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HIV Patients: Metabolic Morphisms and 
Nutrition Therapies
A review of the Food & Nutrition 
Conference & Expo 2007 HIV/AIDS 
presentation by Nicole Garfield, RD 

Todd Brown MD, PhD: Division of 
Endocrinology and Metabolism, Johns 
Hopkins University

Dr. Brown began his talk with 
a review of the HIV treatment 
revolution and the impact of 

Highly Active Antiretroviral Therapy 
(HAART) on HIV morbidity. Dr. 
Brown posed a question, “Are metabol-
ic and morphologic complications one 
syndrome or many?” Complications 
include, body composition changes, 
hyperlipidemia, and glucose abnormali-
ties. 

Body composition changes consist 
of lipohypertrophy (fat accumulation) 
and lipoatrophy (fat loss); lipoatro-
phy being the more predominate body 
composition alteration, according to Dr. 
Brown. He then detailed how Nucleo-
side Reverse Transcriptase Inhibitors 
(NRTIs) cause mitochondrial toxicity 
which cause the depletion of mito-

chondrial DNA and leads to abnormal 
fat oxidation. Protease Inhibitors (PIs) 
effect body composition by inhibiting 
adipocyte differentiation; the most pro-
nounced in vitro effect has been seen 
with indinavir and nelfinav. 

Dr. Brown compared lipid abnor-
malities between HIV patients not on 
HAART and receiving HAART. In 
patients not on HAART an increase 
in triglycerides (TG), and a decrease 
in total cholesterol, very low den-
sity lipoprotein (VLDL), low density 
lipoprotein (LDL), and high density 
lipoprotein (HDL) are generally seen. 
In patients on HAART a 3-fold increase 
in TG are seen, as well as an increase in 
total cholesterol, VLDL, and LDL.  
A decrease in HDL is seen. Dislipi-
demia associated with PIs and other 
drugs exist independently of other 
aspects of lipodystrophy. 

Mechanisms of insulin resistance 
may include direct and indirect effects 
of PIs and NRTIs, including body com-
position changes. 

Dr. Brown described the conse-
quences of metabolic abnormalities, 
which include arthrosclerosis, risk if 
myocardial infarction (MI) and diabe-
tes. Studies show that the risk of MI 
increases with each year a patient is on 
HAART. In addition there is a four-fold 
increase in risk of diabetes in HAART 
treated men. 

Dr. Brown then reviewed possible 
treatment strategies for these compli-

(See FNCE Review, page 8)
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HIV/AIDS and Personality Disorder
Jenny Torino, MS, RD

Patient A approaches the reception 
desk. He requests to speak with 
the nutritionist immediately even 

though he does not have an appointment. 
The receptionist notifies you of his pres-
ence. He is the last person you want to 
see though you feel immediately guilty 
for this thought. You console yourself 
by remembering that this patient had 
many opportunities to speak with you 
but missed multiple appointments. Once, 
he was verbally abusive when you asked 
him to keep his voice down in the wait-
ing room. To maintain boundaries with 
this patient, you inform the receptionist 
that you are unable to see him because 
he does not have an appointment; if he 
wishes to meet with you he can make an 
appointment for a future date. The re-
ceptionist conveys your instructions and 
the patient has an emotional outburst 
demanding to see you immediately. The 
other patients in the waiting room be-
come uncomfortable and the receptionist 
begins to raise her voice at the patient. 
If he continues to be disruptive, she says 
he will be escorted out of the building. 

If this scenario sounds familiar, you 
have likely dealt with a patient who has 
a personality disorder. According to The 

Diagnostic and Statistical Manual of 
Mental Disorders, Fourth Edition, Text 
Revision (DSM-IV-TR), personality 
disorders (PD) are persistent, inflexible 
patterns of maladaptive behavior caused 
by the way one perceives, relates to 
and thinks about their environment. PD 
begins in adolescence or early adulthood 
and results in distress and functional im-
pairment (1). Diagnosing PD is difficult 
because people with PD are often unable 
to recognize their abnormal symptoms 
and do not seek medical treatment. 
PD is therefore usually discovered in 
patients through observing their behav-
ior over a long period of time. There 
is a high prevalence of PD in the HIV/
AIDS community. Although we lack 
large amount of research on the subject, 
a study from the American Journal of 
Psychology found that 19-36% of HIV-
positive subjects had PD versus 15% of 
HIV-negative subjects (2). People with 
PD make themselves vulnerable to HIV 
infection because many of them engage 
in IV drug use, are easily sexually vic-
timized or may exchange sex for food, 
cigarettes or shelter (3). The prevalence 
of PD has been shown to be higher in IV 
drug users versus non-users. The types 

(See Personality Disorder page 3)

Letter from the Chair
Hello Members,

It has been an exciting year with lots of challenges and opportunities coming 
our way. The new elections have brought new leadership with great expertise, 
knowledge and energy to lead the HIV/AIDS DPG into the future. Some things 
discussed in previous letters are still being developed, such as a new web 
master and web site. The DPG’s long term plan and goals have been devel-
oped and set into motion. Many additions have been made to the web site, 
including new links to HIV information. 
 It has been a great pleasure to lead you this year and I will remain on 
the board for one more year as advisor. Your new 2008-2009 Chair, Joanne 
Maurice, MS, RD, CD will begin her term June 1,2008. She brings a world of 
experience and knowledge to the plate, and I know it will be a great year for 
the DPG. Have a wonderful spring. Hope to see many of you at the 2008 Food 
& Nutrition Conference & Expo in Chicago, IL.

All the best, 
Barbara Craven, PhD, RD
HIV/AIDS Chair
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of PD that are most commonly seen in 
IV drug users, antisocial and borderline 
PD, are also the most common in the 
HIV-positive community (4,5).

