
By Brian Risley, MFA

HIV-related lipoatrophy, char-
acterized by fat loss under the
skin in the face, arms, legs

and buttocks, has left its indelible
mark on many people living with HIV
disease. Fat atrophy and fat deposition
are widespread in people with HIV
infection, but the conditions seem to
be distinct syndromes, with no com-
mon factor underlying their preva-
lence. To date, reversal of subcuta-
neous fat loss has proven difficult.
Several therapeutic strategies have
been investigated, though it is unclear
whether there is an irreversible com-
ponent to lipodystrophy or lipoatrophy
syndromes. 

In August 2004, HIV consumers 
got the welcome news that the Food
and Drug Administration (FDA)
approved the product “Sculptra,” a
synthetic form of polylactic acid for
the “restorative management” of 
facial lipoatrophy, a clinical condition
that typically manifests itself as
sunken cheeks, indentations and 
hollow eyes. In more severe cases, 
the face has lost so much fat that the
skin lies directly on the muscle.
Subcutaneous adipose tissue loss,
especially around the face, can be 
stigmatizing and can also lead to
depression, reduced adherence to 
treatment, or termination of antiretro-
viral therapy (ART) altogether (1).

Current injectable “filler” treat-
ments do not treat the complex root

cause of lipoatrophy syndrome, but
they do provide HIV consumers a
means to restore their healthier
appearance and self-confidence. Fully
understanding lipoatrophy is challeng-
ing when, for example, the body
changes associated with lipoatrophy
can occur with or without blood level
changes of lipids, (cholesterol and
triglycerides), lactic acid, glucose or
insulin. While many of these body
changes occur naturally with aging,
being HIV-positive seems to accelerate
their onset. Also, there is no evidence
that HIV disease itself causes lipoatro-
phy, pointing to individual (host) and
HIV treatment factors that seem to
facilitate its occurrence.  

This set of contributing factors
includes the degree of HIV disease
progression, especially if there is a
CD4+ cell count of less than 200
copies, as low CD4+s increases the
risk of drug toxicity. Nucleoside
reverse transcriptase inhibitor 
thymidine analogs, (tNRTIs), more
specifically stavudine (Zerit; d4T) and
zidovudine (Retrovir; AZT), have been
consistently associated with significant
mitochondrial depletion in adipocytes
(fat-storing cells). Low HDL choles-
terol levels associated with more
advanced HIV disease may predispose
positive people to metabolic complica-
tions. Because lipoatrophy syndrome
is associated with certain host factors
such as age, (over 35 years old), 
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ethnicity (more prevalence in white
individuals), and gender (more 
common in men), researchers have
tried to find scientifically reliable 
predictors of this syndrome. In one
study, development of fat atrophy was
more likely to occur in participants
with less fat at baseline (i.e., those
with low triceps skin-fold measure-
ments and smaller hips), increased 
disease severity (those with a higher
nadir viral load), and stavudine use.
The need for long-term continuous
highly active antiretroviral therapy
(HAART) use may indicate a longer
duration of HIV disease or greater
severity of symptomatic HIV (2).   

Since lipodystrophy and lipoatro-
phy syndrome in HIV-positive people
are now considered to be adverse
effects of ART, among other factors,
what remedy does one have since
one’s drug treatment is essential to
immune health? Recent studies have
demonstrated that switching patients
from the tNRTIs, Zerit and AZT to
abacavir (Ziagen) or tenofovir
(Viread) have produced good results in
reversing lipoatrophy (3). The gaunt
appearance from facial atrophy has
improved with tNRTI switching,
although the more severe the initial
lipoatrophy, the more limited the
improvement. 

For the treatment-naïve individual,
one would be wise to follow the
Department of Health and Human
Services’ Guidelines for the Use of
Antiretroviral Agents in HIV-1 Infected
Adults and Adolescents, which pro-
vides informed guidance of when to
start ART and which medications com-
binations to use. The current guide-
lines recommend against using Zerit
as part of an initial triple combination
therapy, which is today’s standard of

care. The TARHEEL study showed
that one can “turn off” the process of
cell death that causes a profound loss
of adipocytes by switching from Zerit
to a non-thymidine NRTI, but one is
left with having to replace the cells
that have been lost (4). 

One may also consider avoiding
certain protease inhibitors because,
while they do not interfere with cellu-
lar mitochondria, they can affect other
components of fat cells that impact
how adipocytes work. Choosing a
non-nucleoside reverse transcriptase
inhibitor, like efavirenz (Sustiva) or
nevirapine (Viramune), or the novel
protease inhibitor, atazanavir
(Reyataz), may be a good drug treat-
ment strategy for initial drug therapy. 

Ironically, some HIV-positive peo-
ple have the perception that antiretro-
viral therapy will always result in
lipoatrophy, so fearing changes in
appearance and social stigma, they
delay HIV drug treatment or refuse it
altogether, until their CD4+ count
and/or HDLs fall to a nadir that makes
one far more susceptible to the very
look and clinical condition they are
trying to avoid.

While researchers work to discover
if lipoatrophy syndrome can be
reversed, more people are seeking out
lipo treatment and are aware that there
are options (5). Facial fillers, mostly
injectible, and a few surgically
implanted, are the current restorative
therapy. The fillers, classified as tem-
porary, semi-permanent or permanent,
are comprised of synthetic chemicals,
fibers or materials that are biodegrad-
able and that stimulate human colla-
gen growth. Most experts agree that
temporary or semi-permanent fillers
are best because permanent fillers can-
not be removed.   Permanent fillers
could be an issue if researchers find
ways to safely and viably reverse
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lipoatrophy’s effects, or if the need to
reverse the procedure was present. 

Once a person selects either the
temporary, semi-permanent or perma-
nent filler, it is important that he or
she have the reconstructive surgery
done by a board-certified plastic sur-
geon or experienced dermatologist.
Many available quick fixes promise
“wondrous” results, so it is equally
important that the product used is doc-
umented as safe, effective and longer-
lasting. Another consideration is cost,
and injectable or surgical solid implant
treatments can be expensive. Plus keep
in mind that most insurers are inclined
to refuse to reimburse for the product
and procedure since they consider the
treatments cosmetic. 

