expression and could be
removed to reduce the volume of
information that needs to be given to
mothers and their partners in making
appropriate choices. 

Pertinent results from field
experiences
There were several interesting observa-
tions made during our field experiences.
In summary we found the following:

■ Adherence to medication and to
exclusive breastfeeding practice was
affected by the lack of partner
involvement and stigma attached to
the activities.

■ Intensive counseling and enlisting
social support from immediate family
members and relatives improved
ongoing exclusive breastfeeding prac-
tices to over 60% in our group, com-
pared to the expected rate of 17%.
One mother of twins was able to
exclusively breastfeed and stop at
exactly six months.

■ The inability to lactate may require
the recommendation to stop breast-
feeding and institute replacement
feeding. 

■ Infants who were exclusively breast-
fed appeared to weigh more than
those who had mixed feeding. 

■ A downward trend in infant weight
occurred after breastfeeding cessation
at six months, but picked up after the
eighth month and beyond (two
months post breastfeeding cessation
and beyond). We attributed this to a
lack of clear guidelines on the transi-
tion between exclusive breastfeeding
to replacement and complementary
feeding.

■ One baby was successfully weaned at
six months when he tested negative
for HIV infection, but later tested
positive at seven months.

Suggestions for counseling
and monitoring
There are several recommendations to
make based on experience with the
guidelines and realities faced in reduc-
ing MTCT of HIV infection through
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Martha Nyagaya (left), trains a Minisante department head  to use calipers for triceps 
fatfold measurements.



breastfeeding. These include:

■ Spouse/partner involvement should be
encouraged from the beginning dur-
ing VCT to improve adherence to
medications and the acceptability and
adherence to exclusive breastfeeding. 

■ Counseling should support partner
involvement and enlist support from
immediate family and friends. This
depends on counseling on disclosure
to avoid problems with stigma.

■ Counseling should include the main-
tenance of maternal nutritional well-
being to support breastfeeding if that
option is chosen. Mothers who are
sick, and those who can’t afford ade-
quate food should be provided with
guidance and support to resolve those
issues.

■ Breastfeeding cessation can be very
difficult for mothers after six months
when they have committed to exclu-
sive breastfeeding, and counseling
should be sensitive to that issue.

■ Sustainable support for weaning
after six months should include 
providing accurate information, 
psychosocial support, and continuous
counseling to assure optimal feeding
of their children without supplemen-
tary feeding.

■ The AFASS factors should be rele-
vant both in choosing replacement
feeding before and after the six-
month mark and should be consid-
ered in both situations.

Recommendations for 
refining and revising 
guidelines
As recommendations are refined or tai-
lored to specific situations, I would
encourage several activities, including:

■ Feedback from various types of pro-
grams should be solicited to modify
guidelines.

■ More specific recommendations and
details should be provided on transi-
tioning from exclusive breastfeeding
to weaning or replacement feeding.

■ Guidelines or support recommenda-
tions should be made beyond the six-

month mark for weaning and replace-
ment feeding.

■ Clear definition of the AFASS guide-
lines in a non-biased format to evalu-
ate each of the factors will help to
guide clients to make appropriate
choices.

Summary
The current infant feeding in HIV infec-
tion guidelines are evidence-based.
Further refinement of the guideline
requires adequate and unbiased training
of health-care providers, consideration
of each circumstance for each client,
ongoing counseling and support to
improve adherence and appropriate out-

comes, and adequate detail to assist dur-
ing the crucial transition between exclu-
sive breastfeeding and weaning or
replacement feeding. Experience from
the field should be solicited and includ-
ed in the evolution of the guidelines to
become more practical and appropriate
for program implementation.

Martha Nyagaya has managed nutrition
activities in the HIV research section,
including the Prevention of Maternal to
Child Transmission (PMTCT) program
and patient support activities in Kisumu,
Kenya, for the Centers for Disease
Control and Prevention. Contact Martha
at Martha_Nyagaya@yahoo.com. 
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A nurse and health-care worker conduct a physical examination with a mother on her 
newborn. 



By Cade Fields-Gardner, MS, RD, LD,
CD; Brian Njoroge, Mary Schmitz, and
Karen Ivantic-Doucette

Background on Kenya

The Republic of Kenya is about
twice the size of Nevada and
straddles the equator in the eastern

region of the African continent on the
Indian Ocean and between Somalia and
Tanzania, also bordering Ethiopia, Sudan
and Uganda. 