There are many types of PD, but 
they can be grouped into two major 
types: extroverted and introverted. 
Extroverted individuals engage in risky 
behavior such as unsafe sex and drug 
use, therefore there are a higher per-
centage of extroverted patients in the 
HIV-positive population. Extroverted 
individuals cannot think outside of the 
present moment. They act on emotions, 
which they find intense and important, 
and seek rewards. Introverted individu-
als are more anxiety prone and think 
about the future and the past rather than 
the present moment (3,5). PD patients 
can also be categorized in general as 
stable or unstable. Stable individuals are 
not easily excited, have a low level of 
emotional intensity and when aroused 
are quick return to baseline. Unstable 
people are easily excitable, explosive, 
and slow return to baseline3. According 
to the DSM-IV-TR, there are three PD 
clusters. Cluster A (odd or eccentric), 
Cluster B (dramatic, emotional or er-
ratic) and Cluster C (anxious or fearful). 
Antisocial and borderline PD fall under 
Cluster B (1). See Table 1 for a list of 
common symptoms specific to antisocial 
and borderline PD. A diagnosis of PD is 
given when a patient exhibits maladap-
tive behavior and other treatable medical 
or psychological disorders are ruled out 
such as HIV dementia, cognitive impair-
ment, domestic violence, substance use 
withdrawal, anxiety disorder, low intel-
ligence level, cognitive impairment and 

post traumatic stress disorder which are 
disorders that can all cause symptoms 
similar to PD. 

Like Patient A described above, in-
dividuals with PD have been threatened 
their whole lives.  They are accustomed 
to people raising their voice at them 
because of their outbursts and being the 
patient no one wants to treat. Practitio-
ners should implement a team-based 
approach, behavioral and treatment 
contracts, and effective communica-
tion strategies. The healthcare team 
should agree upon a treatment plan for 
the patient and communicate devel-
opments; especially since some PD 
patients manipulate and divide the staff. 
There should be detailed consequences 
delineated for each type of maladaptive 
behavior, which should be followed by 
the treatment team and the supportive 
staff (receptionists, administrative as-
sistants). Consistent messages should be 
sent from all staff. Creating a larger staff 
support network for the patient can be 
helpful not only to connect the patient 
with additional services, but also to de-
crease the burden on an individual staff 
member. In addition, referring a patient 
to psychiatric counseling for long-term 
therapy can promote lasting changes in 
behaviors. Symptoms of Axis I psychi-
atric disorders, such as depression and 
anxiety should also be addressed.  There 
is a higher prevalence of Axis I disorders 
among patients with PD compared to the 
general population (3,5). 

Fortunately, you do not have to be 
a psychiatrist to promote change in PD 
patients. Healthcare and social service 
providers can help patients decrease 
maladaptive behaviors by helping them 
identify behaviors stimulated by intense 
feelings rather than thoughts. This will 

improve their relationships with others 
and themselves. A behavioral contract 
that is shared with the team should 
be used to communicate the expected 
behavior of the patient and the treat-
ment plan. The patient should play a 
part in developing the contract. When 
the patient breaks the contract, which 
is guaranteed, you can approach them 
on a cognitive rather than an emotional 
level by going back to the contract and 
reviewing it (3,5). 

Communicating with an individual 
with a PD is an art form. General recom-
mendations include focusing on positive 
outcomes versus negative consequences, 
listening thoughtfully but avoiding over-
investment and speaking at an easygoing 
pace. Involving the patient by giving 
them choices will allow them to feel an 
active participant in their care. Patients 
may interpret humor as disrespectful 
or unprofessional, so therefore it is not 
recommended. They often present with 
inappropriate and excessive demands. 
Therefore, limits should be set early 
on, especially regarding issues such as 
personal boundaries and appointment 
times. If a patient is yelling or saying 
hurtful things do not yell back or be-
come personally offended. Remind the 
patient that you would like to provide 
him with the best medical care and that 
they will have to follow instructions to 
make that possible. However, behavior 
that threatens the safety or others, such 
as aggressive behavior should not be 
tolerated (3,5).    

Identifying the symptoms of per-
sonality disorders and implementing 
recommended techniques will allow 
you to treat these patients more ef-
fectively. Your words can deescalate a 

(Personality Disorder, from page 2)

Antisocial Borderline

•  Continuous antisocial or criminal acts
•  Superficially charming and agreeable
•  Good verbal intelligence
•  Seductive to opposite sex
•  Demanding, manipulative
•  Typical “Con-Men”
•  Lie and do not follow conventional rules of morality
•  May abuse spouse or child
•  Promiscuous
•  Lacks remorse

•  Always in crisis
•  Mood swings from argumentative to depressed to ambivalent
•  Unpredictable
•  Chronic complaints of emptiness and boredom
•  Repetitive self destructive acts
•   Fear being alone, welcome strangers as friends, engage in promiscuity
•    Turbulent interpersonal relationships; dependent, but extremely hostile if 

frustrated 
•  See people as all good or all bad
•  Frequent shifts of allegiance from one person or group to another

Table 1: Symptoms of Antisocial and Borderline PD

*  Sadock BJ, Sadock VA, Kaplan & Sadock’s Synopsis of Psychiatry: Behavioral Sciences/Clinical Psychiatry 10th Edition. Philadelphia, PA. Lippincott Williams & 
Wilkins, a Wolters Kluwer Business. 2007. p 800-801.

(See Personality Disorder, page 10)
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By Alan Lee, RD, CDE, CDN, CFT, Kim 
Madsen, Med, RD, Lisa Zullig, MS, RD

Move Forward to the Next Level: 
Learn How to Incorporate Standards 
of Care for Nutrition Therapy in HIV 
Food Distribution Programs
Stuart Katsh, MS, RD, is a dietitian 
at the Jeffrey Goodman Special Care 
Clinic (JGC) in Los Angeles, CA.
Janelle L’Heureux, MS, RD is a dietitian 
at AIDS Project Los Angeles (APLA). 

Stuart began the presentation by 
defining standards of care (SOC) 
as a baseline of quality expecta-

tions for service provision and a guaran-
tee of consistent care. He related these to 
the provision of HIV medical nutrition 
therapy (MNT) and gave a thorough 
review of the key items he addresses 
in his practice at the JGC. These key 
items include: assessment, diagnosis, 
intervention, monitoring and evaluation. 
Stressing the importance of monitoring 
program outcomes in order to improve 
care and to justify funding, Stuart 
described the clinic’s quality manage-
ment program in detail. He shared with 
the group excellent tools that are used to 
measure outcomes such as patient satis-
faction with MNT and change in weight 
towards an appropriate range. Measuring 
outcomes is a team effort in which the 
RD should participate. 