The facial fillers that are discussed
herein are deemed safe and effective,
and include only the temporary or
semi-permanent products that experts
advocate. At present, Sculptra is still
the only FDA-approved treatment for
lipoatrophy. It is a temporary filler
made from the synthetic poly-L-lactic
acid, and injected over four to six ses-
sions. It stimulates human collagen
production to fill in the fat loss. Each
session costs about $800 and usually
requires a follow-up within 18 months.
Intradermal injections of polylactic
acid have been shown to result in a
durable increase in total cutaneous
thickness persisting for at least 48
weeks, with associated improvements
in quality of life. 

Several other promising treatments,
not yet FDA-approved for facial lipoa-
trophy, offer hope to many since the
prevalence of HIV-associated lipoatro-
phy is as high as 50% in cross-section-
al cohorts of HIV-infected adults treat-
ed with HAART. 

■ Artefill (polymethylmethacrylate or
PMMA), is a semi-permanent filler
that consists of small particles sur-
rounded by bovine collagen.
Roughly three months after it is
injected, the bovine collagen is bro-
ken down and removed from the
body, but is replaced by natural col-
lagen. The PMMA molecules and

the surrounding collagen last indefi-
nitely. The cost ranges from $800 to
$2,500 for product and insertion.
Artefill is pending FDA approval for
the reconstructive management of
HIV-associated facial lipoatrophy.  

■ Silskin or Silikon (liquid silicone)
seems quite effective if injected in
microdroplets. These silicone mole-
cules are lightweight and in a much
purer form than the silicone treat-
ments of the past. The results are
very long lasting, cutting the cost of
repeated treatments and follow-ups.
At present, liquid silicone is
approved for eye repair only.
However, if too much is injected, it
could migrate down toward the jaw
line causing sagging jowels, an
example of how important it is to
use an experienced, reputable
health-care provider. The price is
variable depending on the amount of
liquid silicone used, but for moder-
ate facial atrophy, it would likely be
three sessions at approximately $700
per session. 

■ Restylane is a synthetic version of
hyaluronic acid that is naturally
found in human connective tissue.
This product is designed to prevent
rapid breakdown by the body and is
cheaper than other products because
fewer touch-ups are needed. This
temporary filler is easily removed if
there are side effects or dissatisfac-
tion with the look. The cost is about
$1,500 per visit depending on the
volume of hyaluronic acid.  

■ Radiance is a product that contains
synthetic calcium hydroxyl apatite,
a natural substance found in bones
and teeth. When injected into the
dermis layer of skin, natural colla-
gen forms around the synthetic, pro-
viding longer-lasting, natural-look-
ing fullness. Calcium hydroxyl
apatite is FDA approved for ortho-
pedic and reconstructive surgery,
and has a good safety record. The
cost is as much as $3,000 per visit.   

■ Bio-Alcamid (hydrophilic
polyalkymide gel) is a synthetic
product that can be injected in high-

er volume, making it an option for
HIV-positive people with severe
facial lipoatrophy. This is another
temporary, but longer-lasting filler.
To my knowledge, this product is
not yet available in the United
States, although it has been used
successfully in Europe and in
Mexico. Costs of about $4,500
includes travel, needed amount of
product and injections. 

As stated previously, getting one’s
insurance to pay for these treatments
is a challenge because many insurers
consider the procedure to be cosmetic,
not reconstructive. By law, one has to
prove “functional impairment” verses
“psychological impairment.” It is rec-
ommended by experienced attorneys,
such as Michael O’Connor at
California’s HIV and AIDS Legal
Services Alliance (HALSA), to bolster
the claim with at least two letters, one
from the primary-care physician stat-
ing that the treatment is “medically
necessary,” and one from the cosmetic
surgeon or dermatologist who avers
that this is a “reconstructive” proce-
dure. If the payment for the treatment
is denied, O’Connor suggests filing an
appeal with the insurance company,
contacting the state’s external review
board, or possibly taking the insurance
company to court (6).

While facial lipoatrophy more typi-
cally develops in an HIV-infected per-
son who has been on long-term ART
and/or HIV-positive for years, many
positive people who have never been
on HIV medications may develop this
clinical condition. Huge improvements
in the understanding of lipodystrophy
and lipoatrophy have been achieved.
However, much remains to be learned.
At present, the only available solution
is plastic surgery, which may at least
give satisfactory aesthetic results in
the absence of other definitive options
(7). Until more research is done on
lipoatrophy to determine root causes
and potential reversibility, there are
treatment strategies available to offset

(See Lipoatrophy, page 4)
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(Lipoatrophy, from page 3)
pre-diabetes, rising lipids and
metabolic syndrome: switching off
the thymidine analogue drugs, use
of statin drugs to control hyperlipi-
demia, the use of rosiglitazone or
pioglitazne for diabetes and insulin
resistance and metformin for meta-
bolic syndrome. Plastic surgery’s
filler treatments will yield visible
results that help restore self-
esteem, a healthier appearance and
promote a better quality of life.

Brian Risley is the lead treatment
educator at AIDS Project Los
Angeles and frequently writes on
HIV-related issues. He is the recent
recipient of TheBody.com’s national
Outstanding HIV Prevention
Educator Award.
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Stepping into the
shoes left by
Jennifer Eliasi,

MS, RD, CDN, is
almost overwhelming.
Thank you, Jennifer
and all the Executive
Committee (EC), for
all of your efforts and
accomplishments over
the past year. I will
give you the best I have for the next
year, as we work and hope that the
Ryan White CARE Act is re-author-
ized, and that nutrition counseling serv-
ices become more common in the lan-
guage of all of the titles, rather than
Title III alone. The American Dietetic
Association’s Washington office has
lobbied tirelessly to try to make this
happen.

