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Phoenix Rising:  A Home Care HIV 
Nutrition Success Story
By Theresa Galvin, MS, RD, CD-N

Introduction   

The first recognition of AIDS as a 
major epidemic associated with 
a high mortality rate occurred 

in 1981 (1). As early as 1987 the link 
between nutrition and HIV was already 
being established and thought to be a 
cofactor in disease progression (2). With 
the documented occurrence of macro-
nutrient and micronutrient deficiencies, 
coupled with the deleterious effects of 
these deficiencies on immune system in-
tegrity, the correlation of immunity and 
nutrition was undeniably highlighted 
(3,4). In addition, Kotler et al postulated 
that body weight had a relationship to 
the timing of death: a body weight of 
66% of ideal predictive of mortality (5).

The role of the registered dietitian 
(RD) in the HIV health care team has 
been and continues to be highly regard-
ed. It has grown tremendously within 
the last two plus decades of the AIDS 
epidemic as demonstrated by the devel-
opment, visibility and respect of those 
specializing in the field. Further, it has 
remained an integral part of the provi-
sion of total patient care and disease 
management. 

Nutritional assessment of the HIV-
positive client has subsequently evolved 
into a cutting edge skill with significant 
parameters above and beyond early 
standards (6) of measurement such as 
weight history and protein assessment. 

Take that one step further into the world 
of home care. The American Dietet-
ics Association brought the meritori-
ous effects of the provision of medical 
nutrition therapy in the home to the 
forefront in 1999 (7). Home care is: 
unique, all encompassing, multifaceted, 
dynamic, challenging, independent yet 
interdisciplinary, integrative, interactive, 
highly rewarding and privileged. In no 
other setting where nutrition services 
are rendered does the RD have the type 
of “real time” impact on, and intimacy 
with, the HIV client and their disease 
process as in the home care environ-
ment. For it is within the confines of 
the home that the HIV home care RD is 
fully called to task: to nourish, nurture 
and sustain; to develop care plans that 
cater to individual needs inclusive of not 
just the nutritional, but the medical and 
psychosocial issues of the client, and to 
address the inherently challenging and 
complex factors found in the client’s 
living environment. It is privileged in 
that the home care RD truly becomes 
immersed and companion to those HIV 
clients entrusted to their care. 

With the advent of new and ever 
evolving HIV medication regimens, the 
AIDS epidemic, once thought to mean 
inevitable death, has been transformed 
from certain fatality into a disease of 
chronicity for most clients. Arising from 
this transformation has been a natural 
and necessary shift on the focus of HIV 
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nutrition. True to the early years of the 
epidemic, some clients may still pres-
ent with the type of acute, uncontrolled 
and advancing HIV disease that requires 
aggressive interventions. Others present 
with comorbidites that speak more to the 
chronicity of the illness e.g., heart dis-
ease, hypertension, and diabetes. Hence, 
the HIV RD, with access to and utiliza-
tion of better assessment tools, must first 
choose then provide appropriate and wide 
ranging nutritional interventions based on 
the status of the individual client.

Proper medication management, 
HIV stability and appropriate nutritional 
interventions, when coupled with patient 
empowerment and a stronger than steel 
will to live can facilitate the turn of 
the clock from “death by definition” 
to clinical resurrection. The following 
case study exemplifies a home care HIV 
nutrition success story. 

Case Study
SJ was a 44-year-old male when admit-
ted to our home care agency in Novem-
ber of 2001. He had been diagnosed 
with HIV in 1996. His diagnosis history 
included the following opportunistic 
infections (OI’s):  Pneumocystis carinii 
pneumonia (PCP), cryptosporidiosis and 
oral candidiasis. His medication profile 
indicated he was not currently on highly 
active antiretroviral therapy (HAART), 
but was taking Bactrim for PCP prophy-
laxis. The referring physician had classi-
fied him as having nutritional marasmus 
and cachexia. 

His home health care team included 
Skilled Nursing (SN), Physical Therapy 
(PT), Home Health Attendant (HHA), 
Nutrition Services, and of course the 
client himself. 

Upon admission to Nutrition Services 
SJ presented with the following nutri-
tional parameters: Height: 6’, Weight: 95 
lbs, Ideal Body Weight (IBW):  178 lbs 
+/- 10%, Usual Body Weight (UBW): 
180 lbs, and a BMI <19 kg/m2. He was 
last at his UBW seven months prior to 
admission. His weight of 95 lbs was 
a 47% weight change from his UBW 
of 180 lbs and put him at 53% of both 

his UBW and IBW. Based on Kotler’s 
postulation (3) SJ should not have been 
alive, even at the start of home care 
services, as his body weight was below 
66% of ideal. Labs (Table 1) revealed a 
borderline low albumin (value 3.6 g/dL) 
(Graph 1) and a CD4 count of 80 cells/
mm3 (Graph 2). Viral load was not yet 
being documented. He was on a Regular 
Diet with a standard 1 calorie/cc supple-
ment, the latter which he was not tolerat-
ing. His estimated calorie and protein 
requirements were 3,700-4,200 kcals/
day and 123 g/day respectively. The 
24-hour diet recall obtained revealed he 
was consuming only 32% of calorie and 
49% of his protein needs. His nutri-
tional risk was further compounded by: 
anorexia (having been started on Megace 
with questionable response); a history 
of gastritis/duodenitis (treated with 
cimetidine); nausea/vomiting (treated 
with Compazine with poor response); 
and a host of food insecurities. SJ also 
had chronic diarrhea, which was being 
treated empirically with lomotil and 
paromycin (again with poor response). 

