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As dietitians, we classify all 
substance abusers as “nutrition-
ally at risk.” For people infected 

with HIV who suffer from substance use 
disorders, the risk is even greater due 
to the similar adverse effects of the two 
conditions on the body, and exacerbation 
of HIV complications due to alcohol and 
drugs. 

Nutritional Implications
To examine these dynamics in 

more detail, you are invited on a “head 
to toe “fantastic voyage” through the 
body. Starting up top, we know that 
substance abuse impairs judgment. This 
often leads to poor food choices, unsafe 
sex, as well as fights and accidents that 
might otherwise have been avoided. The 
appetite center in the hypothalamus is 
“switched off” by many drugs, notably 
cocaine. Coupled with the anorexia of 
HIV, drastic weight loss may result. 
Heavy alcohol intake leaves little room 
for calories from actual food contain-
ing needed nutrients. Marijuana may be 
known to cause the “munchies” but the 
target foods are far from nutrient dense. 
Erratic, poor quality food intake can 
play havoc with neurotransmitters and 
blood glucose, leading to generally foul 
states of mind, which in turn can be cues 
to continued drug use.

Travelling on down to the mouth, 
those aforementioned brawls and acci-
dents may leave our client with missing, 
loose, and rotten teeth (brushing, floss-
ing, and regular dental care are not on 

Nutrition Intervention for the Substance Abusing 
PLWA
By Renee Hoffinger, MHSE, RD/LD

the binger’s “to-do” list), which makes 
chewing, and hence digestion, challeng-
ing. Poor dentition, dry mouth, bruxism 
and tooth decay from amphetamines 
(aka “meth mouth”), as well as mouth 
sores due to marginal malnutrition and 
the oral manifestations of HIV, all serve 
as aversive behavioral cues for eating 
hard and acidic foods, further restrict-
ing variety and quantity of intake. Taste 
buds scorched by cigarette smoke aren’t 
as excited by food (if it doesn’t taste 
good, why eat it?) and encourage salt 
usage. Crack cocaine users often feel a 
constriction of the throat (supraglottitis) 
and may fear being unable to swallow.

Further along the GI tract we see 
esophageal varices (varicose veins) as-
sociated with portal hypertension due to 
alcoholic cirrhosis. The diseased liver 
enlarges and hardens, causing a backup 
of blood, distending the esophageal 
tributarie which may rupture, resulting 
in life-threatening hemorrhage (1, 2). 
Alcohol use increases gastric secre-
tions and signals the pyloric sphincter 
to relax, often resulting in reflux (aka 
GERD), as well as alcoholic gastritis 
and pancreatitis. The exact mechanism 
for alcoholic pancreatitis is still being 
debated (3) but in any case it may lead 
to Insulin Dependent Diabetes Mellitus, 
and impaired absorption of essential 
fatty acids, fat-soluble vitamins and 
calcium.

(See Substance Use, page 8)
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Letter from the Editor
Hello IDN DPG Members!

We have a great issue for you this quarter. For those of you who were unable to go to 
the Nutritionists in AIDS Care 2009 Conference, Meredith Liss, MA, RD, CDE, CDN 
wrote a comprehensive summary of the presentations.We also teamed up with Renee 
Hoffinger, MHSE, RD/LD, an active member of the Behavioral Health Nutrition 
DPG, to create an article on the nutritional implications of substance abuse and Sarah 
Spool MS, RD, CDE, CDN and myself submitted an article on food insecurity and 
HIV/AIDS globally.  

I also wanted to introduce Positive Communication’s new Co-editors June Neff 
Pierre-Louis, PhD, MPH, CDN and Alison Mittelsteadt, MS, RD.  During the next 
two issues, I will be stepping down as editor and they will be taking over. Please read 
a bit about them below:

June Neff Pierre-Louis, PhD, MPH, CDN, received her doctorate in nutritional 
sciences from Cornell University (1995) and Master of Public Health in epidemiol-
ogy from the University of California, Los Angeles (1982). She does consulting 
work and currently works for the New York State Department of Health in the city of 
New York. Most of her career has been in the field of international nutrition. She has 
worked in Brazil, Haiti, Niger, Mali, Burkina Faso, Ethiopia, Burundi, and Chad.

Alison Mittelsteadt, MS, RD graduated with a Master’s in Nutrition from Case 
Western Reserve University and completed a dietetic internship at University 
Hospitals Case Medical Center. She works at the HIV/AIDS clinic at University 
Hospitals Case Medical Center in Cleveland, Ohio as a research assistant and 
dietitian.  

I hope you enjoy this issue and as usual please contact us if you have any feedback.

Sincerely,
Jenny Torino, MS, RD
Editor in Chief

3 Ways to Get Involved with Pos Com!

~Always wanted to put in your 2 cents? 
Write a Letter to the Editor!

~ Think RDs deserve more recognition?
Nominate someone for the Member Spotlight!

~Have you had a success in your program that you want to share?
Write an article about it!