I want to apologize for the tardiness
of this issue, and the summer issue.
The efforts required to pull all of the
pieces together are difficult under the
best conditions, and our editor, Ginger
Bouvier, MEd, RD, LDN,lives in New
Orleans, La. As you can imagine, she
was not in the best circumstances. The
last draft of the summer issue was in
her computer when Katrina hit, and
she was forced to evacuate (safely, I
might add) with her three dogs and
seven cats to northern Mississippi.
Therefore, she was not able to review
the final copy for the summer issue. At
the same time, Ginger was obtaining
the articles for this issue. Thank you to
all who have pitched in so that these
issues could get out.

By this time, I hope that you have
received and considered running for an
elected post on the dietetic practice
group (DPG) EC. And if the elected
offices are not your cup of tea, please
consider contacting one of the fabulous
committee chairs positions so that you
can get involved within HIV/AIDS

DPG. I realize no one
has as much free time
as we want/need, but a
few hours a month in
many cases is all it
takes to get involved.
Another volunteer
commitment I would
encourage you to con-
sider is participating in
the Ryan White Title I

or Title II community forums that may
be held near year. There are 51 metro-
politan areas around the United States
and its territories that have been hard hit
by this pandemic. You can learn if you
are in one of these areas by checking
the Health Resources and Services
Administration Web site at
www.hrsa.gov. On the left, click onto
HIV/AIDS and then click on Programs.
If you look at the fact sheet for Title I, a
complete list of eligible metropolitan
areas (EMA) is listed. If you want con-
tact information, click the column on
the right across from Title I. You may
also want to learn the contacts for the
Title II program in your region, as all
states and territories receive some Title
II monies. The language is difficult to
comprehend at first, but it does get easi-
er, and you have the DPG electronic
mailing list to ask questions.

Lastly, I look forward to a year in
which this DPG continues to move for-
ward. Again, my predecessors have
done terrific jobs. Please get involved.
I hope I was able to meet some of you
at the Food & Nutrition Conference &
Expo (FNCE) in St. Louis, Mo.
Perhaps next year we can have a blast
in Hawaii at FNCE or in New York in
March for the annual HIV and Nutrition
update, cosponsored by the DPG and
the Greater New York Nutritionists In
AIDS Care. 

Please call or e-mail me with any
issues.

Karen Bellesky, RD, LD
2005-2006 HIV/AIDS
DPG chair
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All foods can fit: culturally appropriate nutrition counseling
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Visit www.hivaidsdpg.org and cast your vote!

Don’t forget to vote!

By Jennifer Eliasi, MS, RD, CDN

One of the things I like most
about my job and working in
Brooklyn, N.Y. is the diversity

of our patients. They come from around
the world: the Caribbean, West Indies,
Africa and the Middle East. Working
with our clients who come from across
the world allows for many interesting
learning opportunities. One day, not so
long ago, I was taught a lesson that I
must have forgotten along the way.  

While counseling local patients
affords us a comfort and familiarity we
may unknowingly take for granted, we
must learn to connect with our interna-
tional patients in a similar manner. The
know-how we have with the “locals” is
possible because we all share the same
language and shop at the same markets.
And so when we make a suggestion for
a healthy food, the clients might not
know the taste or method of prepara-
tion, but they will have a picture in their
minds.  

With a little effort to gain cultural
competencies, we can make our patients
feel more at home and offer better nutri-
tion services. When we counsel clients
who are from other countries, we can-
not take for granted that all fruits and
vegetables that we recommend, or foods
that we provide for that matter, will be
known.  

I have found this to be an obstacle to
providing nutrition care to our patients.

My lesson came from a patient from
West Africa whom I was counseling for
diabetes mellitus. When I mentioned the
cucumber, among some other fruits, my
patient nodded politely, but seemed to
have a question brewing. He pointed
out that while he knew what some of
the “common American” fruit were, he
did not know all of them, as they were
not seen back in his homeland.

Consider this a twist on the
American Dietetic Association’s motto,
“All foods can fit.” Foods can be
included in nutritious meals as long as
patients are familiar with the suggested
foods. The cucumber teaches a lesson.
In the United States we use them as
pickles, and in salads. It never dawned
on me that others would not know or
recognize the cucumber. Describing it
may not be enough; stating it is long,
tubular and green with seeds can result
in the purchase of a zucchini or maybe
a watermelon.  

Here are some ways that we can all
make changes to provide more cultural-
ly sensitive and appropriate counseling:

■ Access the Internet and have it avail-
able where you counsel so that a
browser can be accessed for images
or easy translation.

■ Use an image search like the one on
Google to pull pictures of specific
foods or symptoms.

■ Medscape now offers sketches of
internal organs, body parts and meta-
bolic pathways. This can be printed or

accessed to explain absorption, diges-
tion or to point to an area of com-
plaint.

■ Produce your own language bank at
work using fellow colleagues. Ask
them to translate in sticky situations.
If this is not available, access a lan-
guage service by phone or on the
Internet.

■ If your co-workers are from various
cultures or even different regions in
the United States, ask them to teach
you about it.  

■ Let each of your colleagues identify a
religion, culture or ethnicity to
research. Discuss the beliefs, tradi-
tions and foods of that faith or region.
Try to prepare a dish or two for all to
taste.  

■ If you provide meals or prepared
foods for your clients, consider
including handouts that describe the
food and the main ingredients. Clients
can learn more about the foods they
are eating and become more comfort-
able with meals they are not familiar
with.

■ If you don’t know, ask. One can learn
about the patients beliefs and prac-
tices by asking the patient. This can
open dialogue and make the patients
feel more at ease since you are show-
ing interest and willing to learn from
them. 