 SJ was classified as being at high 
nutritional risk secondary to inadequate 
anthropometrics and multiple medical 
problems. RD recommendations in-
cluded a change in supplement to one 
more isotonic, addition of a multivi-
tamin with minerals and enrollment 
in a meal delivery program. Extensive 
nutrition education included SJ, SN 
and his HHA, with a focus on symptom 
management especially for gastrointes-
tinal (GI) issues, food and water safety, 
and plans to revisit the effectiveness of 
his anti-emetic and anti-diarrheal agents 
as needed. In addition, the rationale for 
the use of a prescribed appetite stimulant 
was questioned due to SJ’s multiple GI 
symptoms. After this initial RD evalua-
tion, the team’s care plan included RD 
follow-up visits once to twice a month 
for continuous assessment, monitoring, 
education and interventions as needed. 

Over the course of the next 2 months, 
SJ had some mild but insignificant im-
provement in both weight status (Graph 
3) and responsiveness to medications 
prescribed for GI symptoms. Addition-



3Positive CommunicationWinter 2008

Executive Summary: Association of Nutrition Services 
Agencies (ANSA) 2007 14th Annual Conference: Mapping 
The World Of Nutrition

By Alan Lee, RD, CDE, CDN, CFT, Kim 
Madsen, Med, RD, Lisa Zullig, MS, RD

This year’s ANSA conference in 
Chicago from August 24-26th, 
2007 stepped up and brought 

forth new information and best practices 
for the over 250 people in attendance. 
There are now seven tracks to the confer-
ence: Advocacy, International, Leader-
ship, Nutrition, Operations, Program 
Design, and Resource Development. 

ANSA has published a “Mapping The 
World Of Nutrition” overview guide of 
federal funding for nutrition programs. 
There is a growing consensus that the 
field of nutrition is larger and more 
complex than previously understood. The 
separate silos of HIV/AIDS nutrition, 
anti-hunger initiatives, food banks, senior 
nutrition, child nutrition, and nutrition 
research in fact overlap and each occu-
pies an important place in the continuum 
of positive nutrition care for vulnerable 
people everywhere. The guide is a timely 
resource and will be available on-line 
soon at: www.ansanutrition.org.

If you were to take away one mes-
sage from the conference, it would be 
that something as simple as good food 
and good nutrition can achieve so much 
in keeping us healthy and in warding 
off disease. We like the phrase “food 
as medicine” – and some aspects of the 
conference showed that “taking food” 
can be as effective in healing as “taking 
medicinal drugs.” As the leading peer-
to-peer nutrition conference for dieti-
tians who care for critically ill people, 
this forum is a wonderful way for dieti-

tians to network, share, and learn from 
one another. A synopsis of the nutrition 
track is below. 

Shhhhhhhh! The Spirits Are 
About To Speak! A Crystal Ball 
Look Into Emerging Food Trends
David Grotto, RD, LDN, is the President and 
Founder of Nutrition Housecall, LLC which 
is a nutrition consulting firm that services the 
healthcare and food industries. 

Dave began his captivating presentation 
with stunning statistics about the health 
crisis facing many Americans. It is es-
timated that 75% of the population will 
be overweight or obese in the next eight 
years. The average American consumes 
over 3,700 calories per day. It is feared 
that the current generation will be the 
first not to live as well or as long as their 
parents. Much of the data presented in 
this session was obtained via Health 
Focus International (www.healthfocus.
com) which is a consumer health and 
research based company. Many food 
companies use their research to assess 
consumers’ attitudes towards food. 

There are many emerging food and 
health trends that affect all of us. Some 
of the core trends today are: well-being/
balance, stress management, preven-
tion/self-care, functional foods, organic 
versus local farming, and anti-aging. 
Seventy five percent of people surveyed 
perceived that balance was missing from 
their lives. People wanted to achieve 
balance by eating healthier, as well 
as having more family, spiritual, and 
leisure time. People are stressed out 
and tired and want to have more energy 
that is positive and natural, not just a 
“buzz” that they can achieve from caf-
feine. Only 12% of consumers strongly 
agreed that they can manage their stress 
levels. Many consumers are confused 
about portion sizes and do not perceive 
that they have enough time to exercise. 
Generation X (ages 30-42) are more 
concerned about making sure they ob-
tain local and organic foods compared to 

older Baby Boomers (ages 50-64). 
There are four pillars to food deci-

sion making that are important to the 
consumer: taste, convenience, cost, and 
health. Top functional food/nutrient 
trends include: whole-grains, green tea, 
plant sterols, fiber, omega-3 fatty acids, 
calcium, antioxidants, and pomegranate 
juice. Top health claims that consumers 
care about are “heart healthy,” “supports 
the immune system,” and “may reduce 
risk of cancer.” Consumers are embrac-
ing the idea of “food as medicine” and 
want to know from clinicians: “What can 
I eat for….” They want personalized rec-
ommendations and hybrid do-it-yourself 
eating plans. Consumers ultimately want 
small encouraging steps to help moti-
vate them to change to feel better and 
improve their quality of life.

Micronutrients and HIV
Vijaya Juturu, Ph D, FACN, Dr. Juturu is 
the Director of Scientific Affairs at Nutrition 
21, Inc. 

There were several educational ob-
jectives of Dr. Juturu’s presentation, 
including the use of micronutrients in 
maintaining health, delaying disease 
progression and initiation of highly ac-
tive antiretroviral therapy (HAART) in 
HIV-infected individuals. Dr. Juturu be-
gan with an overview of micronutrients 
in health and disease, specifically HIV. 
Micronutrient deficiencies often occur 
in HIV-positive populations and they 
are associated with impaired immune 
response, weakened epithelial integrity 
and accelerated disease progression. In 
fact, while micronutrient supplementation 
is common among HIV-infected individu-
als in North America, nearly 30% are 
deficient in one or more micronutrients. 
Dr. Juturu discussed several observational 
studies of both vitamins and minerals in 
HIV-infected persons receiving HAART. 
Higher serum levels of vitamins A, E, 
B12, folate, tocopherols and carotenes 

(See Executive Summary, page 4)
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(Executive Summary, from page 3)

were found in HIV-infected persons re-
ceiving HAART. Dr. Juturu also provided 
an overview of the connections between 
zinc, selenium, and iron deficiencies and 
decreased immune function, as well as, 
varied micronutrient interventions in 
HIV-positive populations. 

