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Sleep Disorders: A Metabolic Concern in 
HIV/AIDS Treatment
By Patricia Davidson, DCN, RD, CDE and Kenneth D. Phillips, PhD, RN

Recent evidence suggests an 
association between sleep 
and metabolism in the gen-

eral population and that partial sleep 
deprivation increases the risk for 
obesity (1,2), diabetes (3), and other 
metabolic disorders (4,5). Due to 
the high prevalence of both insom-
nia (6,7) and metabolic syndrome 
(MS) (8) in HIV/AIDS, it is logical 
to question the nature of the asso-
ciation between insomnia and MS 
in this population. The purpose of 
this article is to explore the associa-
tion between sleep disturbances and 
metabolic alterations in HIV/AIDS.

Sleep Disturbances in the General 
Population

Americans are becoming more 
sleep deprived. In the 1960s, most 
Americans were sleeping more than 
8 hours per day, but by 1995, we 
were getting only 7 hours of sleep. 
Today, more than 30% of young and 
middle adults report getting less than 
6 hours of sleep even though 7 to 9 
hours of sleep are recommended (9). 
Over that same time period, obesity 
and diabetes have risen to pandemic 
proportions. 

Metabolism in the General 
Population

Like sleep deprivation, obe-
sity and diabetes have become two 

preventable pandemics. In 2005, the 
prevalence of obesity (BMI > 30) was 
31.1% in men and 35.3% in women 
living in the United States (10). MS is 
characterized by central (visceral) obe-
sity, insulin resistance, hypertension, and 
dyslipidemia.  

Sleep and Metabolism in the General 
Population

Knutson and Van Cauter have pro-
posed a model to explain the relation-
ships between sleep loss and metabolism 
via the neuroendocrine system (11). In 
that model, sleep loss is viewed as a sig-
nificant stressor. Increased stress leads to 
increased sympathetic nervous activity. 
Increased sympathetic output increases 
insulin resistance and decreases glucose 
tolerance. In sleep loss, cortisol out-
put increases at nighttime, and growth 
hormone secretion increases during the 
day. Sleep loss stimulates the secretion 
of ghrelin, but inhibits the secretion of 
leptin (12). Leptin release is regulated 
by the hypothalamic circadian pacemak-
er along with the sleep-wake cycle and 
reaches its maximum level at night and 
decreases during the day (13). 
See Table 1.

Recent studies have demonstrated a 
relationship between sleep patterns and 
ghrelin and leptin. Leptin decreases dur-
ing extended periods of sleep depriva-
tion (12). Ghrelin and orexin, appetite

(See Sleep Disorders, page 8)
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Letter from the Editor

Dear Readers,

You are currently reading the first electronic-only HIV/AIDS DPG news-
letter! Like many other dietetic practice groups we are jumping on the 
electronic bandwagon and will be providing you with two traditionally 
printed and mailed newsletters and two electronic-only issues per year. Go-
ing electronic-only helps us get issues out to you faster, saves on paper and 
also on cost. As I said in my previous Editor’s Letter, we want to know how 
you feel about this change so do not hesitate to contact myself or another 
member of the Executive Committee. 
 This issue includes a review of the Association of Nutrition 
Services Agencies annual conference, an article on assessing and counsel-
ing low-literacy clients, an update about the Nutritionists in AIDS Care 
organization and an article from the American Dietetic Association on 
nutrition coding and insurance coverage. We are also happy to include a 
member spotlight on the extremely dedicated Marcy Fenton, MS, RD and 
an article on sleep disorders and obesity from Patricia Davidson, DCN, RD, 
CDE and Kenneth D. Phillips, PhD, RN, two outside contributors. They 
have uncovered research in this area that is extremely relevant due to the 
high prevalence of these medical problems in the HIV/AIDS population. It 
is a pleasure to include the work of health professionals outside of the DPG 
to bring in a new perspective.
  Please contact me if there are topics you would like to see in up-
coming issues or if you are interested in contributing. Sharing your knowl-
edge as an HIV/AIDS nutrition expert with others in the field is invaluable!

Sincerely,
Jenny Torino, MS, RD
Editor, Positive Communication

Corrections and Call for Letters to the Editor

In the article by Vijaya Juturu, PhD, FACN, The Role of Soy in Metabolic 
Complications (Vol.13, No 2), it states “the Food & Drug Administration 
recommends eating 25 grams of soy protein every day as part of a diet 
low in saturated fat and cholesterol.” 

However, according to the citation, the FDA does not make this 
recommendation, but authorizes the use of the health claim: “Diets low 
in saturated fat and cholesterol that include 25 grams of soy protein a day 
may reduce the risk of heart disease.” 

Thank you Lisa Lambiase, MS, MPH, RD for bringing this
to our attention. 

Please send corrections or letters to the editor to 
jennytorino@mac.com. 
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Nutritionists in AIDS Care:
A Word from the Chair
Dear DPG Members:

 I wanted to take a moment to introduce myself and The Nutritionists in AIDS Care (NIAC) Committee. Hav-
ing taken on the role of chair for NIAC I can say that the committee is looking forward to an exciting year ahead. In 
2007/2008, past-chairs, Alan Lee, RD, CDE, CDN, CFT and Jennifer Eliasi-Tech, MS, RD, CDN decided to take a much-
needed break to allow the committee to re-group and refresh. We did host a small local conference in June, and overall our 
enthusiasm has indeed grown. NIAC is ready to host its next great conference slated for March 28, 2009. This upcoming 
spring will be an opportunity for past participants to reconnect with the committee and for new HIV/AIDS DPG members 
to discover NIAC. 
 I have had the pleasure of working with the committee for the past two years. I am so excited to continue my 
involvement, and provide a unique opportunity for RD’s to learn more about nutrition and AIDS care today. Our commit-
tee is made up of 8 incredible RD’s in the New York City area who are committed to their individual practice, national 
HIV/AIDS nutrition care, and the role of the RD in the management of this chronic illness. Our group is a mix of veterans 
and new comers excited to share our vast knowledge and create a conference that will both provide a new perspective and 
reinforce past practice. 
 For those unfamiliar with NIAC, we are a special interest group of the Greater New York Dietetic Association 
(GNYDA). Members of NIAC are leaders of food and nutrition in the Greater New York area specializing in the care of 
HIV and AIDS, but our conference is open to RD’s across the United States. Although the rate of new infection is fairly 
stable according to the Center for Disease Control, prevalence continues to rise. Additionally, with the success of medi-
cal nutrition therapy (MNT) being added as a core medical service (CMS) we are increasingly responsible for the positive 
outcomes of our clients. Demand for up-to-date and accurate information that is sensitive to our evolving role as part of the 
health care team is imperative. NIAC is dedicated to addressing these needs. We hope that you too understand this, and I 
hope to share our love for the field of nutrition and HIV/AIDS nutrition care. 
 Over the next few months, NIAC will be narrowing down our agenda and conference space. Keep your eyes 
peeled for print material, HIV/AIDS DPG list-serve email blasts, and postings on the HIV/AIDS DPG and GNYDA web-
sites for more details. In the mean time, please contact me if you have any questions about this year’s conference or NIAC 
in general. I can’t wait to meet each and every one of you. 