The Kenyan population is nearly 32
million people with a median age of 18
years, and more than 40% of the popula-
tion is 14 years old or younger. The pop-
ulation growth rate is estimated at 1.25%
with a life expectancy of just over 45
years of age. An estimated 3.5 children
are born per woman and the infant mor-
tality rate is over 63 per 100 live births.
The estimated HIV infection prevalence
rate is 15%, with more than 2.5 million
people living with HIV/AIDS and about
200,000 deaths related to HIV infection.
About half of the population lives below
the poverty line, and unemployment rates
are around 40%. The annual purchasing
power per capita is just over US $1,000
per year. 

The tallest point in Kenya is Mount
Kenya at more than 5,000 m. and in the
area of some of the most successful agri-
cultural regions on the African continent.
The climate ranges from tropical, with
fertile plateaus in the west and along the
coastline, to arid, with highlands in the
interior. Alternating dry and rainy seasons
present challenges of recurring drought
and floods. Between 75%–80% of the
labor force of 10 million is employed by
agriculture. Agricultural products include
tea, coffee, maize (corn), wheat, sugar-
cane, fruit, vegetables, dairy products,
beef, pork, poultry and eggs. In addition,
small-scale consumer goods, tourism, oil
refining and cement are notable industries
in Kenya. 

Dietetics and Small Garden
Systems Project
The Dietetics and Small Garden Systems
(DSGS) project was conceived through

the Marquette University College of
Nursing in Milwaukee, Wisc. and is
funded by USAID to support care and
treatment activities for people living with
HIV/AIDS enrolled in the Archdiocese of
Nairobi Eastern Deanery CBHC AIDS
Relief Program, Archdiocese of
Mombassa AIDS Program, and St.
Joseph Shelter of Hope in Voi. The five
domains of this program include nutri-
tion, clinical care, water, gardens and
community involvement. The agricultural
partner on this project is the College of
Natural Resources and Extension at the
University of Wisconsin in Stevens Point.
In addition, water issues involve engi-
neers under the supervision of Marquette
University’s Water Quality Center; com-
munity development is under the supervi-
sion of an independent consultant. 

The nutrition domain, under the super-
vision of an independent nutrition con-
sultant, had four primary activities
planned for completion during the first
year and a half to develop nutritional care
as both a stand-alone and to complement
the other four domains. Included in this
nutrition plan were a full needs assess-
ment and the implementation of a routine
nutrition assessment program, develop-
ment and implementation of food by pre-
scription (FBP) and water by prescription
(WBP) programs, and educational out-
reach and patient/staff education and
training activities. 

The needs assessment was conducted
on 248 patients in the three sites provid-
ing information for each of the five
DSGS domains and an initial clinical
nutrition assessment. From this needs
assessment, each of the five domains will
complete planning activities, and the
nutrition domain has implemented an
ongoing clinical nutrition assessment pro-
gram. A routine quarterly assessment pro-
gram is conducted at clinic settings in
each of the three areas, and results are
evaluated and entered into the clinic
charts as a nutrition chart note that fol-
lows body mass index, mid-upper arm
circumference, triceps fatfold, handgrip
strength and bioelectrical impedance
analysis results. A tailored and scored

mini-assessment survey is also completed
and entered into the charts.

The water component of the nutrition
program is designed to support both pre-
vention and treatment of HIV and oppor-
tunistic infections through the provision
of clean water systems to those who meet
criteria for the WBP program. Focus
groups of patients, staff, and advisory
boards were held to contrast and compare
various available water systems in each
of the three sites to suggest a primary and
alternative water treatment system that
will be utilized in the WBP program. 

The FBP program is designed to sup-
port patients who exhibit malnutrition to
support and prepare them for ARV pro-
grams. The FBP program is based on cri-
teria for malnutrition and provides a sup-
plemental ration for the qualifying person
for a period of three months, after which
patients are re-evaluated for continuation.
If patients discontinue the FBP program,
they are enrolled into a vitamin/mineral
by prescription program (V/MBP) for
three months and re-evaluated at the end
of that time. Monitoring tools were
developed to determine the use, accept-
ability, and program understanding by
patients for all three sites. 