As part of her position at APLA, 
Janelle manages the nutrition program 
for APLA food pantries that serve 
~2,200 clients. She discussed her in-
volvement in the ongoing development 
of standards of care within HIV/AIDS 
nutrition support services, such as the 
APLA pantries, in Los Angeles County. 
The purpose of such standards is to a 
set minimum quality expectations and 
create consistency across the county. All 
parties who participate in these services 
(consumers, health care providers, 
dietitians, administrators, etc) could 

potentially benefit. Janelle reviewed the 
many service components of nutrition 
support SOC and highlighted the service 
goals of their pantry. The pantry aims 
to provide an average 1,000 kcals/day, 
meet at least 50% of the 2005 USDA 
Dietary Guidelines at the 2,000 kcal 
level, and sets specific requirements for 
categories of foods. Examples of these 
categories include: whole grains, dark 
green vegetables, orange vegetables, 
legumes and oils. Janelle shared some 
of the challenges she has had to contend 
with during the complex process of 
creating the SOC. Some of these chal-
lenges have related to complying with 
parameters for certain nutrients, such as 
potassium and sodium, developing an As 
Purchased (AP) and Edible Portion (EP)
yield spreadsheet, and providing variety. 
Other issues that have arisen are client 
preference and cooking ability, and 
therefore, the inclusion of convenience 
versus raw ingredients. In the conclusion 
of her talk, she inspired participants to 
turn these challenges around and derive 
benefit from them. Client driven chal-
lenges can be great opportunities for nu-
trition education. Keep the bottom line 
in mind:  providing the healthiest foods 
possible for our clients is good practice 
that cannot be argued with. 

  
Success and Challenges: Nutrition 
Education Programs in Clinical and 
Community-Based Settings
Margaret Irwin, MS, RD is the Nutrition 
Program Coordinator for the Center for 
AIDS Research, Education and Services 
(CARES) in Sacramento, CA.
Janelle L’Heureux, MS, RD is a dietitian 
at APLA in Los Angeles, CA.

Margaret shared impressive 
approaches to providing nutri-
tion education to the patients 

at the CARES clinic. She shared the ser-
vices she provides to the patients; MNT, 
specialty clinics for diabetes, weight 
management and cardiovascular disease, 

bioelectrical impedance analysis, moni-
toring and prescription evaluations for 
supplements like Boost and Ensure. She 
changed the procedure to requiring the 
patient to see an RD in order to obtain 
supplements to cut down on the overuse 
of these supplements in the clinic. She 
is diligent in following up with her “no 
show” clients to ensure contact with as 
a many clients as possible. Her most 
impressive success in providing nutri-
tion education to patients is her Dinner 
with the Dietitian. She developed this 
program as a means to encourage patient 
participation in nutrition education. She 
obtains funding from pharmacy com-
panies and churches. Church groups 
have provided meals for her group and 
she describes this as a win-win for both 
groups. She then provides nutrition 
education to the group, and enforces a 
rule that everyone must stay even when 
finished with a meal. This monthly 
group has grown to 40-45 patients each 
month. The program gives clients access 
to a wide variety of services including 
a medical provider and management 
support. It allows clients the freedom to 
try new things and use new resources. 
She feels greatly appreciated by the 
clients and receives many referrals from 
CARES staff and other community 
service organizations.

Janelle’s organization is a commu-
nity-based organization that provides 
comprehensive services to individuals 
living with HIV in Los Angeles County. 
Services include, but are not limited to, 
the Necessities of Life program (NOLP) 
food pantry, case management, nutrition 
education and treatment advocacy. The 
NOLP program provides supplemental 
groceries to clients whom meet financial 
criteria of < $1395 monthly income and 
complete annual renewal paperwork. A 
client is also required to see an RD in 
order to start the program. Nutrition ser-
vices include: cooking demonstrations 
utilizing chefs from culinary school, 

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

(See ANSA, page 9)
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By Janet Kauffman, MA, RD, CDE, 
CLE, FADA

Introduction

Today people with HIV/AIDS 
(PLWHA) are living much longer 
lives (1,2). With the miracles of 

many scientific pioneers, we now have 
medications and other treatments that 
have allowed PLWHA to become older 
adults. Unfortunately, this also quali-
fies them for the conditions of aging. 
Twenty years ago we were told that 
we didn’t need to consider the risk of 
either coronary heart disease (CHD) or 
diabetes (DM) in individuals who were 
HIV-positive, because they weren’t go-
ing to live long enough to develop either 
of these conditions (1). Today, they are 
vulnerable to osteoporosis, hyperten-
sion, cancer, arthritis and depression, as 
well as CHD and DM (2). Fortunately, 
most of these conditions are treatable, 
and possibly even preventable. Obesity 
was also an unknown in this popula-
tion, the concern was wasting syndrome 
(3,4,5). Now obesity is a major problem 
in those who are positive, and may con-
tribute to many of these conditions (6). 

This article will focus on DM and 
HIV. It is being written for registered 
dietitians (RD) who are experienced in 
the treatment of HIV/AIDS. The author 
is not. I am a RD, who has specialized 
in DM, CHD, wellness and weight con-
trol and as such, will hopefully be able 
to offer a differing perspective on new 
challenges. I also had the opportunity of 
volunteering at AIDS Project Los Ange-
les (APLA) in 1997 with Marcy Fenton, 
RD, and again this year, to assist Janelle 
L’Heureux, RD and Martha Santos, 
RD in updating their diabetes class for 
clients of APLA. 

 I am also the mother of a long-term 
survivor of AIDS, and probably much 
older than most of the readers. In the 
late 80s, I was a witness to the diagno-
sis of HIV as a death sentence to many 
friends, and worse, a slow horrible road 
to that end. Which is why I say “Hoo-
ray!” that PLWHA (including my son) 
are aging, and need our assistance in 
dealing with the conditions that come 
with it.  

Good News, Bad News For People Who Are Positive

Definitions Used in HIV and DM (7)
■   Insulin resistance: the body’s inabil-

ity to respond to and use the insulin 
it produces. Insulin resistance may 
be linked to obesity, hypertension, 
and high levels of fat in the blood.

■   Impaired fasting glucose (IFG) or 
impaired glucose tolerance (IGT): 
IFG is defined as blood glucose 
levels between 100 and 125 mg/dL 
after an 8-12 hour fast. IGT is a level 
of 140 to 199 mg/dL 2 hours after the 
start of an oral glucose tolerance test. 
Both are conditions in which blood 
glucose levels are higher than normal 
but not high enough for a diagnosis 
of DM. Both are called pre-DM. 
Most people with IGT or IFG are at 
increased risk for developing type 2 
DM. 