Most of all, be willing to say you do
not know. We can all learn from one
another.
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By Deane Edelman, MBA, DTR
and Katherine Dennison, RD, LD

Public Policy Committee co-chairs

Ryan White reauthorization only one of ADA’s public policy issues
This article has been adapted from
American Dietetic Association’s (ADA’s)
written summary of a Public Policy
Update presented by ADA Government
Relations staff in a conference call on
June 15 and 16, 2005. Participants on
the call included state presidents, presi-
dents-elect, and legislative network coor-
dinators (LNCs).

For the past several months our
dietetic practice group (DPG) has
concentrated on reauthorization of

the Ryan White CARE Act, which
expired on Sept. 30, 2005. Introduction
and consideration of that piece of legisla-
tion, along with many others, has been
postponed as Congress deals with hurri-
cane relief and Supreme Court vacancies.
There is conflicting information about the
most likely time for Ryan White consid-
eration. Rumors range from fall 2005 to
spring 2006. After expiration, existing
programs under all titles of the CARE
Act should be funded at 2005 levels until
reauthorization. ADA’s contacts continue
to say that Congressional action will be
bipartisan and bicameral. ADA has
learned that the administration is drawing
up a list of core services to be covered in
the reauthorized Act, and is strategizing
to have medical nutrition therapy (MNT)
included in the list.

Ryan White, however, is only one of
ADA’s public policy issues. At a telecon-
ference last June, ADA’s Government
Relations staff gave an overview of cur-
rent policy initiatives and advocacy
(PIA). The importance of grassroots
activity was stressed, and the support of a
speakers bureau for advocacy training in
the state affiliates was offered.

State-level issues 
School Wellness Program
The School Wellness Program is a com-
ponent of the Child Nutrition Act. The
development of school wellness policies

is a local issue involving schools partici-
pating in school meals programs. Each
local school district is expected to have a
wellness policy in place for the 2006
school year. Required policy elements:

1. goals for nutrition education, physical
activity, and other school-based 
activities

2. nutrition guidelines for all foods sold
on school campus during the school
day

3. a plan to ensure implementation of
the policy

4. involvement of parents, students, rep-
resentatives of the school board,
school administrators and public 

5. guidelines for reimbursable school
meals in line with the school break-
fast and school lunch programs

Medicaid
The budget adopted by Congress earlier
this year calls for a $10.3 billion reduc-
tion in the growth of Medicaid over the
next five years. Part of the budget agree-
ment required the establishment of a new
Medicaid Commission within the
Department of Health and Human
Services (HHS) to submit recommenda-
tions to Congress addressing the cuts
over the next five years, and long-term
reductions in Medicaid expenditures.
ADA nominated two individuals, Jane
White, PhD, RD, LDN, FADA, from
Tennessee and Nancy Wellman, PhD,
RD, FADA, of Florida to serve on the
Medicaid Commission.

Federal level issues
Appropriations
There are 13 normal appropriations bills
that should pass Congress every year. Of
those, ADA monitors two most closely,
agriculture and HHS. The Agriculture
Appropriations Bill has passed both the
House and Senate. It is expected that a
conference committee will be appointed

to work out differences in the two ver-
sions of the bill. The labor, HHS and edu-
cation appropriations bill has passed the
House and has been reported out of the
Senate Appropriations Committee,
amended, but has not yet been voted on
by the Senate.

Medicare MNT
The Medicare Medical Nutrition
Therapy Act of 2005 (HR 1582/S.604)
would give the Centers for Medicare &
Medicaid Services (CMS) the authority
using the national coverage determina-
tion process to expand the MNT benefit
to any disease condition or disorder.
The bill does not require or mandate the
expansion to cover any particular dis-
ease. ADA analysis shows that the bill
should not be very expensive. It is pend-
ing in the House Energy and Commerce
Committee and Ways and Means
Committee and in the Senate Finance
Committee. ADA is working to build
additional co-sponsors for the bill while
working with appropriate staff to deter-
mine if there is an opportunity to attach
it to another bill that is likely to pass. It
is likely that Congress will not address
any Medicare legislation in 2005. 

Older Americans Act Reauthorization
The original OAA passed in 1965 to pro-
vide care for Americans as they age.  It
offers insurances of diet expertise at all
levels, both state and local. With the
OAA reauthorization, the opportunity
exists to enhance nutrition services and
better serve older adults in the future. 

ADA participated in the 2005 White
House Conference on Aging in
Washington, D.C. Dec. 11–14. The con-
ference occurs once a decade to make
aging policy recommendations to the
president and Congress, and to assist the
public and private sectors in promoting
dignity, health, independence and eco-
nomic security of current and future
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generations of older persons. 
The 2005 White House Conference on

Aging occurs as the first wave of the
baby boom generation prepares for retire-
ment, creating an important opportunity
to creatively assess aging in America and
improve the lives of older Americans.

Allied Health Reinvestment Act  
ADA is working with a number of other
allied health associations to support pas-
sage of the Allied Health Reinvestment
Act. The bill currently has eight co-spon-
sors and is pending in the Senate Health,
Education, Labor and Pension Committee
(S. 473). In the House, it currently has 29
cosponsors and is pending before the
Health Subcommittee of the Energy and
Commerce Committee (HR 215). The
bill has several titles designed to promote
allied health professions. The titles
include provisions for student loan for-
giveness, public service announcements,
and incentives to teach allied health in
colleges. The bill is an authorization bill,
meaning that should it pass, Congress
would still have to fund its provisions.

National Health, Nutrition, and
Physical Activity Monitoring Act of
2005
HR 2844 is pending in the House
Agriculture Committee. This bill amends
the National Nutrition Monitoring and
Related Research Act of 1990. Its pur-
pose is to foster greater understanding of
human dietary eating patterns, food
intake, physical activity level, and nutri-
tional status; and to provide timely infor-
mation to public program managers and
private-sector decision-makers on these
matters. The bill has not been introduced
in the Senate to date. Sen. Edward
Kennedy, D–Mass., who does not object
to any of the provisions in the bill, would
like to add a new provision moving all
dietary guideline responsibilities out of
the Department of Agriculture and into
HHS. ADA has been working with a
coalition of other nutrition associations to
gain passage of the bill.