For the future and with the increased
activities in the Gardens Domain, small
garden systems are planned for a variety
of situations, ranging from the close quar-
ters seen in the slums in Nairobi to more
open spaces seen in rural Voi. A Gardens
by Prescription (GBP) program will then
follow the transition from FBP to V/MBP
in the hopes that support for nutritional
well-being can become sustainable with
intermittent use of the FBP and V/MBP
as needed. 

The educational outreach component
began with a satellite to the Kenya
Coalition on Action for Nutrition
(KCAN) congress in Nairobi in February
2005, to provide an opportunity to extend
Marquette’s HIV-targeted nurse training
program through the introduction of its
nutrition training module to nutritionists
and other health-care professionals. 
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Part of the session provided a hands-
on workshop experience to standardize
clinical nutrition measures for implemen-
tation in programs beyond the DSGS.
More education is under development
with the assistance of graduate students
from Egerton University in Kenya and
San Jose State University in California. 

The Egerton students will develop a
simplified “thrifty food plan” for urban,
small city and rural areas to meet the
needs of target populations in Nairobi,
Mombassa and Voi and will form the
basis of further education efforts. 

The San Jose State students will
work on six education pieces that will be
based on results of focus groups with
patients, staff and community advisors in
each of the three sites. The topics will
include basic nutrition, food safety, oral
thrush, diarrhea, anemia and weaning/
child feeding. These drafts will be tested
in-country by the students and the project
coordinators. Final materials will be
introduced in several forms, which will
likely include clinic posters, card hand-
outs and laminated card sets for nurses to
use in providing patient education. 

Summary
The goal of the DSGS nutrition domain
is to establish a sustainable clinical pro-
gram for target sites in Nairobi,
Mombassa and Voi and to complement
efforts by other domains to support the
maintenance and improvement of nutri-
tional status and health as well as efforts
to introduce antiretroviral therapies. The
nutrition domain will go into “mainte-
nance mode” by July 2005, as the other
domains increase activities and support. 

Cade Fields-Gardner is the independent
nutrition consultant on the DSGS Project
from TCE Consulting Group in Illinois.
Brian Njoroge is the in-country
nutritionist/food scientist from Nairobi’s
Eastern Deanery AIDS Relief Program.
Mary Schmitz is the in-country project coor-
dinator on behalf of Marquette University in
Wisconsin. Karen Ivantic-Doucette is the
principle investigator of the project from the
College of Nursing at Marquette University.
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(Kenya, from page 7)

By Martha Nyagaya, BEd, MSc

Background on Rwanda

The Rwandese Republic is a land-
locked country slightly smaller
than Maryland located in Central

Africa and bordering Burundi,
Tanzania, Uganda and the Deocratic
Republic of the Congo. The terrain
includes hills and mountains with gen-
erally mild weather, two rainy seasons,
and occasional frost and snow. The
tallest point is Volcan Karisimbi at more
than 4,500 m. The population is around
8 million people, making Rwanda the
most densely populated country in
Africa. The median age is 18 years and
the life expectancy at birth is less than
40 years of age. The infant mortality
rate is more than 100 per 1,000 births
and there is an average of 5.6 births per
woman. The HIV infection prevalence
rate is estimated at 16% with 500,000
people living with HIV infection and
50,000 deaths attributed to HIV-related
illness. Of the more than 4.6 million in
the labor force, 90% are involved in
agriculture, primarily subsistence farm-
ing. Even with fertile land, the agricul-

tural production cannot keep up with
the population and importing food is
necessary. The typical income is around
US $1,200 per year and approximately
60% of the population lives below the
poverty line. 

Project background
The International Center for Tropical
Agriculture (CIAT at www.ciat.cgiar.
org/) in Rwanda was awarded a grant
by the United States Agency for
International Development (USAID) to
develop a program of technology trans-
fer to address nutrition-related issues in
HIV infection. The work focuses on the
dissemination of nutritionally enhanced
crop varieties by collaborating and
coordinating with the Consultative
Group on International Agricultural
Research’s (CGIAR at www.cgiar.org/)
Harvest Plus Challenge Programme 
(www.harvestplus.org/). Their work
includes gaining experience and making
recommendations on how to best pro-
mote nutrient-enriched crop varieties
through the better integration of health
and agriculture initiatives.

