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Introduction

In May 2006 the Office of the U.S.
Global AIDS Coordinator (OGAC)
issued its “Report on Food and

Nutrition for People Living with
HIV/AIDS” as House Report 109-265
to accompany H.R. 3057. Specifically,
this report mandated OGAC as follows:

“The conferees urge the Office of the
Global AIDS Coordinator to develop
and implement a strategy, in coordina-
tion with groups responsible for issues
of nutrition, such as USAID, the
Department of Agriculture, the World
Food Program, and the Food and
Agriculture Organization, to address
the nutritional requirements of those
on antiretroviral therapy. The confer-
ees ask the Office of the Global AIDS
Coordinator, in collaboration with
USAID, to consult with and report to
the Committees on Appropriations not
later than 180 days after the enactment
of this Act on the following for the
Global HIV/AIDS Initiative “focus”
countries: (a) The number of Global
HIV/AIDS Initiative beneficiaries on
antiretroviral therapy; (b) The impact
of food and nutrition on care and
treatment; and (c) A strategy to
address the nutritional requirements of
persons receiving care and treatment.”

Overview
Overall, this is a “good news, bad news”
report. The good news is that in this U.S.
government document, OGAC recog-
nizes that nutrition and food play an
important role in the success to address
care and treatment issues for people liv-
ing with HIV/AIDS (PLWHA). The bad
news is that the focus is quite limited and
suggests imposing a guideline that may
not allow for funding of creative and
cost-effective approaches that are needed
in resource-limited settings. 

The document specifically addresses
the role of the President’s Emergency
Plan for AIDS Relief (PEPFAR), through
which the U.S. government provides
funding and coordination support for
activities related to HIV/AIDS responses
in 15 countries. For more information on
the PEPFAR initiative, see the resources
listing at the end of this article. 

Role for nutrition in HIV/AIDS care
and treatment
Dietetics professionals may make the
case that nutrition can fit into all cate-
gories of the PEPFAR initiative, which
includes prevention, care and treatment,
and support for orphans and vulnerable
children (OVC) that might go something
like this:

■ Prevention: A person who is well
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nourished and food/nutrition secure
may be less likely to seroconvert if
exposed to HIV infection. 

■ Care and treatment: Regardless of
the care and treatment plan, a person
who is well nourished is more likely
to respond to medical and other inter-
ventions. Malnutrition compromises
health and worsens health status and
outcomes.

■ Orphans and vulnerable children:
Already vulnerable due to young age,
poverty or other conditions, this pop-
ulation requires adequate nutritional
status for growth, development and
disease resistance. 

Nutritional interventions support
other care and treatment strategies.
Realizing that there are overlapping
issues of food insecurity, economic insta-
bility and disease, the document suggests
that it will be important to join forces
with organizations and government
agencies that more typically address
food insecurity rather than clinical nutri-
tional interventions. The role for this
type of program collaboration, some-
times referred to as “wrap-around” pro-
gramming, is in providing more general
food support in the areas of supplemental
rations of food and micronutrients, food
security and social and economic efforts.
The role of these organizations in
“developing and implementing a strate-
gy” should not preclude or undermine
the role of local organizations and strate-
gies to address these issues. 

The OGAC summary document rec-
ognizes the limited scope of PEPFAR-
funded programming and suggests the
provision of “support for food only in
limited circumstances” and in partnership
with public and private organizations.
The role defined for PEPFAR support
relates directly to clinical malnutrition

and supports therapeutic feeding to
PLWHA with an emphasis on those who
receive antiretroviral therapies. The docu-
ment also notes that the use of nutrition-
related intervention supports “adherence
to and efficacy of ART and treatment for
opportunistic infections” and the recov-
ery to improve quality of life, productivi-
ty, and health. Therefore, strategies to
effectively implement nutrition-related
efforts are likely to include public-private
partnerships with a clinical emphasis to
demonstrate improved clinical and other
health-related outcomes. The evidence
generated through these strategies can be
used to support funding interest in contin-
ued efforts for nutrition-related program-
ming.

Issues in question
Although nutrition can be included in all
areas of HIV care and prevention, the
document suggests more rigid guidelines
for what should or should not be included
as a part of these interventions. The
report makes significant use of the World
Health Organization’s Technical
Consultation Report from 2003 that sug-
gests a mix of requirements and balanced
diet methods to determine an appropriate
dietary and supplementation strategy (1).
The difficulty here is that the report states
that there is evidence of increased energy
needs, but a lack of evidence to support
any strategies targeting changes in pro-
tein and micronutrients. 

Yet, in resource-limited settings both
protein and micronutrient deficiencies are
often more common than energy deficits.
In such cases, capacity-building should
be prioritized to emphasize nutrients
appropriately through supplementation of
protein or micronutrients and through
education on food choices (including for-
tified food products), water and food
safety, and cooking techniques. This
would allow program participants to get
the most from the limited resources avail-
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able in the settings that seem hardest hit
by the AIDS pandemic. 

The OGAC report recognizes and
even emphasizes the issue of medication
interactions along with the very tricky
issue of breastfeeding and weaning.
These challenges can be quite different in
settings where there is little or no safety
net for support of medications and alter-
natives to breastfeeding. 

Partnerships and collaboration
The report sends a strong message on the
need for coordination of efforts in order
to improve effectiveness. Ultimately, this
may present the biggest challenge to both
private and public partners. 