A highlight of her presentation was 
the discussion of a recent selenium study 
conducted at the University of Miami. 
This was a nine-month, randomized, 
double-blinded, placebo-controlled trial 
of 174 HIV-positive participants, that 
examined the effect of daily selenium 
supplementation (200 mcg). Signifi-
cant decreases in HIV-1 viral load and 
increases in CD4 cells were found, sup-
porting the use of selenium as an easy, 
safe and inexpensive adjunct therapy in 
HIV disease. Dr. Juturu closed her talk 
by reviewing current knowledge and 
research gaps, and providing a guide of 
the more than 23 ongoing NIH studies 
concerning HIV and micronutrients. 

Evolving Mindsets in the  
International Arena for Nutrition 
and HIV/AIDS Programming
Cade Fields-Gardner, MS, RD is an HIV-
specialist and the Director of Services for 
The Cutting Edge in Cary, Illinois.

Cade provided a wonderfully insightful 
talk about nutrition programming for 
HIV/AIDS in the international arena. 
Utilizing her direct experience in pro-

gramming practices and lessons learned, 
Cade discussed the challenges in deal-
ing with the evolution of government 
funded programs, such as the Office of 
the Global AIDS Coordinator (OGAC) 
and the President’s Emergency Plan for 
AIDS Relief (PEPFAR). In her interna-
tional role, she found that nutrition and 
HIV were routinely discussed but rarely 
understood. Nutrition’s relationship to 
HIV/AIDS, and its importance, is often 
overlooked. Prior to HIV, nutrition was 
thought of as a socioeconomic issue, not 
a medical one. In fact, PEPFAR very 
recently became the first to incorporate a 
nutrition component (Sept 2007). 

Approaches to nutrition and HIV/
AIDS internationally include using food 
as an incentive to seek medical care and 
program participation. 

Nutrition needs to be a medical con-
cern and supportive of all interventions 
and not based just on HIV status as, 
in some cases, food is more expensive 
than medications. Nutrition should be 
considered along with psychosocial and 
economic issues. The nutrition program 
must be sustainable to ensure continued 
benefit from the aid. Another approach 
took into consideration the possibil-
ity of recipients becoming dependent 
on the food aid. This is important to 
avoid since dependence on food aid 
can result in people not working and 
consequently destroy a community. To 
prevent this, food provision is decreased 
as health improves. It is also important 
to integrate and institutionalize nutrition 

into programs and practices within the 
social and cultural constraints that exist. 
Circumstances such as poverty, local 
customs and traditional medicine/healers 
strongly affect the ability to intervene. 
Nutrition programs need to be individu-
alized, a one size fits all approach does 
not work. Each individual’s needs must 
be taken into account. There are op-
portunities for RD’s internationally that 
would involve assessment and develop-
ment of programs and projects, or to do 
research to answer the many questions 
and test the methods used for program-
ming in nutrition and HIV.

Living with HIV Infection: A 
Holistic Approach
Saroj Bahl, Ph D, RD, LD is a nutritionist 
and an associate professor at the University 
of Texas- Dental Branch in Houston. 

Dr. Bahl began her inspiring presenta-
tion by relating a personal story of how 
she came to work in HIV nutrition. With 
enthusiasm and humor, she explained 
how this connection began, and how it 
led her on a personal journey to embrace 
the holistic approach. 

Recognizing the whole individual and 
how the individual relates to the environ-
ment is a basic principle of this style. Dr. 
Bahl emphasized its values of analyzing 
the whole person, including lifestyle, 
emotional, spiritual and social values, 
along with their medical and nutritional 
issues. Considering these matters can 
help our clients learn to achieve balance 
in their lives.

Although many definitions for Com-
plementary and Alternative Medicine 
(CAM) exist, Dr. Bahl explained that 
the National Center for Complementary 
and Alternative Medicine has grouped 
CAM interventions into five domains. 
These include mind/body interventions, 
biologically-based therapies, manipula-
tive/body-based methods, alternative 
medical systems and energy therapies. 
Its use is prevalent among the general 
US population and is also common 
among people living with HIV/AIDS 
(PLWHA) regardless of the definition 
used. Dr. Bahl explained that for those 
living with HIV/AIDS, it can be used 
for several reasons, including symptom 

(See Executive Summary, page 8)
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Case Study, Continued: One Man’s Journey Battling HIV 
Part 1 of this case study can be found in the spring issue of Positive Communications

By Barbara Craven, PhD, RD, LD

Review of Case

DH was a 47-year-old male with 
a three-year history of HIV 
diagnosis, progressive weight 

loss and onset of blindness for the past 
year. He came to the infectious disease 
clinic with complaints of diarrhea for 
one year not specific to foods and chew-
ing and swallowing problems due to 
pain. He denied lactose intolerance. He 
stated he tries to eat convenience foods 
due to blindness and ease of preparation. 
The restaurants he frequented most were 
fast food.

Further tests were done to obtain 
recent values and evaluate his current 
status (Table I). A decreasing CD4 and 
increasing viral load (VL) were seen.  
This might be expected after a recent 
severe infection such as Pneumocys-
tis carinii pneumonia (PCP). The low 
CD4 and high VL indicated that his 
antiretroviral therapy (ART) regimen 
was not suppressing the HIV virus 
and should be adjusted. Reasons his 
regimen was failing could be lack of 
adherence to medication regime, build-
ing of resistance, medication toxicity, 
malabsorption of medications or any 
combination of these.  A resistance test 
was performed to determine if he was 
resistant to any medications. The results 
showed very low amounts of resistance 
indicating the unsupressed viral load 
was probably due to lack of adher-
ence to taking medication and possibly 
malabsorption.  A newly released HIV 
medication cocktail of three drugs in 
one pill per day, Atripla, was started. It 
contains Sustiva (efavirenz), Emtriva 
(emtricitabine) and Viread (tenofovir 
disoproxil fumarate) (1)(2). Switching 
to this regimen eliminated the protease 
inhibitor that conflicted with so many of 
his other medications, and since it was a 
once a day regimen, also reduced the pill 
burden.  Sustiva does have neurological 