Sincerely, 
Margaret D. Swift, RD 

Margaret is an HIV/AIDS nutrition specialist working at Gay Men’s Health Crisis. Margaret can be reached
at (212) 367-1263 or via email at MargaretS@GMHC.org. 
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It’s Official: The HIV/AIDS DPG Name Will 
Become the NEW Infectious Diseases Nutrition DPG 
(IDN)

By the time you read this, it will be election time 
for the United States. Change is coming for the
HIV/AIDS DPG too!

The HIV/AIDS DPG has received official approval from the 
American Dietetic Association to change our name. The new 
name will drop in the next issue of Positive Communication 
(Winter 2008-2009) which you will receive in the postal mail.

A DPG Member Survey was conducted in May 2008. 
The survey was developed by the HIV/AIDS DPG Executive 
Committee and reviewed and approved by the ADA Practice 
Team. 

HIV/AIDS DPG members were asked to select the name they preferred from the provided four choices:
Original Name: HIV/AIDS
New names: Infectious Diseases (ID)
Infectious Diseases Nutrition (IDN)
HIV & Hepatitis (H&H) 

HIV/AIDS Member Survey Results: 

       We received 127 responses from our membership of 417 from the 2007-2008 year. • 

• 70% of our member’s voted for the name Infectious Diseases Nutrition (IDN) DPG. 
.
• 20% of members did not want to change the name and 10% of people refrained from answering the question. 

• 18% wanted Infectious Diseases (ID) DPG.

       13% wanted HIV & Hepatitis (H&H) DPG.• 

• Recent survey results indicated that 80% of members support the DPG name change to Infectious Diseases Nutrition (IDN)    
              DPG. 

       Thirty percent of members responded to the survey which is a very good representation of what most of our members want.• 

• Using nutrition in the IDN DPG name showcases the vital role of nutrition care.

Many of the RD’s in our membership belong to organizations that traditionally served only people living with HIV/AIDS, but thanks 
to an increase in life expectancy and a gradual decrease in utilization of services by people living with HIV/AIDS, many of these orga-
nizations have expanded the scope of their mission to include other critical illnesses like hepatitis. 

As a result, we know that expanding our mission to encompass other infectious diseases will increase our membership while maintain-
ing the majority of our focus on HIV/AIDS. Infectious Diseases Nutrition is the simplest way to state all that our DPG intends to focus 
on moving forward.

                    (See Infectious Diseases, page 5)
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(Infectious Diseases, from page 4)

We strongly think that a name change will reinvigorate the current membership as well as spark the interest of potential and 
former members who may not necessarily serve people with HIV.  Please tell your colleagues and friends to become a charter 
member of the Infectious Diseases Nutrition DPG by calling 1-800-877-1600 or by going to www.eatright.org!

Who won the (2) free raffles for membership?
Maren Callahan and Mia Hayakawa

Maren Callahan currently lives in Troy, PA, and works full-time in the Ivy Clinic of Arnot Ogden Medical Center in Elmira 
NY. Their clinic serves approximately 200 people living with HIV/AIDS in the counties of Tompkins, Tioga, Chemung, 
Broome, Steuben, and Schuyler counties.

Mia Hayakawa is an international student from Japan and will graduate from the Nutrition Science Program from California 
State University, Los Angeles in December 2008. Mia resides in Pasadena, CA and is applying for PhD programs focusing on 
epidemiology and bio-statistics.

Strategies for Effectively Counseling the HIV 
Patient with Limited Health Literacy
Marianne Wetherill, RD, LD

Dietetic professionals offer a 
wealth of nutrition knowl-
edge, however to some pa-

tients, any complicated or excessive 
advice during a counseling session 
often can be confusing and frustrat-
ing for the patient, preventing com-
pliance or completion of a follow 
up appointment. As any outpatient 
dietetic professional already knows, 
follow up appointments often result 
in “no-shows” or in patients who 
did not meet the goals established 
during previous sessions. Often the 
patient is blamed, rather than the 
teaching strategies of the profes-
sional. The field of health literacy 
has expanded over the past few 
decades, as researchers found that 
practitioners often overestimate the 
health literacy of a patient and that 
this overestimation can adversely 
affect the effectiveness of care. 

A handful of studies have 
investigated health literacy status 
within the HIV/AIDS population.  
For example, one study found 
that 25% of HIV-infected patients 
demonstrated difficulty compre-

hending simple medical instructions. 
HIV-infected people with lower health 
literacy had lower CD4 counts, higher 
VL, were less likely to be taking antiret-
roviral medications, reported a greater 
number of hospitalizations, and reported 
poorer health than those HIV-infected 
patients with higher health literacy (1). 
Furthermore, poor literacy has been 
shown to be a significant independent 
predictor of medication non-adherence 
(2,3). Another study found that HIV 
patients with lower literacy levels were 
more likely to be African American or 
Latino/a, heterosexual, speak Spanish 
as their primary language, and have 
less than a high school education (4). 
It is important to note that poor health 
literacy can occur in any population and 
in any social class; for example, 17% 
of the National Assessment of Adult 
Literacy (NAAL) participants with a 
college degree had general literacy skills 
at the basic or below-basic levels (5). 
These findings support the argument 
that all patients should be assessed for 
health literacy before proceeding with a 
counseling session.  