In addition, linkages are encouraged to
leverage collaborative efforts and to
ensure the sustainability of the clinical
efforts. The report summarizes programs
and services that are currently funded by
the U.S. government, which may overlap
and support nutrition-related needs. The
document makes the case for partnership
in both the public and private sectors. It
is important to remember that the PEP-
FAR initiative has goals that were speci-
fied before the recent inclusion of nutri-
tion-related care and treatment. Thus,
nutrition-related programming is expect-
ed to contribute to the goals to reach a
number of people in each of the 15 coun-
tries targeted for care and treatment.
Efforts that support non-clinical interven-
tions and outcomes may not be funded
through this initiative. The activities that
can be supported under the PEPFAR ini-
tiative include the following:

■ policy and guidelines assistance
■ assessment and counseling
■ therapeutic and supplementary feed-

ing that adheres to WHO recommen-
dations for entry and exit criteria

■ micronutrient supplementation
■ weaning foods within WHO and any

national guidelines context
■ linkages to collaborating and other

feeding programs

In addition, encouragement toward
standardizing documentation and
reporting on outcomes rather than
purely the number of people who were
in contact with the program can help

in the coordination process.

Summary
The OGAC report recognizes an impor-
tant role for nutrition and recommends
nutrition interventions for addressing the
global pandemic. While the report does
not necessarily reflect clinical goals set
with patients and health-care teams, it is a
beginning to understanding the impor-
tance of clinical nutrition in the care and
treatment of PLWHA. Additional work
needs to be done to encourage flexibility
in finding creative solutions that are more
tailored to the needs of individuals and
families, as well as to build ownership
and sustainability in the countries them-
selves. Dietetics professionals have a
place in the scheme of this new effort,
and have an opportunity to assure that
this technical expertise is represented in
the planning and implementation stages
of programming.

After more than 20 years of efforts to
educate and market nutrition as an impor-
tant feature of care and treatment to
health-care professionals, policy-makers
and program planners, the stage is set for
dietetics professionals to make a signifi-

cant impact on the global HIV/AIDS
pandemic.

Reference
1. World Health Organization. Nutrient
requirements for people living with
HIV/AIDS: report of a technical consultation;
2003. Available at: www.who.int/nutrition/
publications/Content_nutrient_
requirements.pdf. Accessed July 20, 2006.

Resources
■ OGAC. The United States President’s

Emergency Plan for AIDS Relief: Report
on Food and Nutrition for People Living
with HIV/AIDS. May 2006. Available at:
www.state.gov/documents/organization/
66769.pdf. Accessed July 20, 2006..

■ PEPFAR Watch: news and articles about
PEPFAR and US-supported global AIDS
programming; includes a number of 
support documents. Available at 
www.pepfarwatch.org/index.php?option=
com_content&task=view&id=52&Item.
Accessed July 20, 2006.

■ World Health Organization. Nutrition and
HIV/AIDS. 59th World Health Assembly.
May 2006. Available at www.who.int/gb/
ebwha/pdf_files/WHA59/A59_7-en.pdf.

Glossary and acronyms
DefinitionTerm/acronym

Food insecurity Lack of consistent access to adequate sources of nutrients

Office of the Global AIDS Coordinator of the United States,
under the U.S. Department of State

Orphans and vulnerable children

People living with HIV and AIDS

Private voluntary organizations

United States Agency for International Development

World Health Organization

Programs that are leveraged through partnerships with 
complementary programs and supportive of efforts that may
be secondary in the scope of a program

Linkages Connections or associations; the creation of connections 
to support activities needed that may not be in the primary
scope of a program

OGAC

OVC

PLWHA

PVOs

USAID

WHO

wrap around 
programming
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By Deane Edelman, MBA, DTR
Public Policy Committee co-chair

Third article in a series on “Advocacy 101”

State and federal representatives
and senators are people too!
There’s no need for restraint or

intimidation in approaching them.Your
legislators are not only driven by their
perception of expert and public opinion
among their constituents, but it can
even be a constituent group or individ-
ual who presents a valuable idea for a
new and needed piece of legislation.

At the time of this writing, there is
no news on the legislation expected to
reauthorize the Ryan White CARE Act,
an issue of great importance for many
dietetic practice group (DPG) members
and their clients. Over the past year, the
American Dietetic Association’s
(ADA’s) Government Relations Team
and your DPG public policy officers
have attempted to put in your hands the
information and the procedures for con-
tacting your own members of Congress,
as well as the congressional committee
members who are handling the reautho-
rization. Our goal has been to obtain
approval for medical nutrition therapy
as a core medical service throughout the
five titles of the Act.

If the CARE Act has not been reau-
thorized by the time you are reading
this, please use any of the following
recommendations that appeal to you. In
case it’s too late, be sure to keep them
in mind for other ADA issues.

The most influencial means of com-
munication, respectively, are personal
visits, letters, e-mails and telephone
calls are well-established means of
communicating with federal or state
legislators. There are many nuances to
each.

Personal visits
Personal visits can take place in
Washington, D.C., either on your own
or during ADA’s annual Public Policy
Workshop in the spring. However, an

equally influential message can be
delivered at home in your legislator’s
district office, particularly if he or she is
in town at the time. A personal visit
should be arranged ahead of time with
the appropriate scheduler and recon-
firmed before you go. You need to
prepare yourself well with infor-
mation not only about the
issue, but also about the leg-
islator, his/her
Committee assign-
ments, special leg-
islative interests and
accomplishments.  