The project strategy is to introduce
biofortified crops to improve nutrient

A group participates in the Mombasa Pilot Composting Project.

Biofortification of crops to address
nutrient density needs
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intake of people impacted by
HIV/AIDS. Biofortified crops include
high-lysine corn, sweet potatoes with
enhanced beta-carotene levels, and oth-
ers. Enhanced quality of protein and
micronutrients in biofortified foods may
improve nutrient intake and health out-
comes in families impacted by
HIV/AIDS.

There are six pilot sites in five
provinces that have planted and harvest-
ed biofortified crops. At each site 50
beneficiary families are enrolled. The
project activities are designed to test the
ability of improved agricultural produc-
tion to achieve and sustain results of
improving nutritional intake and status
of participants requiring care for
HIV/AIDS. In the first phase of the
pilot project, the families receive a food
basket in addition to their original crops
according to the estimated nutrient
enhancement that is expected through
improved crop yield and biofortifica-
tion. 

During the second phase of the proj-
ect, the food basket will be replaced as
the yield and nutritional value of the
harvested crops meets the anticipated
levels. Both baseline and follow-up
measures of nutritional and health status
are used to determine the sustainability
of nutritional status impact when transi-
tioning from a food basket to bioforti-
fied crops. 

As the project nutritionist I provide a
variety of services, including:

1. Identify the nutritional needs of com-
munities at risk and developing diet
information manuals for use by in-
country health center workers.

2. Work in conjunction with team mem-
bers at the Ministry of Health
(Minisante), the Rwanda Agricultural
Research Institute (ISAR), and other
partners to integrate nutrition issues
into their agricultural research in the
following activities:

a. Disseminate information and train
target communities to grow and
utilize available nutrient-dense
foods.

b. Work with Minisante Nutrition
Division to link agriculture with

nutrition using food based support
to reach communities at risk with
micronutrient-rich foods.

c. Work with Minisante to provide
training and education for 
communities through their 
community-based health centers
to improve food consumption and
choices.

d. Work with ISAR’s Post Harvest
Unit to develop value-added prod-
ucts for improvement of nutrition-
al value in foods.

3. Develop and support the production
of fortification formulations based on
needs of target communities

4. Develop nutrition awareness cam-

paigns in conjunction with partner
organizations to alleviate malnutri-
tion-related health problems.

5. Develop protocols for data collection
and long-term indicators to measure
the effects of improved diets on the
health of communities at risk.

The desired outcomes of our pro-
gram include the following:

1. Influence prevalence of nutrition-
related disease and or other compli-
cations of malnutrition in selected
groups of HIV-infected individuals.

2. Improve the health of specific HIV-
infected target populations through

A focus group staff member in Voi tests chlorine water.

See Biofortification, page 10)
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(Biofortification, from page 9)

consumption of nutritionally
enhanced foods.

3. Determine the sustainability of a
nutritional impact through the trans-
fer of agricultural technology and
knowledge.

4. Build capacity of health-care
providers and target communities on
nutrition-based strategies for
HIV/AIDS management.

5. Improve the awareness, supply,
availability and consumption of
nutritionally enhanced products.

Results of the program activities are
reported routinely to partners and
interested parties. We have thus far
surveyed health-center nutritionists to
determine their education and training
needs and surveyed and measured
patients to determine their current
nutritional status and their baseline
needs and assets. Demonstration gar-
dens have been planted and harvested
to support community training to
improve the quality and yield of their
subsistence farms. Partnerships have
been strengthened by discussing and
establishing a clear link between
efforts to improve agriculture and the
impact on health and nutrition for fam-
ilies impacted with HIV/AIDS.

Keep current! 
Log on to 

www.hivaidsdpg.org 
24 hours a day!

The benefits and importance of
nutrition in the HIV/AIDS Care Plan in
Washington, D.C. and the United States
By Barbara Craven, PhD, RD, LD

This document was presented to the
President’s Council on HIV/AIDS on
Nov. 10, 2004.