Identifying the Patient with Health 
Literacy Issues 

Arguably, most patients seek-
ing the help of a dietetics profes-
sional have some deficiencies in 
nutrition literacy; however they 
may or may not also have deficien-
cies in health literacy.  One model 
used to assess overall health literacy 
can act as a valuable assessment 
tool for the dietetic professional.  
Pfizer’s Newest Vital Sign model 
uses 6 basic questions regarding 
the comprehension of informa-
tion presented on a nutrition facts 
label (6). This assessment tool can 
help a practitioner assess for high 
likelihood of limited literacy, the 
possibility of limited literacy, or 
high likelihood of adequate literacy.  
The completion of this screen 
prior to, or at the beginning of a 
counseling session, can help the 
dietetics professional better tailor 
the session to the patient’s learning 
capability. This Newest Vital Sign 
can be downloaded at: http://www.
pfizerhealthliteracy.com/physicians-
providers/newest-vital-sign.html. 

 (See Limited Literacy, page 6)
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Additional methods to assess literacy 
may include the use of a food log in a 
new light: patients who do not complete 
a food log or whose food log has simple 
spelling and grammatical errors may 
indicate a low literacy level. Patients 
who are unable to provide the names of 
their medications or explain the reason 
for taking a medication may also be an 
indication for poor health literacy. 

Effectively Teaching the Patient with 
Health Literacy Issues

The dietetics professional should 
work with the patient at his or her level 
to improve the patient’s ability to obtain 
and use nutrition information through 
reading and comprehending nutrition 
facts labels and food ingredients lists; 
understanding food’s impact on the 
disease(s) of concern; the relationship 
between food safety and health; and 
understanding the basic mathematical 
concepts to calculate nutrition-related 
goals (eg: counting total carbohydrates 
in a meal).  

Pfizer’s Clear Health Communica-
tion Initiative and other health literacy 
advocacy groups have established 
guidelines for better educating the 
patient with low health literacy. Table 
1 is a compilation of various guidelines 
that may be particularly useful for the 
dietetics professional in practice.  The 
ability to better communicate effectively 
with those who have limited health 
literacy offers the potential to improve 
the patient’s understanding about his or 
her own medical problems and which 
actions can lead to improved health; thus 
a true health intervention can be made.  
Use of specific communication tech-
niques with limited-literacy patients can 
result in better health outcomes.  

Conclusion
Poor health literacy creates barri-

ers to fully understanding one’s health, 
illness, and treatments.  Identifying 
optimal strategies for education through 
evaluation of health literacy status is 
vital for both patient compliance and 
reduction in health risk.  Culturally-
sensitive health literacy interventions 
should be provided during each nutrition 
session to allow for the most effective 
care. 

Table 1: Communication Methods for Use with Limited-Literacy 
Patients 

Communication Method Comment

Talk more slowly Communication is enhanced when patients are provided 
with more time to absorb what is being said.

Start with the known Teaching sessions should progress from the known to 
the unknown. Always assess what your patient already 
knows about the topic at the beginning of your session. 
This prevents re-teaching of “known” topics and allows 
for extra time to teach more about the “unknowns”(7).

Use non-medical language, 
use pictures or models to 
explain detailed concepts

Unless patients have personal or professional 
experience with a particular medical illness, they have 
no reason to already know medical terms that pertain to 
that illness. Remember people with poor health literacy 
will not understand concepts the dietetics professional 
takes for granted (eg: the term hormone, insulin, 
glucose, lipids, the role of cholesterol in heart disease, 
etc).

Use videos when appropriate that are 11 minutes or less 
in length to supplement learning (7). 

Limit information Research shows that patients recall a small amount of 
information clinicians tell them which is often because 
too much information is presented. Recall is enhanced 
if information is limited to 2 or 3 key points during each 
session and these points are repeated.

“Water down” materials so that patient education 
handouts are not overly-complex and cover too much 
material. Review handouts and modify as needed down 
to a reading level that does not exceed the literacy skills 
of the average American.  

Use “teach-back” or the 
“show-me” technique

Ask patients to repeat what you told them about what 
they need to do to verify that they understand correctly.

Encourage questions Individuals with low literacy tend to lack self-
empowerment and often will not spontaneously ask 
questions. You need to encourage them to do so.

                   
                   (See Limited Literacy, page 7)

(Limited Literacy, from page 5)
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(Limited Literacy, from page 6)
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Member Spotlight:
Marcy Fenton, MS, RD 
Marissa Ciorciari, RD

When spotlighting nutrition 
professionals whom have 
paved the way for unprec-

edented nutritional care, Marcy Fenton’s 
name is always mentioned. While Marcy 
has had other experiences as a dietitian, 
she has provided and advocated for HIV 
and AIDS nutrition care since 1985. She 
immediately became interested in HIV/
AIDS while performing her graduate 
studies at Case Western University in 
the early 1980’s. Throughout her career 
Marcy has worked as a clinical dietitian, 
food service manager, and nutrition 
consultant. Her volunteer work at AIDS 
Project Los Angeles soon turned into 
a nine-year career, providing presenta-
tions, one-to-one consultations, and 
written materials to clients (including 
adults and children), their families, and 
health care professionals. Since 2004 
Marcy has been a Program Manager at 
the Los Angeles County Department of 
Health Services Office of AIDS Pro-
grams and Policy, where she focuses on 
improving food and nutrition services 
for people living with HIV/AIDS.  

Marcy has played a major role in 
creating networks for nutrition profes-
sionals who work with those infected 
and affected by HIV. Early on she 
helped to organize the group Dietitians 
in AIDS Care in Los Angeles, and later 
spearheaded the establishment of the 
ADA’s HIV/AIDS Dietetic Practice 
Group (DPG). In 1996, she became 
the first chair of the DPG, developing 
memberships and providing governance.  
She also has been the education chair for 
the DPG. As one of the first dietitians to 
take such a lead role in HIV nutrition, 
Marcy’s peer-reviewed publications are 
abundant, and include the ADA’s MNT 
protocols for HIV/AIDS.  As a member 
of the Los Angeles County Commis-
sion on HIV Health Services’ Standard 
of Care Committee (1996-2004), she 
spearheaded the development of its 
nutrition standard of care, Guidelines 

for Implementing HIV/AIDS Medical 
Nutrition Therapy Guidelines, still used 
as a national model.

Marcy has been given sev-
eral awards, including a Lifetime of 
Achievement Award from the HIV/
AIDS DPG. Marcy continues to take an 
active role in public policy. In the next 
few months she will be attending the 
public policy workshop in Washington 
D.C. to help advocate for continuation 
of HIV Programs with Ryan White grant 
services.  

A few questions for Marcy:

HIV DPG: How/why did you start work-
ing in the field of HIV?
MF: I was immediately interested in the 
difference nutrition services make in the 
quality of life of people living with HIV/
AIDS.  