Table I.  Results of New Tests

CD4 43 600 – 1200 cells/mm3

VL 17,420  0 (<502) copies

Hct 35.6 Males   41 – 53%

Hgb 11.2 Males  13.5 – 17.5 g/dL

MCV 89 80-100 um3

WBC 18  4.5-11.0  k/L

Glu 84 64 – 99 mg/dL

Albumin 2.2 3.5 – 5.5  g/dL

BUN 16 7 -18 mg/dL

ALT 49 0 - 35 u/L

AST 63 8-35 u/L

Alk Phos 293 38 – 126 u/L

Total Bilirubin 1.9 0.1 – 1.0 mg/dL

LDH 189 105-333 u/L

Ca 8.4 8.4 – 11 mg/dL

Phos 3.5 3 - 4.5  mg/dL

Chol - total 100  160 – 199 mg/dL

Trig 298  <150 mg/dL

CMV load 232 < 15 

Serum Amylase 53 60-160 Somogyi units/dL

Serum Lipase 45 56 to 162 u/L

Serum Ferritin 14 Male 15-200 ng/mL

Iron Bind capacity 489 245-430 mcg/dL

Serum Folate 3.8 4-20 ng/mL

B12 200 200-900 ng/mL

Stool analysis + for CMV and steatorrhea

Cognitive test < 8  where normal is > 10

side effects in some people, however the 
decision was made that it was more im-
portant to encourage adherence. Increas-
ing his immune function would help him 
recover from Candida and reduce his 
cytomegalovirus (CMV) load.  In addi-
tion, DH immediately began intravenous 

(5 mg/kg twice daily) ganciclovir for 
two weeks to combat CMV followed by 
oral treatment valganciclovir 900 mg 
twice daily (3). The liver tests mean-
while showed that he was positive for 

(See Case Study, page 6)
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hepititis C. Biopsy tests revealed moder-
ate cirrhosis of his liver. Treatment 
for hepatitis C was delayed until his 
immune system was reconstituted and 
then would be revaluated. Urine tests 
came back negative and the Neutraphos 
and Cipro were discontinued.  Amylase 
and lipase were below normal indicting 
a pancreatic insufficiency, which would 
probably account for the steatorrhea. His 
iron levels were low, as well as B12 and 
folate, the probable cause of his anemia. 
Prilosec was discontinued and Maalox 
was adjusted to an as needed basis to 
limit further interference of B12 absorp-
tion. Zovirax was continued. Alprazolam 
was discontinued due to its side effects 
of blurred vision and confusion and 
replaced with Prozac. Myambutol was 
discontinued due to its side effects of 
appetite loss and disorientation and re-
placed with Biaxin. Lamprene was also 
discontinued as it was determined to not 
be needed. The Nystatin was changed 
to Fluconazole, a systemic fungicide 
for treatment of Candida.  A bicarbon-
ate buffered pancrelipase enzyme was 
administered at each meal to aid in 
digestion.

Medical Nutrition Therapy
Nutritional support was begun imme-

diately while the other tests where being 
conducted. Because of his poor sight and 
cognitive disabilities, DH was referred 
to a nursing facility where he would 
receive his medications and his daily 
needs and diet would be administered. 
Generally, 35 kcal/kg body weights are 
calculated for energy needs in conditions 

of increased metabolism and inflamma-
tion. Protein requirements are high in 
advanced AIDS as well, and are recom-
mended at 1.2-2 g/kg body weight. Due 
to his diarrhea and pancreatic issues, 
a low fat diet was prescribed (20% of 
total calories as fat with < 7% saturated 
fat and the remaining in monosaturates 
and omega-3 polyunsaturated fatty 
acids (PUF) (4). There is little research 
concerning dietary influences in HIV-
associated dementia (HAD), however a 
diet high in monosaturated fats, omega-3 
PUF and low in saturated fats may 
have a preventative effect on cogni-
tive decline win HIV-negative subjects 
(5). Other nutrients that have shown a 
protective affect on neuronal cell death in 
the brains of people with HIV are whey 
protein (increases glutathione levels), N-
acetylcysteine (NAC), flavanoids, green 
tea (epigallocatechin gallate-EGCG), soy 
protein (plant estrogens) and antioxidants 
C and E (6).  This patient was prescribed 
a diet of 2005 kcal, 103 g protein, 44.5 g 
total fat, 298 g CHO and soluble fiber at 
4 grams per day. A liquid multivitamin 
with two times the recommended allow-
ance (RA) of B-complex, 15 mg zinc, 
200 mcg selenium, RA of all other vita-
mins and minerals and 1200 mg calcium 
citrate with vitamin D at 400 IU divided 
into two doses was prescribed to be taken 
with food. Fluid needs were calculated at 
38 mL/kg body weight per day allowing 
extra for fluid loss in diarrhea.  A general 
soft diet was prescribed with some other 
restrictions; no simple sugars, lactose-
free except for fat-free yogurt and 
fat-free cottage cheese (high in cyteine 
and glutamine), no soft drinks, caffeine, 
chocolate or fried foods and low sodium 
(<2400 mg/day). 

Due to his candidiasis, difficulty 
swallowing, poor dentition and diarrhea, 
a lactose-free, sugar-free liquid supple-
ment (Prosure) was prescribed at two per 
day; providing 325 kcal, 14 g protein, 
8 g fat, plus 1 g fish oil in addition to 
his soft diet to increase the potential 
for an adequate nutritional intake.  His 
current health insurance allowed him 
to be reimbursed for up to two liquid 
supplements per day. Along with this, a 
pancreatic enzyme was prescribed to aid 
his digestion and absorption of nutrients 
and medications. His diarrhea ceased 
after administering diet and medications 
for one week. 