It has been well established that
nutrient deficiencies and some-
times excesses of nutrients

adversely affect the immune system
and other normal body processes.
Malnutrition contributes to and results
from the progression of HIV disease
(1,17,18,24,26,31). Early intervention
has been shown to result in greater
ability to maintain good nutritional
status and correct nutritional deficien-
cies, and recent research shows it may
even reverse some of the damage from
acute infection as immune strength is
increased (2–3,42). Nutritional status,
in terms of the maintenance of body
protein stores (body cell mass), is
imperative to a person’s ability to sur-
vive with HIV disease, and low body-
cell mass has been correlated with ear-
lier mortality and morbidity (4,22).
Evidence is clear that nutrition inter-
ventions remain one of the most pow-
erful means to manage side effects of
opportunistic infections and the pro-
gression of HIV to AIDS, whether or
not highly active antiretroviral therapy
(HAART) and prophylactic medica-
tions are present (5). 

A recent study by Fawzi et al.
reported at the XV International AIDS
Conference in Bangkok, Thailand,
enrolled 1,080 pregnant women that
were HAART naïve over a two-year
period. The researchers then followed
them up to five years from enrollment.
Patients were assigned a multivitamin
or a placebo by random selection.
Those who took a daily dose of vita-
min B complex, C and E were 50%
less likely to progress to AIDS, had
higher CD4 counts, lower viral loads,
and significantly fewer opportunistic

infections than those taking a placebo
(6).

By December of 2002 the Centers
for Disease Control and Prevention
(CDC) determined that about 199,759
people in the United States were living
with HIV/AIDS (7). The CDC also esti-
mates that as many as one third of peo-
ple who are HIV-positive do not know
they are. This may be due to the fact
that it often takes as many as 10 years
after seroconversion for symptoms to
appear.  

The rate of AIDS cases in
Washington D.C. reported December
of 2002 was 162.4 per 100,000 people
verses 14.8 for the nation (8). These
figures are indicative of the dispropor-
tionate impact of the epidemic in the
District of Columbia. The D.C. AIDS
death rate at the end of 2002 was 40.8.
The next highest was recorded for
Maryland at 10.7 per 100,000 popula-
tion, one-fourth the level in D.C. (8).
In April of 2004, the HIV/AIDS
administration reported that from Dec.
31, 2001 to Dec. 31, 2002, the per-
centages of change in reported
HIV/AIDS cases in D.C. was a 2.23%
increase in cumulative AIDS cases,
0.46% increase in the number of
deaths from AIDS causes, and a 3.94%
increase in persons living with AIDS
(7). The number of AIDS cases is
increasing, especially in minority
women (7). This data documents that
in D.C., there is an increasing number
of people living with AIDS and a
decrease in the time that people
progress from HIV to full-blown
AIDS.  

Highlights from the 14th
International AIDS Conference in July,
2002, as reported by Reuters, indicat-
ed that the United States spends
$34,000 a year “caring for each patient
in the advanced stages of AIDS” ver-
sus $14,000 a year for “treating a gen-
erally well patient infected with HIV
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(36).” Good nutritional status remains
crucial to support the immune system
and access to early and continual
nutrition intervention can help delay
progression of HIV to advanced stages
of AIDS and reduce the frequency of
opportunistic infections (40–41). 

Research and clinical experience
reveals that HAART is allowing many
people living with AIDS (PLWAs) to
live longer and manage HIV as a
chronic disease (11,22). However, with
increased life span, the incidence of
conditions of the aging common to the
greater aging population are appearing
at the same or greater incidence rate in
people with HIV disease, diabetes,
heart disease, cancer and metabolic
syndrome. Since medications for HIV
disease became more available in
1996, long-term medications use and
increased years living with HIV pro-
duced a complex set of metabolic
complications that include lipodystro-
phy (altered fat redistribution syn-
drome), lipoatrophy (the disappear-
ance of subcutaneous fat), high blood
pressure, increased blood lipids, dia-
betes and insulin resistance,
Alzheimer’s disease, kidney disease
and osteoporosis (12,14–16,39). 

As in the general population, these
conditions are treatable with nutritional
interventions that reduce the need for
medications and costly medical treat-
ments. For some, nutritional interven-
tion is the only available means of
intervention as more HAART combina-
tion therapies fail in a significant num-
ber of PLWAs (37). These individuals
become what is termed “resistant” or
“non-responsive to medications”. Still
other individuals do not have access to
or choose not to utilize combination
therapy. 