HIV DPG: What are some of the chal-
lenges you face?
MF: It is an ongoing challenge in 
educating my work partners as well 
as others in the healthcare field on the 
impact nutrition has in HIV-care. I miss 
not having someone in my organization 
who understands the complex nature of 
dealing with this virus when providing 
nutrition services.

HIV DPG: What missions, objectives, 
and/or activities have you been working 
on that address your patients’ needs?
MF: I’ve done assessments to see if nu-
trition services are being provided. I am 
trying to get the infrastructure in place 
for screening, referrals by the dietitian, 
and not forget about the content of care 
being provided.  

HIV DPG: What do you think is unique 
about working at your current job?
MF: I am able to be the monitor and yet 
provide technical assistance to nutrition
programs that receive Ryan White funds.  

(See Member Spotlight, page 10)
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(Sleep Disorders, from page 1)
 
stimulating hormones, increase follow-
ing sleep deprivation (11,14). Changes 
in the appetite regulating hormones 
result in increased appetite/hunger and 
food intake. At the same time, sleep 
loss reduces energy expenditure (11). 
Changes in these two hormones have 
been shown to alter dietary patterns, 
night eating, insulin resistance syn-
drome, cardiovascular disease, and 
obesity. Leptin is not only important 
as a regulator of energy homeostasis, 
but plays a significant role in sleep and 
breathing (15).

Speigel and colleagues investigated 
whether partial sleep deprivation alters 
appetite and body composition (16). 
They found an 18% decrease in the 
production of leptin and a 28% increase 
in ghrelin. Changes in these hormones 
were accompanied by a 24% increase in 
hunger/appetite. Increased appetite and 
hunger led to an increase in the intake 
of calorie-dense, high carbohydrate 
foods. Similar results were reported 
from the Wisconsin Sleep Cohort Study 
(17). In that study, 1024 individuals 
were evaluated for the effects of sleep 
deprivation on leptin, ghrelin, hunger 
and appetite. Individuals who slept 
only 5 hours experienced a 15.5% 
decrease in leptin and a 14.9% increase 
in ghrelin, when compared to those who 
slept 8 hours per night. They found an 
inverse, but proportional, relationship 
between body mass index and amount 
of sleep. Those who slept less than 8 
hours per night had a greater BMI when 
compared to those sleeping 8 hours or 
more. The authors speculated that the 
changes in leptin and ghrelin, led to 
increased hunger and appetite leading 
to the increased BMI seen in persons 
sleeping less (17). 

Three mechanisms that have been 
proposed to explain the relationship 
between partial sleep deprivation and 
obesity are: altered glucose metabolism, 
up-regulation of appetite, and decreased 
energy expenditure (18). In obstructive 
sleep apnea, hypoxic episodes and sleep 
fragmentation are likely culprits that 
induce a neuroendocrine cascade that 
leads to these metabolic consequences 
(19). Consistently, sleep loss has been 

implicated as a factor in the develop-
ment of impaired glucose metabolism 
(18,20,21). 

Sleep Disturbances in HIV/AIDS
Insomnia, the most common of 

all sleep disturbances, is a frequent 
complaint of persons living with HIV/
AIDS (PLWHAs). Insomnia refers to 
difficulty in falling asleep, difficulty 
staying asleep, or waking too early three 
or more nights per week. Insomnia may 
be acute (lasting only a few nights to 
two weeks) or chronic (lasting for more 
than a month) in nature. In PLWHAs, 
insomnia is associated with depression, 
perceived stress, symptoms of HIV/
AIDS, or with antiretroviral medications 
used to treat HIV infection. 

Metabolism in HIV/AIDS
Metabolic syndrome occurs at ap-

proximately the same rate in PLWHAs 
as the general population. Is the simi-
larity in the prevalence of MS because 
persons with HIV are living longer, or is 
it related to disordered sleep patterns/de-
privation? Mondy and colleagues com-
pared the prevalence of MS in PLWHAs 
(25%) to that in the NHANES study 
(26.5%). Even though the rates were 
similar in the two groups, PLWHAs had 
lower serum HDL levels, higher serum 
triglyceride levels, and lower glucose 
levels than the comparison group (22). 
Samaras and colleagues found a lower 
prevalence rate of MS in PLWHAs than 
in the general population (23). In that 
study, PLWHAs with MS had higher 
leptin levels, higher C reactive protein 
levels (indicating greater inflammation), 
and lower levels of adiponectin than per-
sons without MS. Diabetes mellitus was 
fivefold to ninefold higher in PLWHAs 
with MS. It is important to point out that 
many PLWHAs met at least two criteria 
for MS, but were not classified as having 
MS because their waist circumference 
or their waist-to-hip ratio did not meet 
established criteria (23). 

Two key hormones, leptin and 
adiponectin, are being evaluated for 
their role in HIV-associated MS (24). 
Samaras et al. showed that HIV-infected 
patients who met the ATPIII criteria of 
MS had greater leptin (6 ± 8 ng/ml, p = 
0.006) and significantly lower adiponec-

tin levels (15 ± 10 µg/ml) as compared 
to those who did not meet the criteria 
(18 ± 8 µg/ml, p < 0.0001). An associa-
tion between total body fat and subcu-
taneous fat patterns have been demon-
strated with both fasting leptin (24,25) 
and leptin pulse dynamics (26). Leptin 
pulse dynamics refers to the measure-
ment of leptin at established intervals. 
In this case, leptin was measured every 
20 minutes. Lower fasting levels of 
leptin have been shown to be associated 
with limb fat loss and insulin resistance. 
Nagy et al. reported an inverse relation-
ship between leptin levels and fat distri-
bution (25). They found that lower leptin 
levels were associated with limb fat loss 
and increased deposition of subcutane-
ous abdominal fat. Lower leptin levels 
were observed in persons with lipoat-
rophy as compared to lipohypertrophy. 
Also hypoleptinemia is associated with 
insulin resistance in those with lipoatro-
phy independent of the fat distribution. 
The authors speculated that leptin levels 
alone could have the central role in the 
development of insulin resistance found 
in HIV. In contrast, significant inverse 
correlations have been demonstrated 
between adiponectin levels and visceral 
and extremity fat (24). An inverse rela-
tionship was found between adiponectin 
and visceral fat. Due to this relationship 
the authors speculated that adiponec-
tin may be a better indicator of insulin 
resistance in this patient population than 
leptin levels. Understanding the 
role of these hormones and factors such 
as disordered sleep patterns and lifestyle 
in the development of HIV-related MS 
could play a pivotal role in the manage-
ment and treatment of HIV.