■   Metabolic syndrome: Any three 
of the following conditions or drug 
treated conditions occurring together: 
increased waist circumference (men 
≥ 40” or 102 cm, women ≥ 35” or 
88 cm), elevated fasting glucose (≥ 
100 mg/dL), DM (≥ 126 mg/dL) or 
pre-DM (see IGT or IFG above), 
hypertension (≥ 130/85 mm Hg), and 
high lipids (triglicerides ≥ 150 mg/
dL or cholesterol ≥ 200 ) or reduced 
HDL (men ≤ 40 mg/dL) or women 
(≤ 50 mg/dL). Interestingly, the 2005 
joint statement of the American Dia-
betes Association and the European 
Association for the Study of Diabetes 
declared that there is currently no 
evidence that these health factors 
contribute more to heart disease risk 
combined than they do individu-
ally, and that patients should not be 
labeled with this term (8).

■   Type 1 DM:  a condition character-
ized by very high blood glucose 
levels caused by a total lack of 
insulin. This occurs when the body’s 
immune system attacks the insulin-
producing beta cells in the pancreas 
and destroys them. The pancreas then 
produces little or no insulin (7). 

■   Type 2 DM:  a condition character-
ized by high blood glucose levels 
(fasting ≥ 126 mg/dL) caused by 
either a lack of insulin or the body’s 
inability to use insulin efficiently. It 

develops most often in middle-aged 
and older adults, but can appear in 
young people (7).

Prevalence of DM and Incidence in 
HIV

In the U.S. 20.8 million persons, 
have DM 14.6 million are diagnosed 
and 6.2 million (or nearly one-third) are 
undiagnosed (9). Most have type 2 DM. 
The greatest risk factors are age >45, 
obesity, and family history.  Other risks 
are: abdominal obesity, high triglyc-
erides, low HDL, and hypertension.  
Many of those who are HIV-positive 
have one or more of these risk factors.  
African Americans and Latinos are also 
at higher risk (10). 

Effect of Protease Inhibitors (PIs)
Many studies show that 1-5% of 

those on protease inhibitors (PIs) have 
DM (10). An increase in DM in PLWHA 
was seen when PI’s were introduced 
in 1996, but diminished in the follow-
ing years, possibly due to a change in 
PI prescribing patterns (11). There is 
no connection between use of PIs and 
increased obesity.

Rates of DM and metabolic syn-
drome in PLWHA who are not on PI’s 
are similar to those who are uninfected. 
However, PI exposure in PLWHA is 
associated with metabolic syndrome, 
specifically exposure to stavudine & 
lopinavir/ritonavir (12). 

There are also additional medica-
tions commonly used in HIV-positive 
people that exacerbate DM such as 
pentamidine, prednisone, nicotinic acid, 
anabolic steroids, growth hormone, and 
megestrol (Megace). There are also in-
teractions between several DM and HIV 
medications. Ritonavir may increase 
levels of sulfonylureas (i.e. glyburide 
or glipizide) and potentiate their ef-
fect. Metformin should not be used in 
those with abnormal creatinine due to 
increased risk of lactic acidosis. Tro-
glitazone (Avandia) is associated with 
liver failure and may decrease levels of 
nelfinavir. It also now carries a potential 
increased risk of heart attack (10,13).

Getting Older
(See Good News, page 10)
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Nutritional Support for the
Patient Living with HIV
• DCI supports a network of Nutritional Professionals who provide 

educational programs for the HIV/AIDs Healthcare Professional. To 
schedule an Educational Program Speaker please contact DCI directly.

• Speaker programs may provide attendees with CPE 
(Continuing Professional Education) credit hours.*

• There are no fees for these programs. 

DCI – A Dedicated Sponsor of Educational Programs to 
Healthcare Providers Presents:

Complete program details and ordering information
for our educational programs are available through
customer service. Please call Monday through 
Friday, 9 am to 5 pm eastern time.

www.digestivecare.com

610-882-5950

*based on selection of educational program.

Letter from the Editor
Hello HIV/AIDS DPG,

I have been working with Nicole Garfield, RD, on the past two issues of Positive Communication. She has now passed the 
responsibility of editor on to me. I look forward to working with my co-editor Marissa Ciorciari, RD and editing numerous 
articles by you, the HIV/AIDS nutrition experts.

In this issue we have included a review of the American Dietetic Association’s 2007 Food & Nutrition Conference & Expo pre-
sentation given by Todd Brown, MD, PhD and Alan Lee, RD, CDE, CDN and also included part II of the Association of Nutrition 
Services Agencies (ANSA) review for those of you who were not able to attend. We have also published an article on HIV/AIDS 
and personality disorders with useful guidelines for more effective communication with these clients. For those who work with 
the underserved population and are interested in incorporating cooking classes into your program, Karen Ferries, RD (gradu-
ate of the French Culinary Institute) can provide you with inspiration. The American Diabetes Association 2008 Position Paper 
identifies a third category of diabetes that is chemically induced by drugs like those used in the treatment of HIV/AIDS, so we 
feature an article on diabetes emerging as a major concern for people living with HIV/AIDS.

If you have ideas for article topics or would like to submit to Positive Communication please contact me. Also, if you have 
an exceptional student who is interested in submitting an article, please encourage them. I will be happy to help them 
through the process of publishing an article.

Looking forward to hearing from you!

Jenny Torino, MS, RD
HIV/AIDS DPG Editor
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By Karen Ferries, RD

My first job as a nutrition-
ist was at Housing Works, 
an HIV/AIDS adult day 

healthcare center in New York, NY. 
This minority-based population is 
characterized by low literacy, active 
substance use, mental illness, home-
lessness, and a history of incarcera-
tion. The presenting challenge was 
making nutrition a relevant and 
consistent message to the clientele. 

Addressing healthy food choices 
in nutrition groups or in individual 
counseling sessions was common 
practice, but I was often left won-
dering if the client would follow 
any of my advice. The most influen-
tial way of reinforcing the benefits 
of nutritious food, I believe, is to 
show the clients firsthand – as a 
cooking instructor. All it takes is 
a love for being in a kitchen and a 
desire to teach this craft to others. 
I was passionate about creating a 
culinary curriculum for a set of 
hands-on workshops at Housing 
Works. My core objectives were 
education, empowerment, and en-
lightenment (my three E’s). Once 
I had drafted a long list of needed 
supplies, including portable gas 
burners, I thought I was ready to 
begin, but I was missing two things. 