With the introduction of HAART
and its metabolic effects, nutrition
intervention has a critical role in the
treatment of medication-related meta-
bolic complications (11). Altered pat-
terns of body composition, such as
peripheral loss of fat (lipoatrophy) and
visceral fat deposition (lipodystrophy),
metabolic abnormalities of blood
lipids, and altered insulin sensitivity or

glucose dysregulation (which causes
the inability to detect hunger or full-
ness) increases the risk of further com-
plications and higher medical costs
(15–17). 

Metabolic abnormalities may occur
as a result of immune dysfunction,
medication side effects, infection,
alterations in hormones, or through the
effects of HIV itself in adults and chil-
dren (26). Metabolic changes or star-
vation can lead to detrimental nutri-
tional alterations. Starvation refers to
lower levels of nutrient intake, which
is more likely to occur in advanced
HIV disease or in populations already
at risk for deficient intake, such as the
elderly, injection drug users, children,
and people with poor mental health.
Malabsorption occurs throughout the
disease process and begins in the early
stages, from villous atrophy (decrease
in the intestinal surface area), intestin-
al cell maturation defects, and
increased gut permeability (31).

Energy deficits and weight loss con-
tinue to be issues for HIV-infected peo-
ple who experience increased resting-
energy expenditure rates despite con-
trol of HIV viral load (24–25,27).

Dehydration can compromise nutrition-
al status and the effectiveness of med-
ication therapies (34). Attempts to
replenish micronutrients depend on the
cause of diminished blood levels of
these nutrients, such as seen in low-
serum iron levels, which may be relat-
ed to acute and chronic disease rather
than dietary intake (17,19–20,28,35).
Thus, the need for appropriate nutri-
tional counseling and intervention is
increased.  

The goals of nutrition therapy in
HIV disease include early assessment
and treatment of nutrient deficiencies,
maintenance and restoration of lean
body mass, and support for activities
of daily living and quality of life. The
maintenance and restoration of nutri-
ent stores are closely interrelated and
interdependent with other medical
therapies. It is vital to PLWAs to have
access to the services of a dietitian or
nutrition professional, who is an
essential member of the health-care
team.   

In a comprehensive treatment plan,
appropriate education and counseling

See Care Plan, page 12)

Benefits of nutrition counseling and interventions

■ Provide an understanding of the nutritional composition of foods and their
digestion and utilization in the body in the presence of HIV/AIDS.

■ Reduce incidences of protein/calorie malnutrition and micronutrient 
deficiencies.

■ Impede or reverse unintentional weight loss and normalize body weight
and body composition.

■ Provide nutritional strategies to combat HIV-related symptoms that may
interfere with intake of nutrients and/or effectiveness of drug therapies. 

■ Address food-medication interactions for optimal medication efficacy.

■ Provide an understanding of food and water safety preparation practices
to reduce the potential for food-borne illness.

■ Improve altered laboratory values.

■ Provide an understanding of the importance of physical activity in 
combination with optimal dietary intake to maintain and/or increase lean
body mass, while minimizing fatigue.

■ Enhance health and well-being by preserving and restoring the body’s
lean and fat tissues, thus improving quality of life.

■ Reduce the incidence of opportunistic infections and the cost of 
medicines and medical treatment necessary during the lifespan of patient
with HIV/AIDS.



is provided in the nutrition-care plan.
Specific counseling guidelines and
recommendations address the follow-
ing areas as appropriate for the indi-
vidual client: healthful eating princi-
ples for adequate nutrient intake, food
and water safety issues, nutrition
strategies for symptom management,
food-medication interactions, psy-
chosocial and economic issues that
prevent appropriate nutrient intake,
alternative feeding methods, additional
therapies such as exercise and physical
activity, guidelines for special diets,
dietary supplementation, and strategies
for the treatment of altered fat metabo-
lism and deposition (11). 

Research has established that PLWAs
are at risk for compromised nutritional
status, the type and severity of malnutri-
tion may vary from macronutrient (car-
bohydrate, protein, or fat), and micronu-
trient (vitamin and mineral) deficiencies
to altered nutrient metabolism.
Although HAART has dramatically
improved the lives of some PLWAs and
the rate of opportunistic infection has
declined in the last few years, the inci-
dence of wasting syndrome has
remained the same. About 80% of
PLWAs will experience weight loss dur-
ing the course of their disease, with
18% manifesting the wasting syndrome
(24–25).  