He still had little ability to chew or 
swallow food due to poor dentition and 
an appointment was made for him to see 
a dentist that worked with HIV patients. 
The plan was to help him heal the ery-
thematous gingival and replace his total 
dentition with dentures. This would take 
months and in the mean time he needed 
strong nutritional support. 

Three days after beginning new 
medications, DH was recovering from 
his candidiasis. He visited the infec-
tious disease clinic every day for his 
intravenous gancicclovir. These were 
opportune times to begin educating him 
in foods that he should consume more 
of and those he should avoid. Since he 
was blind and had reduced cognitive 
ability, written materials were not used. 
Frequent visits, short sessions of 20 
minutes, and repeated lessons with food 
examples and tactile stimuli were used 
to educate him. 

He continued his liquid supplemen-
tation and after three weeks a marked 

  Baseline 1 Month 2 Months 3 Months 4 Months 5 Months

Weight 126 131.2 138 145 153 156

BCM 49.1  52.21  55.5 59.4 60.2 61

Total Fat 11.3  13.1 16.25 21.75 27.54 31.2

Table 2.

(Case Study, from page 5)

(See Case Study, page 7)
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improvement was noted. He was eating 
regular foods by then and his Candida 
had remised.  His dietary education 
was slow and he visited the clinic two 
times a week after the first two weeks 
of ganciclovir treatments for 20-minute 
sessions in dietary education.  He con-
tinued liquid nutritional supplements for 
the next eight months and was started on 
Megace (appetite stimulant) the second 
week of his treatment. 

After one month his labs revealed 
a 20-point increase in his CD4 and his 
viral load was 1034 copies. Weight gain 
at one month was 5.2 pounds. At three 
months his CD4 was over 200 cells mm3 
and his VL was undetectable (<50 cop-
ies). I repeated bioelectrical impedance 
analyses monthly to track his recovery 
(Table IV).  At five months his weight 
was 93% of his ideal body weight. Body 
cell mass (BCM) recovery was only 
partial. Megace is very estrogenic and 
sometimes causes more gain of fat tissue 
than BCM in the short-term.  At four 
months an exercise program was started 
for DH at the nursing facility. Exercise is 
an excellent way to regain muscle mass 
in people with HIV. It consisted of walk-
ing and light weights.

His dental treatments progressed and 
after one year he had a full mouth of 
dentures. At this point, I prescribed a 
normal diet with these restrictions: limit-
ed simple sugar, low fat with <7% of fat 
calories as saturated and the remaining 
as monosaturates, lactose as tolerated, 
20 g fiber per day, cold water fish four 
times a week. His nutrient requirements 
at that point were determined to be 30 
kcal/kg body weight (BEE) plus a 1.1 
activity factor = 2339 kcal; 1.3 g protein/
kg body weight (92 g) and 15% of total 
calories as fat (38 g) (20).  

After a year of treatment and follow-
up, he recovered only partial cognition 
and none of his vision. He remained 
90% blind and could only see shadows. 
His albumin was normal (4.1 g/dl) and 
he was no longer anemic. He had gained 
back 93% of his usual body weight and 
was essentially nutritionally repleated. 
He no longer had Candida or CMV and 

his skin was normal. He still had black 
and blue patches on his arms consistent 
with Kaposi’s sarcoma (KS). Over all, 
he was greatly improved.
Long-Term Nutrition Goals were: 
n  To maintain body cell mass within 

normal limits (WNL)
n  To maintain his weight within normal 

range of his ideal body weight (IBW)
n  To continue his education about 

healthy eating habits and apply them 
to his diet

n  To support his immune function with 
optimal micro and macro nutrient 
intake

Conclusions, Implications and 
Applications
Though DH was not able to recover all 
his cognitive ability or sight, he was able 
to recover his nutritional status and qual-
ity of life. After 1 ½ years at the nursing 
home he was able to return home to live 
with his sister. At that time another sup-
port system was put into place for home 
delivered meals during the week and 
attending a day care for adults with HIV, 
where he continued educational and 
physical activity. A home health nurse 
visited Saturday and Sunday to ensure 
he took all his medications.

DH was in a very depressed physical 
and psychological state when he came to 
the clinic. It took a full medical team to 
bring his immune function and nutri-
tional and mental status back to positive 
levels. Often cognitive dysfunction can 
be misinterpreted as noncompliance 
when it is really a mental deficiency that 
patients can only overcome with help. 
DH recovered to the point that he was 
not a total burden to society. He was a 
useful component of his day care facil-
ity, always wanting to help others. 

This case was a great learning experi-
ence about the extent of mental damage 
opportunistic infections cause in people 
with HIV and how much that can affect 
their nutritional and immune status. DH 
was not able to completely recover his 
mental function, however with the CMV 
under control he improved. If immediate 
action was not taken with DH, he would 

have been completely nutritionally 
depleted very quickly. Future applica-
tions are:
n  Earlier recognition, diagnosis and 

aggressive treatment of opportunistic 
infection 

n  Earlier aggressive nutritional interven-
tion following HIV diagnosis

n  More careful medical and nutritional 
monitoring of people that are diagnosed

People with HIV cannot recover 
from diarrhea, wasting or any nutritional 
deficiency unless the underlying disease 
process is correctly understood and 
treated. Dietitians that work with HIV-
positive people must have a compre-
hensive understanding of opportunistic 
infections, medications and interactions 
to provide effective treatment. Then they 
must know how to aggressively treat 
nutritional deficiencies.
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management, to slow disease progres-
sion, and to feel more “in control” of 
their health. She outlined the safety/ef-
ficacy, benefits/risks, as well as poten-
tial benefits of CAM use for PLWHA. 
Some of the highlighted areas included 
vitamins and minerals, herbs, spices, 
and exercise, especially progressive 
resistance exercise. Dr. Bahl stressed 
the importance of promoting diet and 
exercise equally to our clients.

Lastly, Dr. Bahl challenged par-
ticipants to recognize the psychosocial 
health of our clients. In particular, she 
emphasized the importance of spiritual-
ity and social support in people’s lives. 