Healthy Lifestyles and Prevention
America Act
Known as the HeLP America Act, S.

1074 is pending in the Senate Finance
Committee. It is comprehensive wellness
anti-obesity legislation. The several titles
include a provision that would allow
Medicare to cover obesity prevention
measures provided by a registered dieti-
tian (RD). Although it is unlikely that the
Senate will consider S. 1074, Sen. Tom
Harkin, D–Iowa, has indicated that he
might take various titles of the bill and
offer them as amendments to other bills
pending before the Senate. ADA has been
working with Sen. Harkin’s staff to
improve the language of the bill and sup-
port its passage.

Improved Nutrition and Physical
Activity Act
The IMPACT Act is pending in the
Senate Committee on Health,
Education, Labor and Pensions, and the
HELP Committee. ADA had expected
the bill to pass the Senate this year.
However, due to the hurricane and
Supreme Court delays previously men-
tioned, its future is uncertain. A similar
piece of legislation was passed in the
Senate in the 107th Congress, the last
session, and referred to the House.
There was no further action. In the
108th Congress, the current session,
there has been no introduction, and
some opposition, in the House.

Regulatory issues
Disease management under Medicare
The Medicare Modernization Act of
2003, also known as “the prescription
drug bill,” refers to MNT as one of the
self-management techniques available
to beneficiaries who volunteer for the
pilot Medical Health Support Program
(formerly known as the Chronic Care
Improvement Program). The program
will evaluate the effectiveness of dis-
ease management for complex diabetes
and congestive heart failure in nine geo-
graphic sites nationwide. ADA has con-
tacted all nine organizations that were
awarded the contracts by CMS, and will
be working with affiliate leaders in
those services areas. More information
about the program is available in the
members’-only section of the ADA Web
site under Policy Initiatives and

Advocacy, and at www.cms.hhs.gov/
medicarereform/ccip/.

Reimbursement
ADA’s new Coding and Coverage
Committee is interested in member feed-
back regarding MNT codes and cover-
age. This data will support the efforts of
ADA’s Nutrition Services Coverage
(NSC) Team in its work with the affili-
ates and DPGs to help members comply
with government regulations and to
expand MNT coverage with RDs as pre-
ferred providers in both the private and
public sectors. Each affiliate and DPG
should appoint reimbursement represen-
tatives to share MNT reimbursement and
Medicare information with local mem-
bers, and to direct members to resources
and tools for tracking the outcomes data
that will impact MNT coverage deci-
sions. The name of the reimbursement
representative should be given to the
ADA reimbursement staff.

Please watch for ADA Action Alerts
on the issues discussed in this article.
For more information on them, or on
the Speakers Bureau, please contact the
ADA Government Relations staff mem-
bers below, or Deane Edelman, HIV/
AIDS DPG  public policy co-chair at
dfedelman@att.net.

■ Congressional and political affairs: 
• Ron Smith; rsmith@eatright.org
• Mary Lee Watts; watts@eatright.org

■ State affairs
Juliana Smith; jsmith@eatright.org

■ Regulatory issues
Mary Hager; mhager@eatright.org

■ Nutrition policy
Jennifer Weber; jweber@eatright.org

■ Reimbursement issues
• Pam Michael;

pmichael@eatright.org

■ Quality management
Maureen Otto; motto@eatright.org

■ ADAPAC operations
Brooke Trainum;
btrainum@eatright.org

■ General issues
Stephanie Patrick;
spatrick@eatright.org
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ANSA 2005 12th annual conference: The Power of Collaboration–
Advancing the Cause of Nutrition
By Alan Lee, RD, CDE, CDN, CFT
Patricia A. Slinger, MPH, RD, CDN
Leah Stern

This year’s Association of
Nutrition Services Agencies
(ANSA) conference was held in

Washington, D.C. Sept. 15–17.
Formally the AIDS Nutrition Services
Alliance, ANSA’s current mission is to
enhance the quality of life of people liv-
ing with HIV and AIDS (PLWHA) and
other life-threatening illnesses by
strengthening the capability of commu-
nity-based nutrition support programs.
This year’s nutrition track reflected
ANSA’s mission and conference theme
with presentations on seniors and suc-
cessful collaborations among agencies.
Below is a brief summary of the work-
shops offered by the track.

Senior-Focused Nutrition Care
Lisa Zullig, MS, RD, CDN, a nutrition-
ist at God’s Love We Deliver and
Theresa Kinsella, MS, RD, CDN, the
director of nutrition at Betances Health
Center, both in New York, N.Y., con-
ducted this workshop. Lisa began her
presentation by citing that the number
of seniors in the United States is
increasing and that by the year 2030,
20% of Americans will be 65 and older.
She concentrated on Alzheimer’s dis-
ease (AD) and reviewed current articles
that looked at specific nutrients such as
homocysteine, folate and B-12. These
nutrients have been associated with
increasing the risk of dementia and AD
if their levels are low. She explored the
barriers to providing adequate nutrition
to this population, including the impor-
tance of educating caregivers and vol-
unteers about the disease, signs to look
for as the disease progresses, adaptive
devices for feeding, and possible nutri-
tional interventions such as the con-
sumption of foods rich in vitamin E and
omega-3 fatty acids. 

Theresa discussed the risk factors
and prevalence of osteoporosis and sar-

copenia in the over-50 population.
Literature on dietary supplementation
was discussed as well as the role exer-
cise can play in delaying the progres-
sion of these diseases. Additional risk
factors for osteoporosis that PLWHA
face were outlined and the relationship
between HIV and antiretroviral therapy
and osteopenia/osteoporosis were dis-
cussed. 