Like any food adventure, the 
experience is more fun with a 
partner in crime. This godsend was 
Devi Glazier, Program Assistant, a 
spirited and generous woman who 
dedicated many hours to this non-
profit organization; her assistance 
was invaluable. Secondly, I needed 
a motto. A few months into the pro-
gram Oprah’s inspirational words 
hit me, “Once you know better, you 
can do better.” This would serve me 
well.

If you are interested in develop-
ing a cooking program specifically 
for the underserved population or 
are looking for ideas for an existing 

Creating a Cooking Class for the Underserved Population
one, here are five of my most suc-
cessful themes. 

1. Edible Plant Parts: One of my 
favorite topics was to illustrate the 
six edible plant parts using ex-
amples of a root, fruit, stem, leaf, 
flower, and seed in a Vegetable 
Stir-Fry. Educating the class broad-
ened their knowledge about plant 
sources, and it also led to a lively 
discussion on the commonality of 
unfamiliar and familiar produce. For 
example root vegetables like ruta-
bagas versus carrots. This versatile 
recipe was also an ideal conduit for 
introducing uncommon, but readily 
available foods, like baby spinach, 
bok choy, and broccolini. I pur-
chased a wok and showed them the 
ease of using this utensil for fast, 
nutritious meals. 

Steaming seemed to be a foreign 
cooking method to many clients. 
Some thought this method required 
a vegetable steamer insert and a 
medium-sized pot. I demonstrated 
that this technique could be easily 
replicated in a small pot or frying 
pan with just enough water to cover 
the vegetables in a single layer for 
even cooking. 
2. Knife Skills: Help clients acquire 
basic cooking skills such as proper 
knife holding, setting up a cutting 
board, and following step-by-step 
instructions. Take every opportunity 
to reinforce food safety principles. 
Many class members were also 
unsure how to use other utensils like 
a vegetable peeler, box grater, or a 
spatula. “Show, don’t tell” how to 
correctly use these utensils.                

A versatile recipe that empha-
sizes a wide breadth of vegetable 
cuts is the cold tomato Spanish soup 
called Gazpacho. Illustrate shortcuts 
for seeding, coring, and chopping 
a bell pepper; the same goes for 
cucumber, celery, and red onion. 
To further emphasize fine dicing or 
chopping, suggested add-ins include 
avocado, extra tomato and even a 

steamed ear of corn. Repetition is 
the key to retaining the basics.    
3. Versatility/Adaptability: Think 
of recipes as loose templates and 
provide suggested alternatives for 
each ingredient. Emphasize that 
one preparation method will work 
for a wide range of protein sources. 
For the Pan-Fried Whole Trout, 
I stressed that any fish (fillet or 
steak) and poultry cutlet (chicken or 
turkey) could be used. We dredged 
some of the trout in flour and some 
in cornmeal to help illuminate the 
principle that recipes are flex-
ible formulas that can be tweaked 
according to personal taste prefer-
ences. Although dried parsley, veg-
etable oil, and a nonstick sauté pan 
were used for cooking the trout, any 
dried spice, cooking fat, or skillet 
choice is acceptable.  

Also, encourage the clients to 
use common pantry and refrigerator 
staples on hand and mix them with 
fresh store bought items. This will 
help to build a familiar repertoire of 
recipes, something they will hopeful-
ly come to know by heart. Individu-
als are quick to personalize a recipe 
once they grasp that the possibilities 
for modifications are endless. A male 
client confided that he had experi-
mented at home with the Corn Flake 
Chicken recipe he learned in class. 
He used Shredded Wheat cereal as 
breading rather than the Corn Flakes 
and it worked nicely. 

The most common foods I found 
the clients prepared at home were 
chicken, garlic, potatoes, spinach, 
rice with beans, and beef. Take one 
of these foods and show its extreme 
versatility. For example, garlic 
was used in the following ways: 
the entire bulb roasted for Garlic 
Mashed Potatoes; finely chopped for  
Broccoli Stir Fry; and individual 
cloves boiled with parsnips for Fork 
Mashed Root Vegetables. 

This premise helped plan another 
workshop using these three inex-

(See Cooking Class, page 11)
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cations. There are three options: stop 
the drugs, change the drugs or treat 
specific abnormalities. When chang-
ing PIs studies have shown no change 
in lipoatrophy or lipohypertrophy, but 
changes in dyslipidemia and insulin 
resistance. When NRTIs were adjusted 
changes were observed in lipoatrophy, 
dyslipidemia, and insulin resistance. 
Lipohypertrophy did not improve.

Uridine has been used in the 
treatment of lipoatrophy because it 
may prevent mitochondrial toxicity. 
However it can be expensive ($300 a 
month), and unpalatable. Dr. Brown 
cautioned that you must be mindful 
when recommending supplements as 
there is no FDA regulation, minimal 
drug interaction data, and limited dos-
ing recommendations. 

For lipohypertrophy Dr. Brown 
recommended caloric restriction if BMI 
is greater then 25, as well as medical 
nutrition therapy (MNT), and resis-
tance training. Several studies have 
been conducted with Metformin, but no 
significant decrease in visceral fat was 
seen. However they did find a decrease 
in limb fat. 

For the treatment of dyslipidemia 
Dr. Brown recommended statins, 
ezetimibe, niacin and bile acid eques-
trants to lower LDL cholesterol. To 
lower triglycerides and non-LDL cho-
lesterol, fibrates, omega-3 fatty acids, 
niacin and stains were recommended. 

Treatment of glucose abnormali-
ties can include Metformin or Glitazon 
if diabetes is diagnosed. In cases of 
impaired glucose tolerance (IGT) or 
impaired fasting glucose (IFG), MNT 
and exercise are recommended. 

Dr. Brown concluded his portion of 
the lecture by emphasizing the need for 
more nutritional and lifestyle interven-
tions as pharmacological treatment has 
had limited effect on the treatment of 
body composition changes.  

Alan Lee, RD, CDE, CDN, CFT
Nutrition Consultant New York, NY
Grey Stone Health Services, North 
General Hospital, TOUCH of Rockland 

County, Asian & Pacific Islander Coali-
tion on HIV/AIDS, Astor medical Group

Mr. Lee began his talk with a review 
of clinical issues in HIV/AIDS includ-
ing: wasting syndrome, lipodystrpohy, 
hepatitis co-infection, and renal dis-
ease. 