Tufts University completed a study
in which its researchers were able to
demonstrate that after completing an
eight-week strength-training program
with a personal trainer and supportive
dietary counseling, there were record-
ed increases in lean body mass in HIV-
infected individuals (23). Muscle mass
correlates with increased survival, bet-
ter tolerance of medications, and
improved quality of life. Muscle mass,
not weight, is the most valuable tool to
assess nutritional status. 

In light of all the evidence, the inclu-
sion of nutrition support through coun-
seling and dietary alterations can have a
dramatic effect on the overall cost of
treatment, as well as improved quality
of life.
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(Care Plan, from page 11) Proposed actions

■ Include nutrition intervention as a part of the primary-care plan of all
PLWAs under the Ryan White Care Act or any other government-funded
program that supports care for the uninsured or underinsured HIV-
positive individual.

■ Specify that nutrition interventions be administered at the onset of 
diagnosis to help decrease the overall costs of other medical care.

■ Specify nutrition interventions be administered by a qualified registered
dietitian or other licensed nutrition professional.

■ Assure that a qualified registered dietician or licensed nutrition profes-
sional is available to service all primary-care settings for people with
HIV/AIDS.

■ Specify that nutrition intervention be administered as often as necessary
during a grant year to support an individual’s overall health and quality of
life.

■ Assure the ongoing provision of basic good-quality food, including fresh
produce, to all Ryan White-qualified or individuals who are HIV-positive.

■ Assure the provision of vitamins and supplements that support increased
immune function and prevent or reverse metabolic changes and 
complications, wasting and weight loss associated with HIV disease.
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Public policy 
              report

By Katherine Dennison, RD, LD
and Deane Edelman, MBA, DTR

Public Policy Committee co-chairs

Public Policy Workshop 2005

Members of the American
Dietetic Association (ADA)
met March 1–3 in

Washington, D.C. for the annual Public
Policy Workshop (PPW). The theme
this year was “Nutrition Matters!” The
workshop enabled members to become
familiar with food, nutrition and health
issues in the legislative process, ADA’s
current agenda, lobbying techniques,
and to meet with U.S. Congressmen/
women.

The 2005 priority issues for ADA’s
Legislative and Public Policy
Committee work include the following:

■ Aging
■ Child nutrition 
■ Food and food safety
■ Health literacy and nutrition 

advancement
■ Medical nutrition therapy and

Medicare/Medicaid
■ Nutrition monitoring and research
■ Obesity/overweight/healthy weight

management

ADA relayed three priority messages
to Congress this year:  

The Medical Nutrition Therapy
(MNT) Act of 2005
The Medical Nutrition Therapy Act of
2005 was introduced this year and
focuses on improving the health of
Medicare patients. This bill gives the
Center for Medicare & Medicaid
Services (CMS) the authority to expand
MNT to any disease, disorder or condi-
tion deemed medically reasonable and
necessary. 

By current law, a registered dieti-
tian (RD) can provide MNT to
Medicare patients with diabetes or
renal diseases with a referral by a
physician.  There are other conditions
where MNT is proven medically rea-
sonable, necessary and cost-effective,

such as hyperlipidemia, obesity,
HIV/AIDS, but are not currently cov-
ered. By allowing CMS the authority
to expand coverage where there is sci-
entific evidence that MNT will prevent
the onset and progression of more
serious diseases, conditions or
disorders,Congress will no
longer have to approve each
coverage addition.
Medicare patients will
be given access to
the best nutritional
counseling for
their health. The
Act does not
mandate that
CMS approve
expanding the MNT bene-
fit; it only gives Medicare the authori-
ty to apply the benefit where there is
scientific evidence that MNT will pre-
vent the onset and progression of more
serious diseases, conditions or disor-
ders. 

Reauthorization of Ryan White
CARE Act 
Your public policy co-chairs were
excited to see that reauthorization of
the Ryan White CARE Act (RWCA)
was among ADA’s top three priority
issues taking place this year. ADA’s
Government Relations Team has taken
the lead in the HIV/AIDS Dietetic
Practice Group (DPG) position, which
is to strengthen the role of nutrition in
Ryan White-funded programs. 