HIV Nutrition: A Global 
Perspective
Alastair Duncan, MS, RD, the dietetics
services manager at St. Thomas’
Hospital in London, United Kingdom,
began his presentation by stating that
there are as many people living with
HIV/AIDS as there are dying from the
disease. The highest number of new
cases is still in Africa, but cases in the
Caribbean are rising rapidly. The fight
continues on how best to feed PLWHA
in areas with civil unrest, famine and
generally poor living standards. Alastair
highlighted countries that were working
within their religious and financial
restrictions to decrease the spread of
HIV infection and include nutrition
strategies in the management of the dis-
ease. He suggested ways to become
involved in the worldwide fight against
HIV/AIDS such as joining organiza-
tions collaborating with a nutrition proj-
ect in a more disadvantaged region, or
taking a sabbatical or vacation to volun-
teer on an oversees nutrition project.
Two of the useful Web sites he referred
to for more information were the
Emergency Nutrition Network at
www.ennonline.net and www.reliefweb.
int for training courses.

Hepatitis C Nutrition Care:
Canadian Guidelines for
Health-Care Providers
Diana Johansen, RD, the clinical dieti-
tian at the Oak Tree Clinic in
Vancouver, British Columbia, presented
this informative workshop. Diana indi-
cated that about 33% of PLWHA are

also co-infected with hepatitis C (HCV)
and it is the leading cause of morbidity
and mortality in this population. Sixty
percent to 90% of PLWHA infected
with HCV have a primary risk behavior
of intravenous drug use. There are many
factors that increase the progression of
HCV, including obesity, co-morbidities
(HIV, hepatitis B, diabetes), and the
consumption of more than 50 g. of alco-
hol per day. General nutrition manage-
ment goals in HCV include providing
adequate energy and protein to facilitate
hepatocyte regeneration; promoting and
maintaining nitrogen balance; avoiding
complications related to the role of the
liver in intermediary metabolism of car-
bohydrate, lipids and protein; providing
adequate vitamins and minerals; avoid-
ing fluid and electrolyte imbalance;
using appropriate supplementation when
needed; and managing treatment side
effects. 

Find more information on the
Canadian Guidelines for Nutrition and
HCV at www.dietitians.ca/resources/
HepatitisC_Guidelines.htm.

Double Jeopardy: 
Co-Managing HIV and Renal
Disease
Mary Griffin, RD, of the HIV Primary
Care Clinic at Arnot Ogden Medical
Center in Elmira, N.Y. began her
dynamic workshop by stating that HIV-
associated nephropathy is the leading
cause of end-stage renal disease. It
accounts for 40% of all cases, and kid-
ney function appears abnormal in up to
30% of PLWHA. Mary went through
detailed guidelines for renal screening
in HIV. She also reviewed the contro-
versies surrounding protein restriction
and creative ways for co-infected
patients to adhere to low potassium and
phosphorus diets.  

Mary reviewed the best practices for
using bioelectrical impedance analysis,
vitamins, minerals, herbs and supple-
ments. For those who missed Mary’s
presentation at ANSA, she will be pre-
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senting an updated version of this ses-
sion at the 5th Annual Nutritionists in
AIDS Care and HIV/AIDS DPG confer-
ence in New York, N.Y. on March 25,
2006.

For Good Measure: Integrating
Nutrition Practice Guideline
Care in a Home Delivered Meal
Model
The concept of offering meals for a fee
to people recovering from illnesses or
improving their health through diet and
exercise was the topic of this stimulat-
ing workshop presented by Charlotte
Hayes, MMsc, MS, RD, CDE, director
of nutrition services and Steven Woods,
executive director of Project Open Hand
(POH)/Atlanta. The agency began this
project by using a grant from Altria,
Inc. to provide seniors with diabetes
enrolled in a Fulton County, Ga. senior
center with three home-delivered dia-
betic meals per day. Initial nutrition
assessments were completed in the par-
ticipants’ homes and a follow-up phone
call was conducted two weeks later.  

Educational materials were included
with the meals and a reassessment was
completed at the end of the study.
Outcome measures included healthier
lifestyle practices, improved clinical
and metabolic measures, and satisfac-
tion with the meals and the study expe-
rience. 

The success of this pilot project led
to the development of a for-profit ven-
ture for the Good Measure Meals™
agency. This gourmet meal package is
marketed to the health-care market and
is available to individuals who are
able to pay. Good Measure Meals™
generates earned income to support
POH/Atlanta’s charitable mission and
is a natural extension of POH’s ongo-
ing program services. It is an invest-
ment in sustained social change to
support improved health of all
Americans.  

Steven addressed questions from the
audience regarding the acceptance of
the program by the agency’s clients,
staff and board of directors. The
agency’s clients were the first to recog-
nize the value of the Good Measure

Meals™, which is now the standard for
all of the agency’s meals.

Home-Delivered Meals for
Seniors
The presenter of this workshop was
Colleen Keller, RD, the nutrition servic-
es manager at Meals on Wheels (MOW)
of central Virginia, which is based in
Richmond. She described her agency’s
services: the delivery of chilled meals
seven days a week, liquid supplements
as needed, and comprehensive nutrition
services to seniors. 

She discussed the advantages and
disadvantages of a chilled meal pro-
gram. (The agency had previously
delivered hot and frozen meals.) Chilled
meals make delivery and storage safer,
have a better appearance and texture,
and allow the client greater flexibility
for meal times. A barrier the program
encountered when it switched to a
chilled meal service was the intense
client, staff and volunteer education it
had to conduct on handling the meals
during delivery and reheating them.
Recently the program began to measure
its outcomes, and as a result of survey-
ing its clients, MOW achieved its objec-
tives of improving clients’ nutritional
status, decreasing their feelings of food
insecurity and social isolation, giving
them an increased sense of physical
safety, and increasing their feelings of
independence. 

HIV-Associated Lipoatrophy:
Controversies and Advances
Nelson Vergel, MBA, the executive
director for the Program for Wellness
Restoration and the Body Positive
Wellness Center in Houston, Texas, pre-
sented this workshop. He focused on
three conditions affecting PLWHA:
lipohypertrophy, lipoatrophy and
lipodystrophy, and discussed the poten-
tial causes of each, including the long-
term use of HIV medications. 