If you are a con-
stituent, be sure to
introduce yourself as such.
Try to make an early connection by
mentioning something personal; perhaps
you saw and liked a recent speech he or
she made, or read that he or she just
became a parent or grandparent. You
could also begin by thanking him or her
for working on an important local issue
that is meaningful to you. Remember
that former Speaker of the House of
Representatives, Tip O’Neill, D–Mass.,
used to say, “All politics is local.” This
means that local issues, local organiza-
tions and local individuals will usually
attract the legislator’s attention faster.
After all, the local population keeps the
legislator employed with votes at elec-
tion time. 

The prior articles in this series indi-
cated how and where to obtain back-
ground information about ADA’s issues
and the bill numbers, committee consid-
eration and status of pending legisla-
tion. See the summer 2005 and winter
2005-2006 issues of Positive
Communication. Plan in advance what
you will say, making it short and hard-
hitting. 

You’ll probably have only 10 to 15
minutes before he/she moves on to the

next appointment. Make any handouts
short, clear and concise; bullets are a
good format. Ask if the representative
has any questions, and offer to become
the source of sound nutrition informa-

tion in the future. Try to elicit the
legislator’s position on the issue

before you leave. If he/she is
undecided, you could offer to

provide additional informa-
tion.

Shortly after you
leave, send a thank-
you note. Once
you’ve made the ini-
tial contact, keeping

in touch is very useful.
Try to establish yourself

as the legislator’s “nutrition expert.”
ADA’s Advocacy Guide suggests these
follow-up ideas:

■ Once you have established a relation-
ship, stay in touch with your elected
officials and their staffs.  Look for
ways to become a trusted source of
nutrition information whenever a
nutrition issue arises. 

■ Write thank you letters after meetings
and site visits promptly.

■ When an elected official speaks out
favorably on your issue or votes in
committee or on the floor, write, call
or e-mail to acknowledge the support.

■ If an elected official has been espe-
cially supportive, attend a campaign
fundraiser and bring along as many
colleagues as possible. Be sure to
make your presence known at the
fund-raiser.

■ When new information supporting
ADA positions is available, send it
promptly and follow up with a phone
call.

■ If you see a letter-to-the-editor or op-
ed piece in your newspaper support-
ing ADA’s position on an issue, clip it
and send it along with a letter.
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Have you visited the Center 
for Professional Development lately? 

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

■ Peer-reviewed professional journals
are always a respected source of
information. If you see a journal arti-
cle that supports an issue, send it to
the elected official along with a brief
letter in which you explain the impli-
cations in lay terms. As always, use
personal, local examples to illustrate
the point.

Be creative! Look for opportunities
to stay in touch that will reinforce the
need for effective nutrition and health
policy.” (1)

A personal visit can also take place
at your site. With careful preparation,
you can invite a representative or
senator to your workplace to make an

even stronger impression. The same
suggestions apply for advance prepara-
tion and follow-up. You’ll also want 
to brief your colleagues well in
advance. 

Congressional, senatorial or commit-
tee staff members instead of the legisla-
tor often handle personal visits, and
almost all telephone calls. You may be
told when you make the appointment
that you will be meeting with staff; but
even when the official intends to meet
with you, he/she might be called away
to vote at the last minute. This is not a
concern because there will almost
always be a staff member present to
take notes during the meeting anyway.
In our case it is usually the health aide.
Staff members are well trusted, often
more current on legislative detail than
the legislator, and exert great influence.
In many cases you’re better off meeting
with staff. It will generally be the staff
with which you cultivate the relation-
ship.

Letter and e-mails
Letters have traditionally carried more
weight than e-mails, but since Sept. 11,
the mail is delayed to check for anthrax,
and e-mails are very much in use.
Some advocates use both, with the e-
mail sent first, then the letter on letter-
head to indicate formal support by your
organization. Check beforehand on the
proper salutation and address. Be sure
to begin by introducing yourself and
your credentials, and to end with thanks
and an offer to answer any questions.
Letters should be brief and should
exhibit your familiarity with the issue,
the bill number and title of the legisla-
tion. Be clear about what you are asking
the representative to do and why.
Enclosures or attachments are some-
times appropriate. You will probably
receive some sort of auto-response, but
if not, you may wish to follow up with
a telephone call.

Telephone calls
The House of Representatives telephone
number is 202/225-3121, and the Senate
is 202/224-3121. The operator will con-
nect you to any member of Congress,
the Senate, or any committee or sub-
committee. Find out ahead of time if
possible the name of the staff member
you need (probably the health aide) so
you can ask for that person directly.
This information is available online at
the House (www.house.gov/) or Senate
(www.senate.gov/) Web sites, or in a
preliminary telephone call. Be sure to
introduce yourself as a registered dieti-
tian (RD), an ADA member, and a con-
stituent if applicable. You’ll need to be
very brief, but try to ask the official’s

position on the issue and offer to pro-
vide more data if that would help.

A note about e-mails and telephone
calls: Some advocacy groups are large
and well-organized enough to reach their
membership at a moment’s notice and to
conduct “blitz” e-mail and telephone
campaigns that deluge Congress with
thousands of identical messages at once
on a single issue. It’s difficult to know
whether this sort of activity is more per-
suasive, or less. It was said this strategy
was used by supplement manufacturers,
their trade associations, and consumers of
supplements in 1994 and was so impres-
sive due to the sheer numbers that it was
instrumental in passage of the Dietary
Supplement and Health Education Act. A
thoughtful, personalized communication
is certainly more respectful. 

Conclusion
In conclusion, DPG members are
encouraged to inform themselves, speak
up and make contact with the elected
state and federal officials who have the
power to affect change on health and
nutrition issues. For a review of current
issues of importance to ADA, please see
the ADA Web site section on “Advocacy
and the Profession.” at www.eatright.org/
cps/rde/xchg/ada/hs.xsl/advocacy.html.