Conclusion and Clinical 
Implications

Insomnia is the most prevalent 
sleep complaint in HIV disease occur-
ring in transient, episodic, and chronic 
forms. Most insomnia experienced in 
HIV disease is explained by five factors: 
psycho-physiological factors, psychi-
atric/mental health conditions (i.e., 
depression, anxiety), circadian rhythm 
disturbances, substance use, and adverse 
effects of medications. Insomnia is often 
under-reported, undiagnosed, and under-
treated. Assessment should 

  (See Sleep Disorders, page 9)
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(Sleep Disorders, from page 8)

include clinical interview, a sleep log, 
polysomnography, and biochemical 
evaluation for MS. It is recommended 
that all PLWHAs be evaluated for sleep 
disturbances and alterations in sleep 
architecture (stages of sleep). Sleep 
hygiene instructions should be part of 
the holistic treatment plan. See Table 
2. Interventions to improve sleep may 
improve metabolism in PLWHAs and 
certainly will improve their quality of 
life.  
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(Sleep Disorders, from page 9) (Member Spotlight, from page 7)

I am also an advocate…it lets me think 
outside the box on both a major and 
minor level.

HIV DPG: What advice would you offer 
to other dietitians who are interested in 
your field of work?
MF: Be persistent and apply your 
knowledge whenever possible. It is 
really about being active and staying 
eager. It’s about staying on top of HIV 
medical updates and learning as much 
as you can. We have to keep our brains 
bathed in how the nutrition components 
fit into the medical side of HIV.  

HIV DPG: What inspires you to stay in 
the field?
MF: I love the people and information I 
receive on a constant basis… there are 
all these different projects that are grow-
ing and moving forward.

Advocating on your Behalf, the 
ADA Coding & Coverage 
Committee Brings Nutrition 
Coding and Coverage to the 
Forefront

Regardless if you are a regis-
tered dietitian (RD) working in 
a private practice, a hospital, 

nursing home or other practice setting, 
the members of the Coding & Cover-
age Committee (CCC) are some of your 
biggest advocates. The committee’s goal 
– to empower RDs to expand nutrition 
services coverage and receive competi-
tive reimbursement-- impacts all RDs. If 
you’ve ever wondered what the Ameri-
can Dietetic Association (ADA) is doing 
about reimbursement or coverage for nu-
trition services (and the problematic lack 
of), know that some of the most busi-
ness savvy RDs in the association are 
working hard to develop strategies for 
increasing RD recognition and coverage.   

The CCC is a small but passionate 
group of RDs who envision a financially 
bright future for the dietetics profes-
sion. Members of the CCC come from a 
variety of work settings and are ap-

pointed by the ADA President-elect to a 
two or three-year term. Their focus is on 
both internal and external stakeholders 
in the nutrition reimbursement arena. 
During their tenure, they are charged 
with planning for future nutrition code 
development and maintenance; educat-
ing members on coding and coverage, 
and creating strategies to promote recog-
nition and the benefits of RD-provided 
nutrition services. 

Former ADA President Susan 
Laramee, MS, LDN, RD, formed the 
CCC in 2005 upon recognizing a crucial 
need within ADA to strategically plan 
and monitor coding and coverage activi-
ties. Since its formation, the CCC has 
already made significant strides; from 
educational outreach and awareness ef-
forts at FNCE and affiliate meetings, to 
third party payer outreach and physician 
recognition of RD-provided services. 

Outgoing committee chair, Keith 
Ayoob, EdD, RD, FADA serves as a 
liaison to the American Medical As-
sociation’s (AMA) Current Procedural 
Terminology Health Care Professional 
Advisory Committee (CPT HCPAC). 
This allows him to participate in the de-
velopment of CPT (procedure) codes for 
RDs through the AMA process. “It is a 
very arduous process,” said Ayoob, “but 
constant presence at such meetings rein-
forces the value of registered dietitians 
in the coding and coverage process.” 

Also representing ADA within the 
AMA on national coding activities is 
Jane White, PhD, LDN, RD, FADA, an 
ex member of the CCC. White is the 
liaison to the AMA’s Relative Value 
Scale Update Committee (RUC), which 
has the ability to influence code values, 
or the rate at which codes, such as the 
MNT codes, are reimbursed by the Cen-
ters for Medicare & Medicaid Services. 
White sees coding and coverage as the 
“lifeblood” of the RD profession. “It is 
important that ADA be present at the 
AMA coding related meetings so that 
all members of the health care team 
are exposed to RDs and understand the 
vital nature of the work that we do to op-
timize the nutritional status, health and 
well-being of the American public,” said 
White. “We must be at the table when 
the discussions of health care and nutri-
tion services delivery occur so that we 

(See Advocating, page 15)
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Hormone Relationship to 
Sleep

Relationship to 
Metabolism

Production
Site

Primary 
Target 
Tissue

Leptin Short sleep duration and 
sleep deprivation are 
associated with reduced 
leptin levels (16,17).

Leptin secretion decreases appetite and the •	
amount of food intake (27).
Fasting leptin levels are lower in HIV •	
patients with lipoatrophy (25).

Adipocytes Hypothalamus

Ghrelin Short sleep duration 
and sleep deprivation 
are associated with 
increased ghrelin levels 
(28).

Ghrelin secretion increases appetite and the •	
amount of food intake (28).

Adipocytes Hypothalamus

Adiponectin No relationship to 
sleep duration or sleep 
deprivation found in the 
literature.

Lower adiponectin levels are associated •	
with greater obesity (29), insulin resistance 
(30), and diabetes mellitus type-2 (31).

Adipocytes Many tissues

Table 1: Hormones, Metabolism and Sleep

Table 2: Guidelines for Good Sleep Hygiene

Exercise daily, but avoid exercise 4 hours before bedtime.

Avoid the use of caffeine, alcohol, and nicotine 4 to 6 hours before you go to bed. 

Eat a light snack at bedtime. Being hungry or having to much food close to bedtime will interfere with your sleep.

Keep your bedroom cool, quiet, and dark. Use a night light or use a yellow light bulb in a lamp when you get up to go to the 
bathroom. Bright light suppresses melatonin, a hormone that helps you sleep. If there is unavoidable noise that bothers you, wear 
earplugs or use a “white noise” machine.

Avoid taking naps during the day. If you can’t make it through the day without a nap, take a nap before 3:00 PM and set the alarm 
clock so that you don’t sleep more than 1 hour.