He cited studies that showed how
switching from one type of drug to
another can reverse fat loss or gain.
Nelson looked at the self-esteem issues
experienced by many PLWHA with
these conditions and the reconstructive

procedures currently available for facial
wasting. He stated that athough HIV
medications have saved the lives of
PLWHA, many have harmful side
effects. To him, this increases the need
for continued research and education on
HIV and its treatments.

On the Road to a Healthier
Lifestyle with Exercise in
HIV/AIDS
The importance of exercise was made
crystal clear in this workshop presented
by Glenn Preston, MS, RD, LD, chief
executive officer of Real World Fitness,
Inc. in Kansas City, Mo. From moderate
physical activity to high activity, Glenn
went over the gamut of benefits of exer-
cise for all. He pointed out that fatigue
is often the reason why many PLWHA
don’t exercise. Their fatigue could be a
result of mitochondrial toxicity, lactic
acidosis, decreased testosterone levels
or anemia. 

He reviewed the current recommen-
dations for exercise for PLWHA: resist-
ance training, regular cardiovascular
exercise, flexibility, balance and
mind/body training. He reviewed the
FITT (frequency, intensity, time, type,
and safety) principle and how it affects
insulin resistance, diabetes, weight man-
agement and osteoporosis, and dis-
cussed how to design exercise pro-
grams. Resistance bands were handed
out and Glenn demonstrated a few sim-
ple exercises for the group.

Nutrition and Immunity
This basic presentation for conference
participants new to the field of
HIV/AIDS and working with people
with life-threatening illnesses focused on
the connections between food and
immune response, and how meal
providers and dietitians can work togeth-
er to help their clients improve their
health. Barbara Scott, RD, MPH, associ-
ate professor at the University of Nevada
School of Medicine and the Nevada
AIDS Education and Training Center,
gave the presentation. She emphasized
that effective immune response requires

See ANSA, page 10)



good nutrition status and a healthy gastrointestinal tract.
To promote normal gut function, Barbara suggested probi-
otics (live microbes) and prebiotics (non-digestible fibers).
She discussed the potential value of supplementation with
vitamins and minerals, conditionally essential amino acids,
and omega-3 and omega-6 fatty acids and nucleotides to
restore and enhance some aspects of immune function.
Barbara stressed that excess amounts of some of these
nutrients could impair immune function. She concluded by
outlining food and nutritional strategies that could be used
to manage conditions associated with infection or immune
response such as diarrhea, wasting, changes in taste,
fatigue or lactose intolerance.

HIV/AIDS and Integrative Therapies: Case
Studies
Barbara Craven, PhD, RD, LD, began her presentation
by stating that complementary and alternative medicine
(CAM-sometimes called integrative medicine) is still
considered to be operating outside of mainstream
Western medicine. Barbara, who is an independent nutri-
tion consultant, continued by saying that many con-
sumers, however, are using CAM to manage the side
effects of their diseases and improve the quality of their
lives. 

She cited an article in the 2003 May/June edition of
the Journal of Association of Nurses AIDS Care show-
ing that 50% of PLWHA surveyed utilized multivitamin
and mineral supplements, 31% participated in acupunc-
ture, 28% in meditation, 23% in massage, 17% used
minerals, 12% used Chinese herbs, and another 12%
used botanicals. 

She emphasized that as nutrition professionals, we
need to be aware of the interactions these therapies can
have on Western treatments. Several case studies were
discussed, and she described some treatments that are
being explored to mange lipodystrophy, hepatitis C, 
and wasting as well as energy therapies for peripheral
neuropathy.  

Alan Lee, RD, CDE, CDN, CFT is a nutrition consultant with
various HIV/AIDS Service Organizations and has a private
practice with the Astor Medical Group. He is the
Alliance/Membership Committee  chair for the HIV/AIDS DPG
and NIAC co-chair.

Patricia A. Slinger, MPH, RD, CDN, is the director of nutrition
services at God’s Love We Deliver.

Leah Stern is the director of the NYS(?) Department of Health,
AIDS Institute, Bureau of Community Support Services
Nutrition Initiative. 

Leah and Alan were co-chairs of the nutrition track for the
ANSA conference this year.
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Comprehensive and authoritative source of compensation and 
benefits information for Registered Dietitians and 
Dietetic Technicians, Registered

Compensation & Benefits Survey of the 
Dietetics Profession 2005
Based on the second nationwide survey of dietetics professionals, this 
comprehensive report details the compensation for dozens of core dietitian
and dietetic technician jobs, broken down by region, education, experience,
supervisory experience, supervisory responsibility, and much more. 
Of particular interest will be the salary calculation worksheet, which offers
the user an estimation of what professionals with similar characteristics and
in similar situations earn, on average. This newly updated authoritative
source of data on salaries, benefits, and work settings is an asset to 
professionals employed in all major dietetics practice settings.

# 3568
190 pages 81⁄2” x 11”
$250.00 ADA Members $20.00

Order Today!
Call 800/877-1600, ext. 5000 or 
www.eatright.org/catalog.

Keep current! 
Log on to 

www.hivaidsdpg.org 
24 hours a day!
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HIV/AIDS news from FNCE 2005
By the HIV/AIDS DPG Board

The HIV/AIDS Dietetic Practice
Group (DPG) Executive
Committee (EC) met on Saturday,

Oct. 22, 2005 during the Food &
Nutrition Conference & Expo (FNCE) in
St. Louis, Mo. to update each other
regarding DPG committee happenings.
Of note:

■ Joy Battistini, the American Dietetic
Association (ADA) Practice Team pro-
duction editor, was congratulated on
her five-year anniversary with ADA
and her work editing, designing and
laying out Pos Com for HIV/AIDS
DPG. She brought copies of the updat-
ed DPG Newsletter Editor Manual, and
Karen Bellesky, RD, LD, will see that
the three new co-editors receive them.