For more information, or for a copy
of ADA’s Advocacy Guide, please con-
tact Deane Edelman, MBA, DTR at
dfedelman@att.net or 202/333-0945.

Reference
1. ADA Policy Initiatives and Advocacy
Team. Food and Nutrition Matters: Effective
Nutrition and Health Policy Begins with
You. Chicago, Ill.: American Dietetic
Association; 2003:30–31.
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Pulling it all together, 2006 NIAC review: nutrition and HIV
research, science and practical applications
By Jamie Uva, RD

On March 25, 2006 Nutritionists
in Aids Care (NIAC) and the
HIV/AIDS Dietetic Practice

Group (DPG) of the American Dietetic
Association (ADA) held the Fifth
Annual NIAC and HIV DPG confer-
ence at Hunter College in New York,
N.Y. The following is a summary of the
conference lectures.

“2006 Nutrition and Medical
Research Update”
Presented by Jul Gerrior, RD 

Gerrior is a research registered dietitian
(RD) working with the Nutrition For
Healthy Living Cohort (NFHL) at Tufts
University School of Medicine in Boston,
Mass. She has been working in the nutri-
tion and HIV arena for nearly 10 years
and has had both national and interna-
tional exeperience on specific projects
associated with nutritional status and HIV
infection. She has recently been involved
in training research teams in Vietnam and
Argentina. Gerrior has been working with
the NFHL cohort on identifying cardio-
vascular risk factors and interevening
with diet, exercise and pharmacologic
studies aiming to reduce these metabolic
complications.

Gerrior began her discussion by
reviewing the global impact of the
HIV/AIDS epidemic. At the end of 2005,
the estimated total of adults and children
living with HIV worldwide was 40.3 mil-
lion. Additionally, she reported that about
14,000 new HIV infections per day were
diagnosed in 2005. Of these new infec-
tions, more than 95% are in lower- and
middle-class income countries, almost
2,000 are in children under the age of 15
years old, and about 12,000 are in per-
sons aged 15-49 years of age.

The impact of highly active antiretro-
viral therapy (HAART) on weight loss
and HIV wasting was assessed. Even in
the HAART era, weight loss was still
seen in 48% of those on their first
HAART regimen after its initiation.

Thirty-one percent of those stable on
HAART and 26% of those who had not
progressed to needing HAART. Gerrior
noted that even with a decrease in inci-
dence of opportunistic infections, clients
are still losing weight.

Gerrior put emphasis on body compo-
sition and CD4 count. For instance,
weight and body mass index (BMI) were
lower in adults with lower CD4 counts
than in those with higher CD4 counts.
For those with lower CD4 counts, percent
of weight that was fat was lower than in
those with higher CD4 and higher BMI.
For those with lower CD4 counts, percent
of weight that was lean was higher than
in those with higher CD4 count and high-
er BMI. The NFHL cohort showed data
of a reduced dietary intake. 

Food insecurity, hunger, annual house-
hold incomes lower than $20,000 and
current injection drug use were all factors
contributing to lower dietary intake. 

Interventions and treatment were
also noted, and included improving
nutritional intake by providing patients
with dietary assessment and counseling,
needing appetite stimulation, providing
access to food; and identifying and
treating malabsorption and addressing
alterations in metabolism. With dietary
intervention an increase in weight, fat-
free mass and BMI can be seen.

Gerrior went on to discuss the four
components of lipodystrophy: fat accu-
mulation, lipid metabolism, fat atrophy
and glucose metabolism. She defined and
discussed the morphologic changes and
implications. For example, she discussed
the psychosocial and clinical findings
associated with having a buffalo hump,
facial fat loss and visceral adiposity. The
potential contributors to these morpho-
logic changes in HIV were categorized
into host, virus and therapy. With an
increase in age, increased number of
years living with HIV, a lower CD4 count
and nucleoside/nucleotide reverse tran-
scriptase inhibitors (NRTI) use greater
than six months, morphologic changes
are found. By sex, she noted that for

females more fat deposition was seen,
and for men more lipoatrophy was seen. 

She stressed the importance of assess-
ing morphologic changes by patient
reporting, physician observation, serial
photography, anthropometrics and imag-
ing. For potential management, Gerrior
discussed changing antiretroviral therapy
(ART) regimen, plastic surgery, and  the
use of rosiglitazone and uridine. For fat
deposition she discussed the role of exer-
cise (resistance and aerobic), diet (weight
loss and attention to diet quality), recom-
binant human growth hormone, met-
formin, plastic surgery and changing ART. 

A high-fiber diet was associated with
a low risk for fat deposition in HIV,
especially pectin. The positive impact of
fish oils, whole grains, nuts, fruit and
vegetables was also discussed.

In summary, Gerrior specified that
weight loss in the HAART era still exists;
early monitoring of body changes and
metabolic changes can help track disease
progression; assessment for cardiovascu-
lar disease risks are necessary, such as
monitoring for coronary calcification; and
focus on diet and exercise may play a
significant role in future research for both
weight loss and lipodystrophy.

“Innovative HARRT Side-Effect
Management and the Impact of
Methadone on Nutritional
Status”
Presented by Guy Pujol, D Min,
Executive director of AIDS Treatment
Initiative, Atlanta, Ga. 

Pujol discussed many interactions
between methadone and HIV such as an
increase of 50% in blood levels of AZT,
a decrease of Videx levels by 52%, and
a decrease of 13% in Zerit levels with
use. He also noted a common food
interaction: grapefruit juice. It increases
the plasma concentrations of some oral-
ly administered HIV drugs.