Our position includes clarification
“in the legislation that nutrition is a
aprimary medical service,” and that
the “report language should include
RDs, MNT and nutrition support serv-
ices as appropriate providers and serv-
ices for referral in the early interven-
tion services.” proposes that “medical
nutrition therapy” be mentioned in
each Title. In 2004, “nutritional coun-
seling” was redefined as “medical

nutrition therapy,” consistent with ter-
minology used in the Medicare pro-
gram. ADA stressesed that all patients
served by RWCA-funded programs
should have access to MNT to miti-
gate disease symptoms, and to also

improve the effectiveness of, and
adherence to, drug therapies. The

report to Congress asked to sup-
port the amendments to the

current RWCA and to
strengthen the role of

MNT and the RD in
programs funded by the
Act. 

The Older
Americans Act

The Older Americans Act of
1965 is due to be reauthorized in 2005.
The Act would benefit many more older
Americans with nutrition services if the
services were more broadly available.
The participants and caretakers of older
adults served by the Older Americans
Act programs, if necessary, should have
access to meals, nutrition screening,
nutrition education and counseling by
an RD. ADA requested that Congress
support and fund amendments to the
current Older Americans Act. The
amendments ask to increase participant
access to nutrition services screening,
education and counseling, and ensure
qualified nutrition expertise in meal
planning and coordination. 

Three ADA members—
DeaneEdelman, Katherine Dennison,
and Prema Ganganna, PhD, RD, LD;
attended PPW and met with the health
aide of D.C. Rep. Eleanor Holmes
Norton, D–D.C. to discuss these issues. 

For more information about PPW 2005,
please feel free to contact public policy
co-chairs Deane Edelman at 
dfedelman@att.net and Katherine
Dennison at k_dennison@hotmail.com
or kdenniso@jhsph.edu.
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New ADA member 
benefit! ADA has your

CPE costs covered!
ADA’s newest member benefit saves
you time and money as you complete
your continuing professional education
(CPE) requirements. Members may
receive up to four CPE units at no
additional charge each month by
reading specified Journal of the
American Dietetic Association articles
and taking the accompanying test.

Journal articles that meet your learn-
ing needs and are identified as
approved for CPE credit are worth two
CPEUs (continuing professional educa-
tion units) each, and are classified by
the Professional Development Portfolio
(PDP) as “Pre-Approved, Self-Study.”
This means that, unlike “professional
reading” articles, you’re not limited to
15 CPEUs in a five-year cycle (10 for
DTRs). 

There is no limit to the number of
self-study Journal articles you can read
for CPE in a five-year cycle—at no
cost, and in the convenience of your
home or office. 

Of course, if you’re using the
Portfolio recertification process, the
articles need to match the learning
needs identified in your Learning Plan.
With 24 Journal articles to choose
from annually and 120 articles in five
years, you’re bound to find many that
meet your particular needs. 

Perhaps one
of the most
tangible daily
benefits of
DPG member-
ship is the
electronic
mailing list
(EML), where members
can post questions, get
answers/ideas/ sugges-
tions, share links to cur-
rent research and news
reports, and discuss any
topic related to HIV and
nutrition.

Joining the HIV/AIDS DPG
EML is easy! Go to
www.hivaidsdpg.org and

log into the
"Members
Only" area
(using your
ADA registra-
tion number).
The second
option in the

Members area is the
HIV/AIDS DPG EML,
which will walk you
through the signup
process. (You can also
modify your e-mail address
from this screen.) 

Be sure to reply to the e-
mail message you get from
Topica and you’ll be added
to the list.

Have you visited the Center 
for Professional Development lately? 

www.eatright.org/cpd.html
Your “one-stop shop for life-long learning”

Join fellow HIV/AIDS DPG 
members online!
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Are you interested in writing articles
for Positive Communication? 

HIV/AIDS DPG needs authors 
to provide Pos Com articles for the 

upcoming year. If you are interested 
in writing an article, contact 

Senior Editor Lucia Vining, MS, RD, 
at editor@hivaidsdpg.org.

Publish your work 
in Pos Com! 