The State-Of-The-HAART: HIV 
Medical & Nutrition Update
Allison Beck, PA-C, MPAS, is the Director 
of Clinical Operations at the Open Door, a 
non-profit Ryan White Clinic in Elgin and 
Aurora, Illinois. 

Carla Heiser, MS, RD, LD, is the President 
and Founder of Heiser & Associates & The 
Center for Functional Nutrition. 

Carla and Allison co-presented a very 
well received double workshop on 
cutting-edge medical and nutritional 
strategies for people living with HIV/
AIDS. Three million years of life have 
been saved in the United States as a 
direct result of care of patients with 
AIDS which highlights the tremendous 
advances made in HIV disease treat-
ment. There are emerging HIV preven-
tion efforts being researched. Trials are 
being conducted using topical female-
controlled microbicides that contain 
HIV medications. This can offer new 
hope to women to protect themselves 
against HIV. Pre-Exposure Prophy-
laxis (PrEP), though controversial, is 
also being actively researched around 
the globe. Most of the PrEP trials are 
studying Viread (tenofovir) and Emtriva 
(emtricitabine) once daily. The Centers 
for Disease Control and National Insti-
tute of Health are conducting trials of 
PrEP among 5,000 people in Botswana, 
Ecuador, Peru and Thailand with results 
expected in 2008 and 2009. A Ghana 
trial conducted in 2006, among 900 
HIV-negative sex workers is the only 
PrEP trial to have reached completion. 

Too few new HIV cases occurred to 
conclude whether PrEP was effective 
in preventing transmission. There are 
now two new classes of HIV medica-
tions available. CCR5 Entry Inhibitors 
like Selzentry (maraviroc) which was 
approved August 2007 is to be used in 
salvage patients who have HIV strains 
that are resistant to multiple antiretrovi-
ral drugs. Maraviroc can be taken with 
or without food. The other new class of 
drugs is called Integrase Inhibitors. The 
first one to be approved called Isentress 
(raltegravir) was cleared by the FDA on 
October 12, 2007. Raltegravir can be 
taken with or without food.

Carla Heiser focused on food, macro-
nutrients, and micronutrients to support 
medical issues of HIV and strategies 
to reduce HIV-related side effects. She 
proposes a new clinical algorithm in the 
management of GI side effects consist-
ing of a step-wise implementation pro-
tocol: 1) 21-day elimination diet of the 
potentially offensive food; 2) probiotics; 
3) soluble fiber; 4) L-glutamine up to 
30 grams per day; may be considered. 
There is some evidence to suggest that 
there is a synergistic effect of L-carntine 
supplementation (1-3 grams per day) 
along with testosterone replacement in 
hypogonadal men and weight resistance 
exercise that may reduce total choles-
terol levels. Diabetes and insulin resis-
tance are growing concerns for people 
living with HIV/AIDS. The Functional 
Medicine Research Center, which is the 
clinical research division of Metagenics, 
has some preliminary research using In-
sinase,™ which contains selective kinase 
response modulators (reduced iso-alpha 
acids, acacia bark and heartwood ex-
tract) that may improve fasting insulin 
and lipid parameters. Nutrients that were 
suggested to support thyroid function in 
people with hypothyroidism were iodine, 
B-complex, selenium, zinc, and tyrosine. 
Three case studies with dramatic results 
were presented that showcased the 
power of HIV medical nutrition therapy 
in improving clinical outcomes.
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(Executive Summary, from page 4)

(Phoenix Rising, from page 2)

ally, his diarrhea was still inadequately 
controlled and SJ was at increasing risk 
for dehydration. He was seen in follow-
up approximately eight weeks into his 
admission to RD services at which 
time he appeared frail. Cachectic, and 
too weak to stand for weighing, SJ had 
appropriately discontinued his appetite 
stimulant due to continuing nausea and 
vomiting. SJ had also developed another 
OI, esophageal candidiasis, a further 
indication of his catabolic and immune 
compromised state which would likely 
exacerbate his nutritional depletion. 
His physician formulated plans with 
the home health care team to initiate 
intravenous hydration to offset his risk 
for developing dehydration. Additionally, 
he had low serum testosterone levels. He 
was started on replacement therapy to re-
store levels in the hopes that it may also 
serve to increase appetite and promote 
growth of lean body mass. But within a 
week, SJ was hospitalized for volume de-
pletion and diagnosed with an exacerba-
tion of cryptosporidiosis, shedding some 
light on his persistent diarrhea. This 
along with his low CD4 count suggested 
poor control of his HIV infection.

(part II of this article will be printed in 
the spring issue)

(See Phoenix Rising, page 9)
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Two weeks later he was discharged 
home with the same home care team in 
place. All HIV medications had been 
discontinued. At the RD’s resumption 
of care visit, he was found to be visibly 
cachectic, and although the nausea and 
vomiting had improved via medication, 
his diarrhea persisted. Anti-diarrheal 
agents along with paromycin, now 
coupled with azithromycin, were reiniti-
ated. Additionally, he was finally started 
on a multivitamin with mineral, afford-
ing protection against micronutrient 
deficiencies that he was likely at risk of 
and was provided with additional testos-
terone replacement therapy.

In follow-up one month later, and 
now able to stand, a weight was finally 
obtained:  a 9 lb weight loss was docu-
mented putting SJ at 91 lbs or 51% of 
UBW/IBW. 

The next month, he was diagnosed 
again with cachexia and newly diag-
nosed with neutropenia (treated with 
Procrit and Neupogen). HAART meds 
were reinitiated, the paromycin/azithro-
mycin combination was discontinued 
and medications for his ongoing GI 
symptoms were revamped with RD 
input: Reglan coupled with Compazine 
would be trialed for nausea and vomit-
ing; potassium replacement was appro-
priately initiated; and Periactin was pre-
scribed as an appetite stimulant. He also 
started the new isotonic supplement, but 
exhibited fair to poor tolerance. Despite 
all interventions described, no benefit 
was evidenced and SJ was unequivo-
cally deteriorating. Decreasing weight 
and albumin were noted (Graphs 1,3). 
Nutrient intake (via food, fluids, and 
supplements) was minimal. Unrelenting 
and persistent GI symptoms, seem-
ingly untouched by medication, created 
poor nutrient retention and absorption. 
Subsequently, it could be predicted that 
the GI symptoms would concurrently 
and negatively impact the effectiveness 
of his HIV medication, furthering his 
clinical instability. Within a week he was 
started on IV hydration via a picc line 
for fluid and electrolyte replacement. 