HIV/AIDS wasting syndrome is 
comprised of symptoms of decreased 
PO intake, altered metabolism, malab-
sorption, and androgen deficiency. Mr. 
Lee reviewed findings from the Nutri-
tion for Healthy Living Study (NFHL) 
which found that weight loss and 
wasting are still common side effects in 
the HAART era. Both weight loss and 
wasting occur in patients treated suc-
cessfully with HAART, failed HAART, 
and HAART naïve. Significant factors 
associated with unintentional weight 
loss are: history if IV drug use, poverty, 
diarrhea, low CD4 count, high viral 
load, nausea, and thrush. PLWHA can 
still lose weight despite good immuno-
logical control. Simple re-feeding may 
not be enough for PLWHA with severe 
wasting. In some studies weight loss of 
as little as 5% has been associated with 
increased mortality. 

Mr. Lee described lipodystrophy 
syndrome, which consists of central 
hypertrophy, abnormal glucose metabo-
lism, peripheral lipoatrophy, and dys-
lipidemia. Metabolic and morphologic 
implications of lipodystrophy include 
premature CAD, diabetes mellitus, lipid 
abnormalities, hypertension, pancreati-
tis, neck pain, and breast enlargement. 
Psychosocial implications include low 
self-esteem, depression, and antiretro-
viral adherence. 

According to Mr. Lee hypogonadism 
may contribute to fatigue, decreased 
sense of well-being, low sex drive, poor 
appetite, increased body fat, loss of 
muscle mass, and decreased bone mass. 
Hypogonadism has been correlated 
with lower CD4 cells and survival in 
HIV disease. 

A list of HAART food/drug interac-
tions were provided. Drugs to be taken 
with food are: Invirase, Norvir, Vira-
cept, Reyataz, Aptivus, and Prezista. 
Drugs to take on an empty stomach are: 
Crixivan, Videx, Sustiva, and Atripla. 
Drugs that can be taken without regard 

to food are: Zerit, Retrovir, Epivir, 
Emtriva, Ziagen, Combivir, Trizivir, 
Epzicom, Lexiva, Kaletra, Truvada, and 
Viread. Herbs that are contraindicated 
with HAART are: St. John’s Wort, 
Kava Kava, Garlic, and Echinacea. 

Mr. Lee reviewed estimated calorie 
and protein needs in PLWHA. For as-
ymptomatic patients 30-35 calories/kg 
and 1.1-1.5 gm protein/kg are recom-
mended. Symptomatic HIV patients are 
recommended to have 34-40 calories/
kg and 1.5-2 gm/kg protein. Finally 
patients with a CD4 count <200 mg/dL 
are recommended to have 40-50 calo-
ries/kg and 2-2.5 gm/kg protein. 

A review of FDA approved health 
claims for walnuts, omega-3 fatty acids, 
and barley followed. 

Mr. Lee then discussed treatment op-
tions. Treatment options for cholesterol 
management include soluble fiber, plant 
sterols, and soy protein. Treatment 
options for diarrhea/malabsorption 
consist of lactobacillus GG/acidophil-
lus, lactaid products, fructoligosacca-
rides (FOS), psyllium fiber, pancreatic 
enzymes, congee, and calcium supple-
ments. Pharmacological interventions 
for high TG, weight loss and wast-
ing are: omega-3 fatty acids, appetite 
stimulants, anabolic agents, growth 
hormone and HAART. 

Mr. Lee concluded his talk with a 
summary of key points. Although the 
frequency of obesity is increasing, in-
voluntary weight loss is still prevalent 
in the HAART era. Early identification 
and treatment of unintentional weight 
loss is crucial to decrease mortality. 
Secondly, proactive nutritional side-
effect management is necessary to 
improve drug adherence, and finally, 
the Registered Dietitian is the nutrition 
expert most qualified to provide medi-
cal nutrition therapy to people living 
with HIV/AIDS.

Nicole Garfield, RD is currently the 
Director of Food and Beverage at The 
Pump Energy Food in New York City. 
She is former of Food and Nutrition at 
Iris House Inc. 

(FNCE Review, from page 1)
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(See ANSA, page 10)

(ANSA, from page 4)

nutrition classes, recipes and food test-
ing. In the future, Janelle expects to do 
monthly food demonstrations and quar-
terly dinner/lunch presentations for di-
etitians and clients outside of the metro 
area. Nutrition screening is required for 
each client, which she can do via email. 
Also she is required to provide a pretest 
prior to nutrition counseling and then a 
post-test six months out. Questions are 
simple and cover basic nutrition/food 
concepts and food safety information. 
So far, she sees some increase in knowl-
edge between the two tests (3-7%). 
Questions regarding lifestyle factors are 
also included that touch on side effect 
management and how the food from 
NOLP has made a difference (with 62% 
responding that yes, it has help them 
take better care of themselves).

Food Security: From Farm Bill to the 
Family Table
Jessica Allender, MS, RD, LDN works as 
a nutrition specialist with the University 
of Illinois Chicago Neighborhoods Ini-
tiative’s Chicago Partnership for Health 
Promotion (CPHP). 
Maura Daly is the Vice President of 
Government Relations and Advocacy for 
America’s Second Harvest. 

Jessica provided an information 
packed presentation that began 
with an overview of food insecurity 

and what that signifies in America. 35.1 
million Americans are food insecure, 
meaning that their access to enough 
food is limited by a lack of money and 
other resources. Jessica also discussed 
the health risks of food insecurity, which 
include both acute and chronic health 
conditions. It affects every body system 
in some way and affects every lifecycle 
stage, from prenatal to elderly. Data 
from NHANES shows food insecu-
rity is associated with risk of diabetes, 
independent of obesity and other risk 
factors. Additionally, there is the obesity 
paradox. Many studies have found an 
association between food insecurity and 
obesity among women. Causes of this 
paradox likely are easy access to: inex-
pensive foods high in fat and calories, 

limited access to fruit and vegetables, 
and inconsistent eating patterns which in 
turn may slow down the body’s metabo-
lism. Because it is well documented that 
food insecurity results in general poor 
health and chronic health risks (obe-
sity, depression, diabetes) knowing the 
impact of federal nutrition programs is 
important. Jessica made the point that 
more data is needed to show nutrition 
and health outcomes for federal nutrition 
programs. 