Establish and maintain a sleep routine. Go to bed and get up at the same time every day including weekends.

If you can’t fall asleep within 20 minutes, get out of bed and engage in some boring activity.

Go to bed only when sleepy. Use the bed only for sleep or sex. Don’t read or watch TV.

Take a hot bath 90 minutes before bedtime. The hot bath will raise your temperature. As your body temperature drops, you will feel 
sleepy.

Go out into the sunlight for at least 15 minutes as soon as you get up in the morning. This will help regulate hormones that promote 
sleep. 
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Executive Summary: Association of Nutrition 
Services Agencies (ANSA) 2008 15th Annual 
Conference: Framing Our Future
Cyndi Dinger, RD, LDN, Nicole Laverty, RD, Alan Lee, RD, CDE, CDN, CFT, Linnea Matualat, MS, RD, 
Lisa Zullig, MS, RD

This year’s ANSA conference was 
held in the City of Brotherly Love 
(aka Philadelphia) from June 

11-13th, 2008. The conference kicked 
off with a roar with “You Ain’t Seen 
Nothing Yet! – The Future Of ANSA.” 
During this time Frank Abdale, the 
Executive Director of ANSA for the last 
6 years, announced his resignation from 
ANSA to return to NYC as a consultant. 
Frank was heartfelt and genuine in his 
words that ANSA is now a very strong 
and financially sound organization that 
will carry on as a premier international 
association of food & nutrition services 
providers for the critically ill. ANSA an-
nounced that the 2009 conference would 
be held with the National Association of 
Nutrition & Aging Services Programs 
(NANASP). 

Mary Reed, Deputy Executive 
Director of Global Programs at ANSA, 
showed a video of her first hand experi-
ences helping people living with HIV/
AIDS in Africa this past year. The video 
left no dry eyes in the audience and 
was moving in a rare, authentic way 
that conveyed the difference ANSA is 
making abroad. The session ended and 
began with a fantastic performance by 
Siyaya, a performing group made up of 
14 musicians who live in the townships 
surrounding Cape Town. Siyaya’s music 
is a fusion of traditional African songs, 
opera, jazz and pop. In every concert, 
Siyaya does AIDS education through 
music. Their songs on the ABC’s of 
AIDS - abstain, be faithful, use condoms 
- are the highlight of their performances. 
Google “siyaya” for more information 
about the group.
 

SAVE THE DATE: June 2009
16th Annual ANSA Conference- 
www.ansanutrition.org 
Atlanta, GA

A synopsis of the nutrition track is 
below. 

Keep Up With and Don’t Get Passed by 
Complementary and Alternative 
Medicine (CAM)
Mary Beth Augustine RD, CDN, Natural 
Nutrition Consultant, Brewster, NY

This session was energetically pre-
sented by Mary Beth Augustine 
and started with an overview of 

integrative techniques and therapies used 
to manage the health of her patients. In 
her practice, she utilizes evidence-based 
research to inform her patients about 
potential CAM nutrition therapies to 
manage a host of physical conditions or 
disorders. She discussed the patient’s 
right to choose to explore non-traditional 
therapies and how to discuss safety and 
efficacy so the patient can make an in-
formed choice. Use of elimination diets, 
specialized diets for hormonal control 
and vitamin and herbal supplementation 
are among the host of CAM therapies 
she utilizes in her practice.

Mary Beth presented a host of re-
search, professional reading, databases, 
and websites that provide excellent 
resources. She reviewed how she uses 
these resources for both patient care 
handouts and as a research list for other 
health care practitioners. She outlined 
how to evaluate the research and encour-
aged dietitians to make sure we educate 
our patients on evaluating research. She 
discussed the many liability issues and 
provided insight on how to make sure 
patients understand both benefits and 
risks associated with a CAM therapy. 
She emphasized how essential it is 
to relay that any CAM therapy being 
explored should be chosen to manage 
a condition not treat or cure a disease. 
She cautioned against using diagnostic 
language and instead recommended 

describing the mechanism of action 
involved in managing the condition. 
Mary Beth also discussed and encour-
aged RD’s to use disclosure statements 
to protect their professional liabilities. 
She also reminded the dietitians to be 
mindful of their scope of practice and 
encouraged referrals to other CAM 
professionals. Throughout the talk, Mary 
Beth enthusiastically relayed inspiring 
case studies of specific use of CAM 
therapies and the outcomes. 

Update on Renal Nutrition and Menu 
Planning 
Ann Pittaoulis, RD, LDN, Belmont 
Court Dialysis Center in Philadelphia, 
PA 

The presentation began by briefly 
reviewing the principles of hemo-
dialysis and peritoneal dialysis. 

Then the presentation focused on hemo-
dialysis: its history, the dietary restric-
tions it requires and a potentially fatal 
side effect it can cause. A discussion of 
dietary restrictions for dialysis patients 
comprised the majority of the presenta-
tion. Common concerns addressed were 
protein, potassium, sodium and fluid re-
quirements. Reviews of phosphorus and 
calcium restrictions were of particular 
interest. She explained that high blood 
levels of both could cause calcification 
and potentially lead to cardiac death. In 
fact, mortality due to cardiac calcifica-
tion is the number one killer of dialysis 
patients. In order to prevent this it is 
important to monitor a patients labora-
tory results, educate them on common 
and hidden sources of phosphorus and 
calcium and encourage phosphate binder 
compliance. 

        (See ANSA, page 13)
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An African-American Perspective on 
Recognizing Barriers & Identifying 
Ways to Combat Obesity & Related 
Chronic Diseases in the African Ameri-
can Community
Denise Anderson-Carr, MPH, RD, 
Program Development Specialist, NY/
NJ AIDS Education & Training Center, 
Newark, NJ

Denise began her well-received 
presentation with some eye-
opening statistics on just how 

real health disparities are in the United 
States. There appear to also be a small 
number of qualified racial/ethnic 
medical providers to service a grow-
ing minority population in the United 
States. There are many barriers to 
healthcare and a particularly vulnerable 
group is African-American women and 
the increased prevalence of obesity. A 
recent study in low-income HIV-positive 
African-American women in Dayton, 
OH, revealed an over consumption of 
calories and dietary fat and cholesterol 
compared to the general population. 
African- American women tend to also 
lack important nutrients like iron, cal-
cium, folate, and vitamin D.