Nutritional implications of methadone
were also discussed. He has found that
Methadone Transition Treatment (MTT)
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patients consumed three or more meals
per day with high amounts of total calo-
ries, with most carbohydrate intake com-
ing from simple sugars. In response, he
put emphasis on the need for healthy
changes in the diet, while still helping to
satisfy some of the clients’ cravings. He
also dicussed possible need for supple-
mentation of vitamins A, C, E, zinc, B-
12, B complex and selenium due to an
inadequate diet.

In terms of side-effect management,
Pujol discussed many short-term side
effects that may occur: fatigue, gastroin-
testinal (GI) distress, rash and skin prob-
lems, libido and hormonal imbalances,
and mineral deficiencies. He attributed
fatigue to nutritional deficiencies, hor-
monal imbalances, anemia, concurrent
infections, high-level HIV activity and
depression. For fatigue, Pujol believes
adequate water and protein intake are
important along with adequate exercise.
He also listed use of dehydroepiandros-
terone, androstene, B-12, B complex, co-
enzyme Q10, ginger root, ginseng, alpha
lipoic acid, germanium, L-carnitine and
acetyl-L-carnitine.

GI side effects, at times, may be a
result of other various conditions such
as antibiotic use, pancreatic dysfunction
and intestional pathogens. Examples of
treatment for these side effects may
include: acidophilus, S. Boulardii,
digestive enzymes, fiber and calcium.

Appetite loss can be treated with
zinc 50–75 mg. every day before bed,
medicinal marijuana (with physician
supervision) and a high-potency multi-
vitamin. If a skin rash occurs, Pujol
suggests aloe vera extract, vitamin E
(oral and topical), Derma Heal skin
cream, vitamin D and Benadryl.

Pujol also discussed long-term side
effects such as lipodystrophy, liver dam-
age, pancreatitis and kidney damage. For
lipoatrophy, he encouraged exercise, ade-
quate protein intake, and supplements
such as chromium picolinate (900–1,200
mcg./day) acetyl-L-carnitine (1,000 mg.,
three times a day) and DHEA (50–200
mg./day). For liver disease, Pujol notes
many non-traditional methods of therapy,
however, does acknowledge possible
contraindications with use of herbals. He

described muscoloskeletal changes and
how co- enzyme Q10, acetyl-L-carnitine,
glucosamine, chondroiton sulfate and S-
adenosylmethionine (SAMe) may be
used. Pujol provided an important per-
spective of a non-conventional approach
to managing side effects.

“Advanced Interview Skills:
Motivational Counseling,
Mindful Eating and Beyond”
Presented by: Megrette Hammond,
MEd, RD, CDE, LD 

Megrette is the director of Center for
Mindful Eating in Portmouth, N.H., a
non-profit organization dedicated to help-
ing professionals implement aspects of
mindful eating into new and existing pro-
grams. 

Hammond discussed important factors
surrounding counseling and mindful eat-
ing. She noted how even the power of
introduction when greeting clients estab-
lishes trust, and plays an important role in
forming a connection with a client.
Meeting clients and properly introducing
ourselves (with our names clear and audi-
ble) is important, and also asking them
how they are and really following up. 

She helped to reinforce how this
information is extremely powerful and
can give the clinician further insight
into building healthy relationships with
clients. Hammond’s emphasis on the
connection that is made upon introduc-
tion was clearly a sign of an expert in
counseling. 

Hammond also elaborated on aware-
ness. Without self-awareness of what
clients are eating, and the experience of
the foods’ color, smell or taste, they will
not be able to remember eating it. Ways
to increase awareness were outlined,
such as food recalls, food diaries or
groups (like Weight Watchers). Other
factors of awareness include a time to
eat, level of hunger or fullness, and
cravings. 

Hammond placed emphasis on the
importance of creating an awareness of
intent, because this creates a memory
for clients. It is important to help indi-
viduals create a memory bank surround-
ing food choices. “What are the reasons
you ate this food and can you defend

why?” With tools of awareness and
intent, clients gain insight into their
own behavior. It can help them store
that information in order to retrieve it in
the future in hopes of making better
choices. Hammond noted, “Memories
are how the mind learns from the past.” 

Hammod then discussed ways to help
clients identify intent. Examples of intent
identification are talking, setting goals,
keeping food journals, reflecting and
meditating. Intentions were seperated into
long- and short-term goals. An example
of a long-term goal being the ultimate,
such as losing weight. A short-term goal
by contrast is appealing a specific food
impulse. 

The role of balance was emphasized
here; how there needs to be a balance
between what the clients value and what
they want. Hammond noted how the
choices clients make may also affect
family and friends. She discussed the
concept of not harming one’s self. This
meant that negative thinking can stand
in the way of making choices that can
help clients physically, emotionally and
mentally. Hammond pointed this idea
out by asking clients how they would
care for a friend in need, and most often
the clients would take better care of a
friend than they would for themselves.
She encouraged helping clients view
their choices and how they may be
helping or hindering their own progress.
This can occur by putting someone
else’s needs before theirs. 

Hammond stressed the idea of bal-
ance and practicing these behaviors of
awareness and intent. She puts empha-
sis on how making a change is a behav-
ior that needs practice. For this idea of
practice, Hammond uses a worksheet
that helps clients practice a new behav-
ior (See it at www.tcme.org). This tool
is essential for helping clients practice
a new behavior, rate themselves on how
often they practiced it on a weekly
basis, obtain points for practice and
review with the clinician. Steps to
mindful eating and practicing new
behaviors are essential for a healthy
and productive nutritional future. 