Maura Daly’s excellent presenta-
tion provided both timely and impor-
tant information regarding the Farm 
Bill Reauthorization and its impact on 
federal nutrition programs and hunger 
in America. The 110th Congress is ex-
pected to reauthorize and establish new 
farm and food legislations in 2008. The 
Farm Bill renews and adjusts existing 
federal Farm Bill program policies and 
the funding these programs receive. The 
budget resolution was approved last 
spring for $20 billion. The concern, for 
those dealing with hungry Americans is 
that the Senate will want to simply ex-
tend the current law governing agricul-
ture and nutrition programs for another 
year. This delay in this funding will 
hurt hungry Americans and the chari-
table feeding programs that serve them. 
Critical nutrition programs affected are 
the Food Stamp Program, TEFAP and 
CSFD. For this reason, Maura strongly 
encourages us all to help by; signing up 
on the Hunger Action Center (www.hun-
geractioncenter.org), sending letters to 
Members of Congress when action alerts 
go out, preparing letters to the editor for 
the newspaper in critical times and mo-
bilizing anyone around- agencies, board 
members, clients, faith-based organiza-
tions and local elected officials. 

Survival Of A Community Dietitian In 
A Changing World
Charlotte Hayes, MS, RD, CDE, is the 
Director of Nutrition Services, for Open 
Hand in Atlanta, GA. 
Aisha Dubose, MBA, is the Director 
of Client Services at Open Hand in 
Atlanta, GA. 

Charlotte and Aisha co-presented 
an informative workshop on the 
role of the registered dietitian in 

the changing world of HIV/AIDS. The 
Eligible Metropolitan Area (EMA) in 
Atlanta is interpreting the Ryan White 
Care Act Reauthorization as no longer 
funding RD’s in a home care setting 
but rather only in primary care settings. 
RD’s need to advocate and get involved 
in their EMA’s planning councils to 
keep MNT and medically appropriate 
meals in the forefront. Outcomes data 
and research are sorely needed to prove 
the value of high quality nutrition care. 
Open Hand has two ongoing research 
projects funded by the MAC AIDS 
Grant and the Altria Grant Project that 
aim to demonstrate that MNT plus the 
utilization of home-delivered meals will 
support chronic disease management 
and prevention. The Comprehensive 
Chronic Nutrition Care Model hopes to 
show that the concept of involving com-
munity programs in bridging the gap 
between community and clinical settings 
will have a positive effect on health 
outcomes and healthcare costs. 

Modern Nutritional Care of the HIV – 
Hepatitis C Co-infected Patient
Charlie Smigelski, RD is a dietitian in 
the Boston area where he works with 
nutrition and immunology, particularly 
HIV and hepatitis care. 

Charlie’s well-received and 
thorough presentation pro-
vided very practical nutrition 

approaches for HIV and hepatitis C 
co-infected individuals. First described 
is the important role of selenium and 
zinc for the improvement of immune 
response. Encouraging foods high in 
these nutrients as well as choosing a 
multivitamin supplement with adequate 
amounts of these minerals is recom-
mended. Iron intake and stores poses a 
risk for the progression of hepatitis C to 
hepatic cancer, as well as a decreased re-
sponse to interferon/ribavirin treatment. 
He recommends watching fortified food 
intake, keeping patients slightly anemic 
and using supplements that are iron-free.
Oxidative stress and mitochondrial in-
jury are major issues in hepatitis C virus 
and can lead to high levels of fatigue, 
insulin resistance, high triglycerides 
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and very chaotic metabolic activity in 
the liver. Diet and supplement recom-
mendations aim to reduce inflammation, 
improve immune response and help 
with hepatic repair. Dietary approaches 
are also outlined and described in terms 
of “cavemen meals”. This emphasizes 
high protein foods that are low in fat 
and include fish, lean chicken and pork. 
Recommendations include healthy fats; 

(ANSA, from page 9)

(Good News, from page 5)

The new reality of HIV is not just 
black or brown it is also gray (1). 

As the HIV-positive population ages 
and fewer experience wasting or unin-
tentional weight loss, the incidence of 
DM increases (2).

Reality demands changes in treat-
ment provided by professionals, due to 
the increased number of people over age 
50 living with HIV/AIDS. The face of 
AIDS is no longer a white, homosexual 
male as was seen in the 1980s. It is now 
a heterosexual-identified person over 50, 
who is a person of color and likely to be 
female. The success of antivirals is the 
primary reason HIV-positive people are 
over 50, and they are prone to DM (2).

Aspects to Consider
Ensure Routine Medical Care:
■     Medical evaluation to include blood 

tests and blood pressure measure-
ments. It has been noted that the 
glycosylated hemoglobin (HbA1c) 
blood test may not be reliable in 
HIV-positive clients taking drugs 
associated with hemolysis. A fruc-
tosamine level test may be more 
accurate in these people (15). The 
provider should perform a quarterly 
foot examination. 

Client Education:
■     To recognize the symptoms of DM: 

fatigue, thirst, frequent urination, 
blurry vision, always hungry, sud-
den weight loss, sexual problems, 
wounds that do not heal, vaginal 
infections, numb or tingling hands 
or feet. 

■     To recognize there is a greater 
chance of developing DM in those 
who have the risk factors previously 
listed.

■     Importance of prevention and 
control of all disorders, including 
opportunistic infections. Profession-
al foot and eye care are crucial to 
preventing diabetes complications. 
There are many underlying oppor-
tunistic infections in HIV that are 
common to the foot, such as fungal 
nail infections (13) and osteomyeli-
tis (15).  

omega-3 fatty acids and monounsatu-
rated oils with less polyunsaturated fats 
like corn and vegetable oils. Plenty of 
colorful fruits and vegetables with a 
minimal amount of simple sugars and 
plenty of whole grains are emphasized. 

The supplement recommendations 
begin with the first step: an iron-free 
multivitamin with adequate amounts of 
magnesium, zinc, selenium and extra 
antioxidants, especially vitamin E and 
vitamin C. The second step includes glu-
tathione support, immune cell support 
and added antioxidant power, especially 
if alanine transaminase is > 80 u/L. 
This may include 1-2 grams per day of 
N-acetyl cysteine and 5 grams once or 
twice a day of L-glutamine. The third 
step for mitochondrial support includes 
1-2 grams L-carnitine and 100 mg/day 
co-enzyme Q10. 

The next ANSA conference will be in 
Philadelphia, PA June 11-13, 2008. 

We hope to see you there!

About The Authors:
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tor of Nutrition Services at God’s Love 
We Deliver (GLWD) in New York City. 
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nutrition consultant and currently works 
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nizations including Greyston Health 
Services, North General Hospital 
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conflict, foster a trusting relationship, 
and improve a patient’s nutritional and 
medical status by increasing treatment 
adherence. 