It is well documented that there 
are environmental disparities in food 
purchasing between affluent and less 
affluent neighborhoods. Foods deemed 
healthy are three times more likely to be 
available in affluent neighborhoods ver-
sus emerging neighborhoods. African-
American women are motivated to exer-
cise and engage in physical activity with 
people of similar ability and confidence. 
Barriers in this group include: lack of 
support, fatigue by exercise, physical en-
vironment not conducive to exercise and 
family acceptance of being overweight. 
Studies show that culturally competent 
interventions can work. More research 
in this area is also needed. Cultural 
competence is the skill to be able to rec-
ognize differences and the willingness to 
learn about different groups of people, 
one person at a time. It is implausible to 
expect to know everything about every 
race/ethnicity. Minority populations 
need culturally appropriate interventions 
to improve health outcomes and quality 
of life. 

Emerging Nutrition Issues with HIV – 
Tools to Help Manage Hyperglycemia, 
Wounds, and Loss of Lean Body Mass
Cris Carlin-Scheidt, Medical Nutritional 
Sales Representative, Abbott Nutrition, 
Columbus, OH  

Cris spoke about ways to achieve 
adequate nutritional intake to 
support weight and lean body 

mass maintenance in HIV/AIDs pa-
tients. She reviewed current guidelines 
for macronutrient needs and discussed 
parameters for evaluation of visceral 
protein status. She emphasized the dif-
ference between simple starvation and 
wasting as a response to catabolic stress 
and provided the group with an outline 
of parameters for evaluating significant 
weight loss, as well the percent reduc-
tion in lean body mass as it relates to 
mortality in the HIV/AIDS population. 
Cris reviewed the roles of the specific 
amino acids that her company uses to 
formulate Juven®, and how they relate 
to the management of wasting. She pre-
sented the data of published randomized, 
double-blind placebo controlled studies 
where Juven® was utilized for a 2-week 
period and significantly repleted lean 
body mass.

Another emerging trend in the 
nutritional management of HIV/AIDS 
is the increased prevalence of insulin 
resistance and diabetes. Abbott produces 
a product, Glucerna®, which is spe-
cially formulated with slowly digested 
carbohydrates that produce a lower 
blood glucose response level. Cris also 
highlighted the ingredient chromium 
picolinate in this product, which may 
contribute to better glucose control, as 
well as fructoligosaccharides, which are 
beneficial prebiotics for gut integrity. To 
better aid our patients in understanding 
how they can self manage their blood 
sugar control, Abbott has developed 
a free website diabetescontrolforlife.
com. This website provides educational 
articles that discuss methods for your 
patients to record their blood glucose 
test results and organize the informa-
tion, as well as providing recipes, and 
encouraging activity in their life. Cris 
urged clinicians to pull information from 
this website for the patients who do not 
have access to the Internet.

Universal Outcomes for Medical Nutri-
tion Therapy (MNT)
Cyndi Dinger, RD, LDN, Director of 
Nutrition & Client Services, MANNA, 
Philadelphia, PA; Charlotte Hayes, MS, 
RD, CDE, Director of Nutrition Ser-
vices, for Open Hand/Atlanta in Atlanta, 
GA; Kelly Horton, MS, RD, Nutrition 
Service Manager, Lifelong AIDS Alli-
ance from Seattle, WA;  Sue Daugherty-
Rodriguez, RD, Chief Operating Officer, 
MANNA, Philadelphia

The session was designed to 
develop minimum standards 
for medical nutrition therapy 

outcomes for ANSA agencies. It was a 
preliminary step to see which agencies 
would be interested in collaboration. 
Each presenter relayed her nutrition 
department’s role at her agency. The 
settings where RD’s were currently 
practicing MNT were detailed, as well 
as the current outcomes that were be-
ing tracked. After the speakers shared 
their agency practices, a round table 
discussion delved into the potential for 
minimum standards and collaboration on 
outcomes in the future. Each participant 
was asked if they practiced MNT in their 
agencies, and what types of diagnosis 
they saw in their practice. Most of the 
agencies participating did service clients 
who were HIV-positive.                                                                                    

Overall, ANSA member agencies 
have RD’s either consulting or on staff 
in only 40-50% of the ANSA mem-
bership. The group agreed to use the 
American Dietetic Association’s defini-
tion of MNT and decided that a common 
interest was proving the worth of MNT 
services in the HIV/AIDS population. 
The group agreed to start with universal 
outcomes for MNT as it relates to HIV/
AIDS. Each participant was asked to 
report what his or her agency was cur-
rently collecting, and the software and 
database that was being used. In general 
most participants did have the ability to 
utilize Excel either directly or interfac-
ing by export from other software. The 
future hope is that the agency represen-
tatives will be able to link outcome data 
and identify initiatives and successes 
that ANSA agencies can report. Ulti-
mately, the goal is to agree to standards 
that will lead to a protocol for outcomes 
measurements in MNT that will result in 
the “ANSA Gold Seal of Approval.”

(See ANSA, page 14)
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Making the Nutrition Connection
Margaret Swift, RD, HIV/AIDS Nutri-
tion Specialist, Gay Men’s Health Crisis, 
New York, NY

The purpose of the presentation 
was to discuss the documentation 
of outcomes, CD4 and VL, and to 

distinguish where nutrition management 
of HIV/AIDS fits within the changes 
in Ryan White funding. The presenter 
reviewed the background of Gay Men’s 
Health Crisis and the services provided 
to help promote health and wellness in 
HIV-positive men and women and high 
risk HIV-negative individuals. Nutri-
tion services include nutrition coun-
seling, food pantry, nutrition groups 
and congregate meals. In making the 
connection to improving outcomes, the 
overall care of the patient is complex 
and involves evaluating the patients’ 
nutritional status, food security, and 
emotional health. Studies of vitamins 
and minerals in HIV transmission and 
disease progression were discussed as 
well as the “vicious” cycle of HIV and 
malnutrition. Psychosocial factors such 
as depression and stress were shown to 
increase VL and decrease CD4 de-
spite HAART treatment, in addition to 
decreasing macronutrient intake. The 
nutrition professional can address all 
aspects of care by listening to the needs 
of their client, finding referrals in the 
community, and documenting progress. 
The Nutrition Care Process should be 
utilized to build the base and the results 
should be analyzed and used to help 
improve communication and reaching 
out to a larger audience. To get started, 
you must start small, re-evaluate often, 
monitor progress, keep an open mind, be 
willing to make mistakes, and keep your 
eye on the prize.