 At this point, we held a case confer-
ence with his current home health care 
team, including the pharmacist at the 
infusion company overseeing his IV hy-
dration. His prognosis was poor, his con-
dition was guarded and his life expec-

tancy was < 6 months on record. It was 
decided that SJ was now considered end 
stage and the new plan of care would be 
modeled as palliative. However, con-
versations that I had with SJ revealed 
he had other plans in mind. Again too 
weak to stand for weighing and unable 
to keep food or fluids down or for that 
matter retained and absorbed, SJ stated 
under no uncertain terms that he was 
“not ready to cash his chips in.”  Despite 
the dismal clinical picture, I took SJ’s 
expressed will to live and persuaded the 
home health care team to consider total 
parenteral nutrition (TPN). Although 
the pros and cons were explored and 
the risk- benefit ratio was looking pretty 
dismal, we proceeded with this decision. 
Accordingly, a new nutrition care plan 
was devised.           

Meanwhile, while SJ was three days 
into IV hydration, he was diagnosed 
with wasting syndrome and was found to 
be extremely anemic with a hemoglobin/
hematocrit of 4.4/13.1 g/dL respectively, 
with an elevated mean corpuscular vol-
ume (MCV) and decreased serum iron 
(Table 1). Not surprisingly, his electro-
lytes were borderline low, especially his 
serum potassium despite replacement. 
Home TPN was finally initiated by his 
physician and would be advanced in 
stages. Stage I included only dextrose 
and amino acids with appropriate mul-
tiple trace elements, multivitamins and 
electrolyte formulations. Stage II added 
the fat emulsion to the TPN making it 
a 3:1 mixture and although receiving 
80 g of protein SJ was only receiving 
approximately 1100 kcals/day which of 
course was less than his requirements 
for weight gain. 

After one week of TPN, I recom-
mended an additional increase in both 
the dextrose and lipid components. His 
physician agreed but felt strongly about 
advancing slowly because of SJ’s com-
promised state.

Two and a half weeks into TPN, I 
made a follow-up visit and obtained a 
weight on SJ of 87 lbs putting him at 
48% of UBW or 49% of IBW. This find-
ing was not a surprise as I had identified 
along the way that the TPN solution was 
inadequate. Additionally, he continued 
with minimal dietary intake and GI 
symptoms and his albumin was plum-
meting, now at 2.7 g/dL, suggestive of 

moderate visceral protein store depletion 
(Graph 1). With his continuing weight 
loss, a further decline in albumin was 
inevitable. Hence, he was exhibiting a 
continuing trend of nutritional depletion 
while at the same time defying Kotler’s 
law of percent weight loss as a predictor 
of mortality.

 I made firm recommendations at that 
point to bring the TPN to its final solu-
tion, which would provide 1,800 kcals 
and 80 g of protein. This, coupled with 
any solids and liquids he could con-
sume, could theoretically prevent further 
loss. In addition, I requested weekly 
lab draws to include serum triglyceride 
levels as well as serum magnesium and 
phosphorus as they were not consistently 
being drawn (Table 1).  

SJ was seen again one month into 
TPN therapy and he had regained 4 
lbs since initiation of and appropriate 
advancement of the TPN solution. Al-
though still suffering from nausea, vom-
iting and diarrhea some improvement 
had been noted especially a decrease in 
the frequency of diarrhea since being 
prescribed Tincture of Opium.  His 
anemia was unresponsive to medication 
and a transfusion was being considered. 
Not surprisingly, SJ had developed stage 
II sacral and buttock decubiti due to his 
bedbound status, further increasing his 
nutritional needs. Protocols for healing 
of decubiti were included in his needs 
assessment. 

Labs continued to be obtained and 
monitored by the RD during the course 
of TPN (Table 1). No specific changes 
were required for additives and his 
triglycerides remained within normal 
limits suggesting continued adequate 
clearance of the lipid faction. The lowest 
albumin value was found at week 5-6 
of TPN (2.5 g/dL).  In spite of a weight 
increase, this decreased value was an-
ticipated due to albumin’s documented 
half-life of approximately 20 days (9). 
It was understood that as long as weight 
gain prevailed, improvement in albu-
min would eventually follow although 
the decubiti might delay this process.                                                                                                                                         
       During a follow-up visit 1 ½ months 
into TPN, I obtained a weight on SJ of 94 
lbs, a 7 lb weight gain on TPN. What we 
didn’t know at the time was this would 

(See Phoenix Rising, page 10)
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be the first major “jump start” to what 
would become SJ’s continuous trend of 
weight gain and nutritional repletion.

During subsequent months, I con-
tinued to visit SJ at the pre-established 
visit frequency, monitoring his weight 
changes, BMI, (Graph 3) labs (Table 1), 
GI symptoms, appetite and effectiveness 
of nutrition interventions and medica-
tion responses. During these visits SJ 
readily shared his delight at his progress, 
continued to exhibit a strong spirit and 
again shared his will to live with me. 
He was able to increase his PO intake 
of both food and fluids, including his 
supplement. SJ was finally anaboliz-
ing: this was reflected clinically in his 
weight and finally in his albumin (2.9 g/
dL) (Table 1; Graphs 1,3). It was also 
evidenced quite undeniably in his spirit 
and demeanor.