See NIAC, page 8)



“Double Jeopardy:
Co-managing HIV and Renal
Disease”
Presented by Mary Griffin, RD. Shw
works as an RD at the HIV Primary
Care Clinic at Arnot Ogden Medical
Center in Elmira, N.Y.

Griffin began with a detailed review of
the kidney and its functions. With a por-
trait of a nephron, she helped to visually
show the audience the area of the kid-
ney where most HIV patients are affect-
ed. She noted the glomerulus as the fil-
tering unit of the kidney, where “HIV
hides.” 

The main causes of chronic kidney
disease in HIV-positive individuals are
damage from the virus itself or a sec-
ondary cause including drug abuse, hep-
atitis B and C, opportunistic infections,
drug toxicities, syphillus, CMV (her-
pes), diabetes, HTN and kidney stones. 

Griffin went on to discuss HIVAN
(HIV associated nephropathy) an impor-
tant complication of HIV. Even with
HAART use, many patients still
progress to end-stage renal disease
(ESRD) from HIVAN. HIVAN has spe-
cific risk factors that Griffin outlined:
race, drug use, gender and CD4 count.
Black patients comprise 90% of HIVAN
cases, 30%–60% of HIVAN patients
have a history of intravenous drug use,
and it is seven to 10 times more com-
mon in men than in women. 

Griffin discussed factors of HIVAN
presentation such as proteinuria of 3.5
g. in 24 hours, hypoalbuminemia, scar-
ring of glomerular unit (focal segmental
glomerulosclerosis), normal to enlarged
kidney, normotension, electrolyte abnor-
malities, and rapid progression to ESRD
despite interventions. She also dis-
cussed the importance of assessing renal
function by obtaining a glomerular fil-
tration rate (GFR) creatinine clearance
and a renal ultrasound. Griffin noted
that serum creatinine is not a reliable
indicator of HIVAN and that a renal
biopsy is the only method of definitive-
ly diagnose HIVAN.

For renal screening in HIV, Griffin

suggested obtaining a baseline urinaly-
sis, creatinine clearance, GFR and phos-
phorus. She recommends annual screen-
ing for African-American individuals,
those with CD4 <200 and/or with viral
load > 4,000, a history of diabetes,
hypertension and/or hepatitis C. Griffin
noted that no nutrition guidelines for
HIVAN  exist and it continues to be
debated whether a protein restriction is
of any benefit to patients.

Griffin then discussed dialysis and
dialyzing the HIV patient. The theoreti-
cal concern that dialysis could enhance
HIV replication was noted; however,
she stressed that kidney disease could
potentially lead to a quicker fatality
than HIV.

She also noted that the best practice
for patients is the use of HAART and
dialysis combined. In addition, the
choice of dialysis modality does not
affect survival. Standard infection con-
trol practices are adequate to prevent
HIV transmission, and that HIV
patients do not have to be dialyzed on
separate dialysis machines. High CD4
count and low viral load are positive
indicators for survival on dialysis, and
low serum albumin is a negative indi-
cator for all dialysis patients. While on
dialysis, some dosage changes may
need to be made with medications
such as antiretrovirals, interferon and
antivirals.

Griffin discussed complications of
ESRD such as uremia, the inadequate
excretion of wastes. Symptoms include
nausea, vomiting, hiccups, metallic taste
and fatigue. Complications include ulcer-
ation of GI mucosa, anorexia, decreased
metabolism and vitamin malabsorption.
Metabolic acidosis is another complica-
tion of ESRD; its cause was described as
the inability to excrete acid biproducts of
protein metabolism and an inability to
produce bicarbonate and ammonia.
Patients may be asymptomatic or can
have shortness of breath, confusion and
lethargy.  

Complications are bone demineral-
ization, hyperkalemia and suppressed
albumin synthesis. Electrolyte imbal-
ance also is a  complication of ESRD,
described as an inability to excrete sodi-

um and potassium.
Symptoms include arrhythmia and

hypertension. Complications can be pul-
monary edema or hyperkalemia, which
can result in possible cardiac arrest. Fluid
overload can also be seen caused by sodi-
um retention and cardiovascular disease.
Anemia can occur due to a decreased
production of erythropoeitin, blood loss,
folate deficiency or hyperparathyroidism.
Cardiovascular disease can also be seen
along with renal osteodystrophy. 

Anthropometric data of the dialysis
patient is a key indicator of nutritional
status: estimated dry weight (when no
excess fluid is present), intradialytic
weight gain (indicator of fluid between
treatments with a goal of 2.3–3.0 kg.),
mid-arm circumference, skinfold meas-
urements,bioelectrical impedance analy-
sis (strength being ability of post
hemodialysis phase angle a good pre-
dictor of mortality).

In terms of a diet for hemodialysis,
Griffin discussed the need for high pro-
tein, low phosphorus, fluid restriction,
low potassium and sodium. For peri-
toneal dialysis, she suggested high pro-
tein and low phosphorus as well, and to
restrict potassium as needed. For nutrient
recommendations, follow the Kidney
Disease Quality Outcomes Initiative
(www.kidney.org). 

Vitamins A, and C and magnesium
supplementation contraindicate in renal
failure. Vitamin D must be supplemented
in activated form and B vitamins and zinc
are removed by dialysis and should
require higher amounts. Patients should
use dialysis appropriate multivitamin for-
mulations. 