Physical Activity in HIV and Older 
Adults: Setting Bodies into Motion
Theresa Gaffney, RD, LD, CFT, Abbott 
Northwestern Infectious Disease Clinic, 
Minneapolis, MN

Theresa’s presentation met her 
stated objectives on physical 
activity in a concise, intense 

and complete manner. Nearly 30% of 
Americans report no leisure-time regular 
activity and only a quarter of American 
adults engage in the recommended lev-
els of physical activity. In older adults, 
physical inactivity leads to less favor-
able health and is negatively associated 
with an increase in depression, obesity, 
and smoking. In people living with 
HIV/AIDS, exercise can be seen as an 
important self-care activity, but many 
do not engage in organized exercise, nor 
do they meet general recommendations 
for frequency or duration of physical 
activity. 

An interesting study revealed that 
US medical students who consistently 
recommended physical activity to their 
patients also engaged in regular physical 
activity on their own. Below are guide-
lines for physical activity set forth by the 
American College Of Sports Medicine 
(ACSM).

ACSM Exercise Prescription

Mode - Large muscles, continuous, rhythmic, aerobic

Frequency - 3 to 5 days per week

Duration - 20 to 60 minutes

Intensity - 60 to 90% of maximal heart rate

Progression - Increase intensity and/or duration over time 

An alternative to counseling indi-
viduals on physical activity using the 
ASCM guidelines would be to promote 
lifestyle physical activity. Numerous 
benefits can result with the integration of 
physical activity into daily routines, and 
may be more successfully received and 
maintained by clients.

Theresa discussed her findings 
from an exercise program she created 
which was made possible by a grant she 
received from the University Of Minne-
sota Office Of Public Engagement. The 
program was a collaboration between 
the Abbott Northwestern Infectious 
Diseases Clinic and Clare Housing. The 
12-week program offered people living 
with HIV one-on-one personal training/
support or group activities. There was a 
large educational and motivational com-
ponent to the program which provided 
the opportunity to help people improve 
their functional ability. 

The time is now to think about being a 
presenter at next year’s ANSA confer-
ence scheduled to be in Atlanta, GA, 
in June 2009. If you are interested 
or have a suggestion for a speaker or 
topic, please let Maria Staunton know 
at mstaunton@ansanutrition.org.

                              (See ANSA, page 15)
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can have input into the decisions that 
impact services provision, code creation 
and services reimbursement.” 

Due to ADA’s involvement in AMA 
coding meetings, new codes for team 
conferences, phone and email services, 
and education and training are available 
for RDs.  Depending on payer poli-
cies, these codes may be used among 
private insurance companies. White and 

Ayoob’s appointments to the HCPAC 
ensure ADA will have a strong voice 
among many competing interests in the 
health care field. 

In addition to these external groups, 
members of the CCC work closely with 
internal ADA groups to advance op-
portunities for RDs. For example, CCC 
members contributed to the development 
of performance measures for outcomes 
reporting to the government and insur-
ance groups. The CCC also funded and 
is involved with the MNT Effectiveness 
Evidence-Analysis Workgroup to review 
research on cost-savings of RD-provided 
clinical nutrition services and the value 
and impact of RD nutrition services 
compared with services provided by 
other healthcare professionals. (Informa-
tion will soon be posted on the Evidence 
Analysis Library.) In addition, mem-
bers participate on the Evidence-Based 
Practice Committee and helped draft the 
August 2008 Journal of the American 
Dietetic Association article, “Referral 
Systems in Ambulatory Care– Providing 
Access to the Nutrition Care Process.”

During the past year, committee 
members have reached out to the larger 
ADA membership in many ways. At 
affiliate meetings across the country, 
hundreds of ADA members attended a 
“Cracking the Code- Billing Potential 
Beyond Medical Nutrition Therapy” 
seminar presented by the CCC members. 
Thousands of ADA members received 
email requests to participate in an ADA 
2008 CPT Code Survey, requests to 
participate in an ADA/AMA Practice 
Information survey, and requests to par-
ticipate in a phone and email procedure 
code survey, all CCC projects. Also dur-
ing the year, thousands of ADA mem-
bers downloaded the “MNT Works Kit” 
and marketing materials on “How to sell 
MNT message” to use to expand cover-
age with local insurance companies. 
All this, and more, was made possible 
through the hard work and dedication of 
the CCC members.

According to Ayoob, the CCC’s suc-
cess during 2007-2008 can be attributed 
largely to the unique perspective and 
passion that each member brought to the 
table. Looking ahead, 2008-2009 Chair 
Charlotte Thiessen, MS, RD, LMNT, 
hopes to add to the strong foundation 
by expanding the educational “Crack-
ing the Code” presentation schedule and 

developing strategies for increasing RD 
recognition and coverage among private 
sector third party payers. “The work of 
the coding committee is critical to the 
profession,” said Thiessen. “Assisting 
RDs on interacting with insurance com-
panies and understanding code use and 
billing procedures for nutrition services 
is fundamental to ensure MNT remains 
an effective and covered benefit.”

To learn more about the Coding & 
Coverage Committee and to view mem-
ber coding and coverage resources go to 
www.eatright.org/mnt. 

Members of the 2008-2009 Coding & 
Coverage Committee include: Charlotte 
Thiessen, MS, RD, LMNT, Keith Ayoob, 
EdD, RD, FADA, Susanne Luchetti, MS, 
RD, LDN, Linda Arpino MA RD CDN, 
Jane White PhD RD FADA LDN, Diane 
Machcinski, MEd, RD, Mary Ann Hodo-
woricz, MBA, RD, CDE, Legislative 
and Public Policy Liaison. Three-year 
veteran Mindy Benedict, MS, RD, CDE, 
LDN just ended her term with the CCC. 
Staff partners include Hellen Coleman, 
Tori Bender and Pam Michael from the 
Nutrition Services Coverage Team.

(Advocacy, from page 10)
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HIV/AIDS DPG
American Dietetic Association
120 South Riverside Plaza
Suite 2000
Chicago, IL 60606-6995

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

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

www.digestivecare.com

610-966-5958

• DCI supports a network of Nutritional Professionals who provide 
educational programs for the HIV/AIDS Healthcare Professional. To 
schedule an educational program speaker, please call 610-966-5958.

• This educational program provides attendees with CPE (Continuing 
Professional Education) credit hours for Registered Dietitians and 
Nutritional Professionals.

• There are no fees for these programs. 

Nutritional Management of HIV/AIDS:
Spotlight On Malabsorption 
Related Diarrhea