■ Frances Austin, the newest of the
DPG’s Practice Team leaders, was
introduced and provided the group
with reminders about budget dead-
lines, FNCE meetings, and more.

■ The EC is looking to raise funds. Jenn
Eliasi, MS, RD, CDN, asked that if
anyone has positive relationships with
pharmaceutical companies or product
companies, that she be included so
that we don’t ask the same companies
several times. In addition, Jenn and
Lucia Vining, MS, RD, LD, made the
rounds at FNCE in hopes of raising
enough money to prevent others from
having to do the same.

■ We have found new Pos Com co-edi-
tors. Thanks to Jacqui Brockman,
Nicole Garfield, and Brenda Roche
for stepping up to the plate. And a
special thanks goes to Ginger
Bouvier, MEd, RD, LDN, for her
efforts early in the year. Ginger
lives/worked in New Orleans, La. and
for obvious reasons had to resign as
editor for this year.

■ The EC also voted NOT to join ADA
in a member meeting/reception at the
2006 FNCE in Hawaii. If you plan to
attend the FNCE in Honolulu, please
e-mail any EC member so that appro-
priate plans may be made.

■ There are DPG member pins that were
used as a DPG fund-raiser. They were
at the Showcase booth on Monday,
Oct. 24, and given away with any
donation to the ADA Foundation
Disaster Relief. A total of $100 was
raised for the Disaster Relief Fund. If
you have been affected by any of the
natural disasters of the Gulf Coast,
please contact ADA to apply for funds.

The DPG held its annual member
meeting and reception on Sunday, Oct.
23. Although the turnout was not quite
the number expected, everyone seemed to
have a good time, and the view of the
Mississippi River from the Gateway Arch
was impressive. The Nominating
Committee was there to arouse interest in
some of the newer members to get
involved. Thanks to Digestive Care Inc.
for sponsoring the event.

On Monday, all of ADA’s DPGs dis-
played booths during the DPG/Network
Group Showcase. The HIV/AIDS DPG
had a survey that asked some very basic
HIV knowledge questions. This survey is
very similar to the one used last year in
Anaheim, Calif., and the results of the
two years may be used as a poster session
next year. The Showcase booth also
offered nutrition and HIV booklets in
English and Spanish (thanks to God’s
Love We Deliver and EC member Lisa

Zullig, MS, RD, CDN). 
In addition, DPG Treasurer Stuart

Katsh, MS, RD, brought copies of the
new Boehringer Ingelheim (BI) pam-
phlet, Healthy Eating Guide: Nutrition
and HIV. This pamphlet is available
through your BI representative. 

A U.S. map was displayed with the
number of new AIDS cases for 2003
listed for each state, as well as the num-
ber of Living AIDS cases for 2003 and
the number of DPG members residing
in each state. The drastic changes in
AIDS-related deaths vs. the living cases
was also displayed. Monday afternoon,
a session sponsored by ADA’s
Washington, D.C. Government
Relations Team was held with informa-
tion about the Ryan White CARE Act in
general, and how CARE Act dollars are
used in the Los Angeles, Calif. area to
promote sound nutrition.

On Tuesday, the DPG-sponsored ses-
sion was held, which discussed the
metabolic and metaphoric changes seen
in the HIV-positive patient in 2005. Our
own Lucia Vining and Ginger Bouvier
provided awesome presentations to
more than 100 attendees. Thank you
Lucia and Ginger. The slides of their
presentations will be available on the
members’-only pages of the DPG Web
site at www.hivaidsdpg.org.

Efforts were made to thank the ADA
leadership for making the reauthorization
of the Ryan White CARE Act a priority
this year. The Washington office contin-
ues to work diligently to keep the CARE
Act, and the need for nutrition counsel-
ing, as a pressing issue with Congress. In
addition, at the Public Policy Workshop
in March, the CARE Act reauthorization
was one of the three speaking points
every dietetics professional took with him
or her to the Capitol Hill visit.

Thanks to everyone who helped or stopped
by the booth or attended the session. Your
EC hopes to see you in Honolulu, Hawaii
next year! Please drop a line to any EC
member if you plan to go to ADA’s 2006
FNCE in Honolulu, Sept. 16-19, 2006.
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Attend the 5th Annual NIAC and HIV/AIDS DPG Conference:
Putting It All Together—Nutrition and HIV Research, Science

and Practical Applications
March 25, 2006
Hunter College, Brookdale Campus
East 25th Street and First Avenue
Ground Floor Auditorium
New York,  N.Y.

PROGRAM OBJECTIVES:
■ The participant will understand the current concepts regard-

ing the pathogenesis and management of metabolic complica-
tions in HIV such as lipodystrophy, HIV wasting syndrome
and the importance of identifying causes of underlying condi-
tions to implement effective interventions.

■ The participant will be able to recognize the relationship
between methadone on proper nutrition and creative strate-
gies to manage HIV-associated side effects.

■ The participant will gain knowledge about advanced nutri-
tional counseling skills, the concept of mindful eating,
addressing client denial, and learn ways to motivate the
unmotivated client.

■ The participant will be able to discuss guidelines for nutrition
co-management of HIV and renal compromise, including
nutrition assessment, diet recommendations, and nutrition-
related complications of end-stage renal disease and
hemodialysis.

For more information, contact (e-mail will produce a faster
response): Alan Lee, RD, CDN, CFT,  at
AlanLeeRD@yahoo.com or 212/229-2298; Jennifer Eliasi, MS,
RD, CDN, at JennEliasi@aol.com or 718/940-5935. For more
information on GNYDA events, go to www.gnyda.org under
the Calendar Of Events section.

The conference is intended for RDs, DTRs, nutritionists and
other allied health professionals. 

HOUSING:
For affordable accommodations, try the Web site at
www.hoteldiscount.com OR 800/96-HOTEL (800/964-6835)
OR B & B service hotline: Contact “AT Home in New York” at
212/956-3125.