Approximately 2 ¾ months into TPN, 
SJ weighed 107 lbs which meant a 20 
lb increase since the start of aggressive 
nutrition support (Graph 3). Unfortu-
nately, he then experienced an exacerba-
tion of his diarrhea and was subsequently 
re-hospitalized secondary to dehydration 
and low blood pressure. During this 
hospitalization he was diagnosed with 
hypovolemia, spontaneous pneumothorax 
and non-specified deficiency anemia. The 
TPN was discontinued during his hospi-
tal stay as he was deemed to be at high 
risk for complications. The timing could 
not have been worse. He remained in the 
hospital for approximately two months. 

Upon hospital discharge, he again 
was readmitted to home care services 
and re-referred back to RD services at an 
enhanced visit frequency. His prognosis 
again was guarded. He presented this 
time at 102 lbs, which suggested a 5 lb 
weight loss while hospitalized. Although 
off TPN, he now exhibited good intake, 
minimal GI symptoms (thanks to a 
positive response to medications) and 
his food insecurity issues were resolved. 
The home care team now included some 
new players: family support arrived in 
the guise of home cooked meals, and 
he was assigned a new HHA that knew 
“southern cooking” much to his fancy. 
He also continued on meal delivery ser-
vices. He did however, continue to suffer 
from anemia and decubiti. No longer 
on aggressive nutrition support (TPN), 
SJ summoned up a rather huge dash 

of determination and set out to replen-
ish and resurrect. Having built a strong 
alliance with the other players on his 
home health team, and with me as his 
“personal nutrition coach”, the pursuit 
for nutrition success began. 

Over the course of the next year, and 
with intense, progressive and consistent 
RD services in place, SJ made tremen-
dous strides: weight gain and repletion 
of BMI began (Graph 1,3). His short-
term weight goal was 145 lbs and long-
term goal 175 lbs respectively. Within 
just four months he had already gained 
an additional 46 lbs putting him at 148 
lbs, which exceeded his short-term 
weight goal and placed him at 82% of 
UBW/IBW, far from Kotler’s mortality 
figure. His viral load was 4400 copies/
mL and his CD4 count was now 130 
copies/mm3, up from 80 copies at his 
time of admission to home care services 
(Table 1; Graph 2). We jointly decided 
that his long-term weight goal was now 
becoming more realistic. 

Six months after this readmission, 
his albumin reached normal limits for 
the first time (4.2g/dL) (Table 1;Graph 
1). He was still receiving and deriving 
tremendous benefit from home PT and 
had added weight lifting to his exer-
cise routine. A bioelectrical impedance 
analysis (BIA) was performed. The 
results indicated the following: a basal 
metabolic rate of 1590 kcals; an imped-
ance of 1172; normal or euhydrated fluid 
status; a slightly low body cell mass of 
36% (normal = 40-45%); fat-free mass 
of 80% and fat mass of 20% (normal = 
10-20%). All in all, not a bad profile for 
an HIV infected individual.

Just three months later he exceeded 
his long-term weight goal of 175 lbs 
and weighed in at 178 lbs (Graph 3). 
In the interim, he was starting to show 
signs of neuropathy. SJ started to feel 
“uncomfortable” with his current weight 
and elected to monitor his food intake 
and increase his physical activity.  He 
was also, in a healthy way, showing a 
move away from his dependence on his 
health care team: in the one plus years 
he received RD services, he had never 
missed an appointment. The stronger and 
more independent SJ began to decrease 
his availability for visits with me until he 
ultimately ended up deferring continued 
RD services. Much as I wished to con-

tinue working with this remarkable cli-
ent, clinically he had met his therapeutic 
goals, had maximized his learning curve 
on nutrition education and I knew he 
could be safely discharged from RD ser-
vices. It was quite clear that SJ was ready 
to move on with his new and resurrected 
life as the *phoenix he had become.

SJ was lost to follow-up for ap-
proximately three years but resurfaced 
in September of 2006. He was 49 years 
of age when he received yet another 
comprehensive nutrition evaluation by 
a new staff RD. SJ weighed 172 lbs 
or 96% of UBW or 97% IBW (Graph 
3). He presented with a significantly 
improved immune profile as evidenced 
by an increase in his CD4 count (365 
copies/mm3) and significant decrease in 
his viral load (250 copies/mL), the latter 
still detectable but massively improved 
from four years ago (Table 1; Graph 2). 
Although no longer ravaged by the OI’s 
that had attempted to consume him just 
five years prior, he was showing evi-
dence of the chronicity of HIV disease 
and its treatment (neuropathy and lipid 
abnormalities) and was on pain man-
agement. To him these were just mere 
inconveniences, things that could be 
expected with any kind of chronic dis-
ease and advancing age, compared to the 
extreme malnutrition, wasting and near 
death condition he faced five years ago. 
At this juncture his nutrition education 
had a completely different focus: tips on 
high fiber, low fat, use of omega-3 fatty 
acids and flax, and maintaining weight 
at ideal +/- 10%. This serves as sound 
advice for any 49-year-old individual, 
regardless of their HIV status.

Closing Comments 
I owe much to my time spent with SJ. 

He taught me that scientific postulations 
could be defied, the spirit can be stronger 
than the flesh and the mind-body connec-
tion is not just a myth. It was a privilege 
to accompany him on his journey that 
may have had a very different outcome 
had he not been such an active partici-
pant in his home health team. His success 
story truly exemplifies the merit of pro-
viding nutritional services in the home 
especially for the HIV-positive client. 

Like a phoenix, I have risen from the 
grave (Dan Fogelberg, songwriter) 

(See Phoenix Rising, page 11)
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*Foot note: 
Phoenix:  
a mythical 
bird that 
periodically 
regenerated 
itself, used 
in literature 
as a symbol 
of death and 

resurrection. According to legend, the 
phoenix lived in Arabia. When it reached 
the end of its life (500 years), it burned 
itself on a pyre of flames, and from the 
ashes a new phoenix arose. As a sacred 
symbol in Egyptian religion, the phoenix 
represented the sun, which dies each 
night and rises again each morning. Ac-
cording to Herodotus, the bird was red 
and golden and resembled an eagle (9).
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