Jenny Torino, MS, RD is an HIV 
Nutrition Specialist at Gay Men’s Health 
Crisis. She is editor of Positive Commu-
nication and presented at the HIV/AIDS 
DPG Pre FNCE  2007 workshop. She 
has also published nutrition articles in 
the Nutrition Support DPG journal and 
the Manhattan Times.
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pensive, but nutritious ingredients: 
Idaho potatoes, eggs, and yellow 
onions. The intent was for small 
groups to create a simple meal using 
each food. We made a frittata with 
sautéed onions and potato slices, 
mini potato pancakes with onion, 
and a potato salad with hard-boiled 
eggs and grilled onion rings.  
4.  Product Comparison: The 
clientele were curious about the 
taste, flavor, and texture differ-
ences between the various varieties 
of oatmeal, so I turned this idea 

(Cooking Class, from page 7)

into an entire workshop by making 
Steel-Cut Ground Oatmeal. Simi-
lar to risotto, its lengthy cooking 
time involves continuous stirring 
for the grains to fully absorb the 
liquid. During this waiting period, 
I discussed the anatomy of a ker-
nel and why it takes longer to cook 
whole grains due to their fibrous 
hull. I served this with a selection 
of toppings (bananas, dried apricots, 
nuts, raisins, even plain yogurt), 
alongside bowls of cooked Quaker’s 
rolled oats, letting a side-by-side 
taste test speak for itself. The same 
idea can be applied to whole grain 
versus white bread, rice, or pasta.   
5. Creativity: Think about devot-
ing a summer class to seasonal fruit 
and its myriad of preparations. Go 
beyond the traditional fruit salad 
or yogurt smoothie. Grill or broil 
peach halves or pineapple rings, 
macerate berries with honey and 
lemon, or purchase store bought pie 
dough for a cobbler or crisp. Again, 
demonstrate preparation basics for 
each fruit: peeling, coring, pitting, 
dicing, and chopping. 

Don’t underestimate your audi-
ence. I liked to push the envelope 
making unique dishes with complex 
flavors. Clients were surprisingly 
eager to try cantaloupe granita 
(made with a simple sugar syrup, 
ice, and chopped melon) and chive 
flavored mashed potatoes, stating, 
“It’s bright green, but tastes good!”  

Although I had many well-re-
ceived workshops, there were just 
as many that flopped. Every time 
this happened, I would refer to my 
three “E’s” for inspiration and to 
bring me back to my original mis-
sion: Education, Empowerment, 
and Enlightenment. Reflecting on 
the experience, teaching the pro-
gram was: rewarding, challenging, 
entertaining, and fulfilling. Don’t 
give up on clients that seem resis-
tant to cooking or making small diet 
changes. I firmly believe that a cook 
exists in everyone and you play a 
role in bringing it out of each client. 

Nutrition Resources to Promote Well-
ness and Control Conditions of Aging
■     Nutrition professionals and other 

healthcare providers should obtain a 
copy of the American Dietetic Asso-
ciation online Nutrition Care Man-
ual. This is a valuable resource on 
all of the conditions these individu-
als may develop, including HIV/
AIDS, DM and CHD. Reproducible 
patient handouts are included. In 
addition the Exchange Lists have 
been updated. They are available in 
the Nutrition Care Manual or can be 
purchased from either the American 
Dietetic Association or the Ameri-
can Diabetes Association. They are 
now called “Choose Your Foods: 
Exchange Lists for Diabetes.” The 
Nutrition Care Manual may be ob-
tained at www.nutritioncaremanual.
org, sales@nutritioncaremanual.org 
or 1-800-877-1600 ext 5000. 

■     Utilize the 2005 Dietary Guidelines: 
“Feel better today. Stay healthy for 
tomorrow.” This is still the nutrition-
al backbone for people with multiple 
conditions as well as those who are 
positive (16). The section on food 
safety should be emphasized. A 
simplified picture version is avail-
able as a poster as well as individual 
client copies. This is available from 
Nasco – www.eNasco.com/fcs or 
1-800-558-9595. 
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Corn Flake Chicken 
 Serves 4 
(serving size 1 chicken breast)
Serve with a variety of dipping 

sauces: barbecue, honey mustard, 
even ketchup or low fat mayon-
naise. Feel free to season the egg or 
cornflake mixture with your choice 
of dried spices. 
Ingredients 

4 cups Corn Flakes  
2 eggs
Salt and freshly ground  

        black pepper
 4 boneless, skinless chicken 
breasts,   
    cut into thin strips 
¼ cup vegetable oil 

Procedure 
1.  In a medium size bowl, lightly 

beat eggs. Season with salt and 
pepper. 

2.  In a separate bowl, gently 

crumble the Corn Flakes with 
your hands until mixture re-
sembles breadcrumbs. 

3.  Dip chicken strips first in the 
egg mixture, and then roll in 
Corn Flakes. Press mixture 
firmly onto chicken to coat 
well. Place coated strips on a 
baking sheet. 

4.  Line another baking sheet with 
paper towels. For the first 
batch, pour 2 tablespoons of 
oil into a large skillet, prefera-
bly non-stick, and with a depth 
of about 2 inches. Heat over a 
medium-high flame. 

5.  In batches, cook chicken strips 
about 6 to 8 minutes or until 
done. Cut into the middle of 
the largest piece to ensure that 
the juices have turned from 
pink to clear and that the flesh 
is firm and white.

6.  Drain well. Serve warm with 
your favorite dipping sauce. 

Grilled Peaches 
Serves 4 (serving size 1 peach)
This recipe can be savory or 

sweet. Serve with your choice of 
grilled meat or poultry as a main 
course, or with seasonal sliced fruit 
for dessert. 
Ingredients

4 large peaches, halved and pitted 
    (firm, but ripe)
1 tablespoon vegetable oil

Procedure 
1.  Preheat grill or broiler. 
2.  Lightly brush cut sides of peach 

halves with oil. Broil or grill peach 
halves, cut side down, until grill 
marks appear, about 2 to 3 min-
utes. Serve warm. 

Recipes by Karen Ferries. A graduate of the 
French Culinary Institute, Karen Ferries, 
RD, worked at Housing Works Inc., an adult 
day healthcare center in Manhattan, from 
2005-08. A culinary nutritionist, she is cur-
rently freelancing as an assistant food stylist 
and working in recipe development. She can 
be reached at kferries@yahoo.com or (646) 
234-6855. 

(Cooking Class, from page 11)