Griffin concluded with some special
dietary considerations, such as avoiding
star fruit (it is fatal in uremia and
should never be eaten), that peritoneal
dialysate contains calories and carbohy-
drates must be calculated for diabetic
patients, and that herbs should be avoid-
ed because they can be toxic with renal
compromise.

Jamie Uva, RD, is an outpatient 
dietitian for Gay Men’s Health Crisis
and New York Presbyterian Hospital.
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Lipodystrophy in women: more data from the FRAM Study

By Tim Horn, senior writer and editor,

AIDSmeds.com

New data from a large study
indicates that a loss of fat
(lipoatrophy) is a common

occurrence in HIV-positive women.
The women-only results from the Fat
Redistribution and Metabolic Change in
HIV Infection (FRAM) study, much like
the FRAM study data involving men
published in 2005, also indicates that
increased fat (lipohypertrophy) is  not
more likely to occur in HIV-positive
women compared with HIV-negative
women.

For several years, beginning with
the widespread use of HIV combina-
tion  therapy, different types of body-
shape changes—notably lipoatrophy of
the face, arms, and legs, and lipohy-
pertrophy of the abdominal area—
have been reported by numerous HIV-
positive people and their health-care
providers. In turn, they were both
unofficially lumped together as a sin-
gle syndrome called “lipodystrophy,”
likely caused by anti-HIV drug treat-
ment.

Researchers, however, have long
questioned if these two different types
of body-shape changes are related.
Some HIV-positive people don’t have
any signs of lipoatrophy or lipohyper-
trophy. Some experience one or the
other, whereas others experience both.
Because different HIV-positive people
seem to experience different problems,
it has been difficult to determine if
either of these body-shape changes is
truly a unique complication caused by
HIV or its treatment.

For researchers to understand the
cause(s), of prevention, and treatment
of these complications, studies to
determine if these body-shape changes
are unique among HIV-positive peo-
ple—and how these body-shape
changes  relate to each other—have
been needed.

FRAM is one such study. It is head-

ed by Dr. Carl Grunfeld of the
University of California, San
Francisco. Between June 2000 and
September  2002, FRAM enrolled
1,480 volunteers, including 1,183
HIV-positive people  and 297 HIV-
negative people. HIV-negative study
volunteers were included  for compari-
son purposes. Of 1,480 enrolled, there
were 350 HIV-positive  women and
142 HIV-negative women.

The study results involving women
were reported in the Aug. 15 issue of
the Journal of Acquired Immune
Deficiency Syndrome. Data involving
the HIV-positive men compared with
HIV-negative men are currently
reviewed in our lipodystrophy lesson.

Much like the comparison between
HIV-positive and HIV-negative men in
FRAM, lipoatrophy was more com-
mon among the HIV-positive women
compared with the HIV-negative
women. Approximately 28% of the
HIV-positive women had “clinical”
lipoatrophy of at least one part of the
body—fat loss that  was reported by
the study participants and confirmed
by the researchers during a physical
examination—compared with 4% of
the HIV-negative women.

More HIV-positive women, com-
pared with HIV-negative women,
reported fat loss in the cheeks, face,
arms, buttocks and legs. HIV-positive
women were also more likely to report
a decrease in their waist size compared
to  their HIV-negative counterparts.

The study also demonstrated that
HIV-positive women do experience
lipohypertrophy. However, clinical
lipohypertrophy was just as likely to
be seen in the HIV-negative women.
Approximately 62% of the HIV-posi-
tive  women had lipohypertrophy of at
least one part of the body, compared
with 63% of the HIV-negative women.

HIV-negative women were more
likely to have lipohypertrophy of the
cheeks, face, arms, buttocks, legs,
neck, chest and upper back. There was
no statistically significant differences

between lipohypertrophy of the  waist
or the abdomen in the two groups of
women.

Magnetic resonance imaging (MRI)
data were also reported. The amount,
or volume, of visceral fat—fat deep
within the body that can cause the
abdominal area to appear enlarged—
was significantly lower among women
with clinical lipoatrophy compared
with the HIV-positive women without
lipoatrophy.

Just like the FRAM data involving
men, these results indicate that for
women too, lipoatrophy is a unique
complication caused by HIV and/or
HIV medications. Similarly, FRAM
suggests that lipohypertrophy is not a
unique complication of HIV infection
or HIV treatment, given that visceral
fat  increases were seen in a large per-
centage of HIV-negative women as
well.

The one major difference between
the men and women in FRAM
involves fat accumulation in the upper
trunk (the chest and back). The women
without  clinical lipoatrophy had
greater amounts of visceral fat and
subcutaneous fat—fat under the skin—
in the upper trunk than the HIV-nega-
tive women. With the men, the volume
of visceral and subcutaneous fat in the
upper trunk was no different in those
without lipoatrophy compared with the
HIV-negative men.

The study also suggested that lipoat-
rophy and lipohypertrophy are not
linked. Women who had increased vis-
ceral fat were more likely to have
increased (not decreased) subcutaneous
fat. In other words, FRAM suggests
that visceral fat and subcutaneous fat
either increase together or decrease
together; one doesn’t go up while the
other goes down.

As is reviewed in our lipodystrophy
lesson, the FRAM results involving
the male volunteers have been frustrat-

(See Lipodystrophy, page 10)



ing to a number of people. It is likely that the
newest results involving the female volunteers
will cause equal consternation.

A common misperception of the FRAM study
is that lipohypertrophy is not a problem for HIV-
positive men or women. However, neither the
male or  female data support this.

FRAM concludes that abnormal fat increases
can and do occur in HIV-positive people, but not
necessarily to a greater extent than HIV-negative
people. Nor does the FRAM study suggest that
these fat increases are “healthy,” given that they
are also seen in HIV-negative people. Numerous
experts, including those associated with the
FRAM study, stress that enlarged visceral fat
deposits are not healthy. They can cause  serious
problems for both HIV-positive and HIV-nega-
tive people.

It is also important to recognize that FRAM is
not a perfect study. For  starters, it is a cross-sec-
tional study. This means that the study relied on
a one-time “snapshot” of all patients enrolled.
Because it didn’t follow the study volunteers
over time, it’s impossible to know how their
body shapes changed since starting HIV drug
treatment or how their body shapes will continue
to change in the future.

While FRAM suggests that lipoatrophy, and
not lipohypertrophy, is the primary concern fac-
ing HIV-positive people, the cross-sectional
study design doesn’t really permit this conclu-
sion. Without knowing when the HIV-positive
people experienced lipohypertrophy—perhaps
after HIV drug treatment was started—it cannot
be concluded that anti-HIV treatment doesn’t
cause a syndrome (lipodystrophy) that can result
in lipohypertrophy and lipoatrophy (even if it is
much more likely to cause lipoatrophy).

What’s more, FRAM did not compare HIV-
positive people on anti-HIV treatment with HIV-
positive people not taking any anti-HIV medica-
tions. In  turn, it can be very difficult to come up
with a real understanding of the body-shape
changes caused by HIV or its medications based
on a study that  includes only HIV-positive peo-
ple on drug treatment to HIV-negative people
not on HIV medications.

Source
The Fat Redistribution and Metabolic Change in HIV
Infection (FRAM) Study Team. Fat distribution in
women with HIV infection. J Acquir Immune Defic
Syndr. 2006;42(5):562–571.
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Keep current! 
Log on to 

www.hivaidsdpg.org
24 hours a day!

ADA Has Your Journal CPE
Costs Covered!

ADA’s newest mem-
ber benefit saves you
time and money as
you complete your
continuing profession-
al education (CPE)
requirements.
Beginning with the
March 2005 issue,
members can receive
up to four units of CPE at
no additional charge each
month by reading speci-
fied Journal articles and
taking the accompanying
test.

Journal articles that meet
your learning needs and are
identified as approved for
CPE credit are worth two
CPEUs (continuing profes-
sional education units)
each, and are classified by

the Professional
Development Portfolio
(PDP) as “pre-
approved, self-study.”

At no cost, and in
the convenience of
your home or office,
take advantage of a
number of self-study
Journal articles for

your CPE needs.

Of course, for 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 your five-
year cycle, you’re bound to
find many that meet your
particular needs.
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Lucia Vining, MS, RD, LD
2006-2007 HIV/AIDS DPG
chair

Nicole Garfield, RD
Jacqui Brockman, RD
2006-2007 Positive
Communication editors

New membership year brings new DPG challenges, goals

It is with great excitement and pleas-
ure that I write this message as the
2006–2007 chair of the HIV/AIDS

Dietetic Practice Group (DPG). I take
over from Karen Bellesky, MS, RD,
who did an outstanding job in leading
our DPG during the last year. I am also
preceded by many wonderful individu-
als who advanced our DPG from its
early formation stage to where we are
today. It is my hope that during my
tenure as chair, I will be able to live up
to their legacy as “movers and shakers,”
and that the field of HIV nutrition will
continue to advance.

This is an extraordinary time in the
field of HIV nutrition. Dramatic gains
have been made in the understanding of

HIV/AIDS as a multi-
faceted disease, and the
knowledge that proper
nutrition truly does
make a difference in the
lives of persons living
with HIV. As we move
forth in areas of public
policy and legislation,
many nutrition profes-
sionals are working tirelessly every step
of the way to make sure that nutrition
care is included. Research continues to
prove that proper nutrition increases
medication adherence and improves
overall health, and individual dietetics
professionals working in HIV care con-
tinue to make a difference every day.

I look forward to an
active year, filled with
challenges and opportu-
nities to move our
organization into the
future. I will, of course,
be working with a great
team, our 2006-2007
Executive Committee.
We look forward to

meeting you face-to-face or on the elec-
tronic mailing list. Please feel free to
contact us anytime with questions,
issues, comments or concerns. See page
2 for Executive Committee contact
information.

Thank you for all that you do!

Lucia Vining, MS, RD, LD

We hope that everyone has enjoyed the summer, and we
would like to take this time to apologize for the time-
liness of the summer issue. As some of you may

know there were some complications, beyond anyone’s control,
in the editorial transition of Pos Com. We are now on the right
track and hope that for the future this newsletter will be a great
resource and benefit to all dietetic practice group members. 

That being said we are looking for authors to write newsletter
articles. If you have articles that have been published in other
papers or journals that you think would be of interest to our mem-
bers, or perhaps have a new topic or suggestions, please contact
us. We would love to include your article in an upcoming issue.
We would also like to have a quarterly member or organization
spotlight, highlighting achievements in HIV/AIDS care. If you
would like to nominate someone or someplace, or even yourself,
let us know. It is the contributions of the members that make this
newsletter so valuable. Thank you to all who have contributed
articles, and thank you to everyone that has helped us become
acquainted with this position. 

Note: A hard copy of this issue will be included with the fall
2006 issue.
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Thanks to DCI for sponsoring Positive Communication for the 2006-2007 year!

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/
suggestions, 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 registration 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.

Join fellow HIV/AIDS DPG members online!