Send all submissions to Alison, June or Jenny. See contact information to the left.
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Letter from the Chair
 
Hello Fellow DPG members,

Summer is upon us and I am so happy to say hello to you all again as your Chair. As a few of you have noticed, the IDN is re-
vamping itself. One thing we are doing is going green – so not only have we placed two issues of Positive Communication online 
every year, but we have started recycling. We have gotten so serious about recycling that we have recycled the Chair!
 
I am honored to be the current Chair of the Infectious Diseases Nutrition Dietetic Practice Group of the American Dietetic 
Association. The Executive Commitee recently met to plan out the coming year and I believe we have some great ideas in store. 
We are planning to add some additional member benefits to your DPG membership to make it even more valuable. The DPG 
website will be updated to include more presentations, updated patient education materials and links to reliable sites.  The list-
serve will become more active with more discussion about HIV/AIDS and Infectious Diseases. Positive Communication hopes 
to have an Ask the Editor section, a variety of articles that are cross-published from other DPGs, and utilize e-blast software to 
notify members of updates and important information. 
 
We will also make our presence known at the 2009 ADA Food & Nutrition Conference & Expo in Denver in October. Join us for 
our session entitled: Modern Management of Infectious Diseases: HAART, CAM and Therapies on the Horizon: Open Discus-
sion.  This interactive session will be on October 18th from 8:30 to 9:30am. Ideas and approaches in treating Infectious Diseases 
will be discussed. 

I would love to know more about your interests and what enhancements you would like to have made to the DPG. We need 
members to get involved on the various committees and to offer feedback so we can grow together.
 
Enjoy the summer, spend some time with your loved ones, and spend some time refreshing yourselves so that you can continue to 
give back to your clients.
 
I look forward to the year ahead and I look forward to hearing from you!
 
Jenn

Cultural Competency
We’d like to build something for you!

As the faces and homes of your clients grow more diverse, ADA would like to assemble some 
Cultural Resources for you. With your input, we’ll gather the tools and topics that you need to 
engage in culturally relevant client relationships.
 
Please let us know what topics on cultural competence you’d like to see addressed. For example, 
do you want to know what challenges and successes in diverse populations that your colleagues 
have encountered? Do you want to determine how “culturally aware” you are? Do you want 
patient materials or visuals? Do you need help in planning for the future “face” of America?
 
Whatever your suggestions are, we’d like to hear them, at: The Journal Team Mailbox (Journal@
eatright.org). Many thanks. We look forward to bringing you a useful Cultural Resource Center 
in the near future.
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After a year hiatus, Nutrition-
ists in AIDS Care, the special 
interest group of the Greater 

New York Dietetic Association, resumed 
its annual day conference on Saturday, 
March 28th 2009 in New York City. The 
conference was well attended and par-
ticipants received a unique educational 
experience from four dynamic and ver-
satile lectures. This conference summary 
will share the newly acquired knowledge 
and serve as a valuable contribution to 
members of IDN. 

Keep Up With & Don’t Get Passed 
by Complementary & Alternative 
Medicine

Our first speaker, Mary Beth 
Augustine, RD., CDN, is an Integrative 
Medicine expert, and renowned speaker 
in this field. She started her presenta-
tion by differentiating the terms used for 
complementary and alternative medi-
cine (CAM). Complementary medicine 
is used together with conventional 
medicine; alternative medicine is used in 
place of conventional medicine; and in-
tegrative medicine is evidence based and 
combines treatments from conventional 
medicine and CAM. Ms. Augustine 
identifies herself as an Integrative Medi-
cine practitioner. She currently works 
at the Beth Israel Center for Health and 
Healing and is the director and owner of 
The Natural Nutritionist (www.TheNat-
uralNutritionist.com). We were fortunate 
to have her share her wisdom and inspire 
the audience to expand their nutrition 
care “toolboxes”. 

The speaker referenced the Thomp-
son Medstat Research Brief from 
December 2006 and provided statistics 
of CAM use. Herbal supplements are the 
most popular CAM therapy, and can be 
within the scope of practice of the dietet-
ics professional. The main objective 
of the presentation was to educate the 
audience on how to evaluate the safety 
and efficacy of commonly used herbs, 
vitamins, minerals, and dietary supple-
ments. 

This knowledge can boost the con-
fidence of the dietitian/nutritionist when 
working with clients in these areas.

Ms. Augustine emphasized that 
patient empowerment, informed shared 
decision making, and patient-centered 
care are terms and practices that are 
“in”, whereas medical paternalism, in-
formed consent, and patient participation 
are terms and practices that are “out.”  
All types of treatments have potential 
risks as well as potential benefits. Ms. 
Augustine suggested that we let patients 
know. Taking responsibility goes hand 
in hand with a patient’s right to “health 
care freedom” and at the same time 
can shield a clinician from malpractice 
liability. Ms Augustine strongly rec-
ommends subscribing to the Natural 
Medicines database (www.naturaldata-
base.com). The annual fee is $92 and 
offers clinician and patient monographs, 
a disease specific effectiveness search, a 
drug nutrient interaction checker, and a 
nutrient depletion checker.

It is important to evaluate and dis-
cuss the safety of a potential treatment 
with a patient. Semantics and terminol-
ogy are vital, remembering that different 
doses, uses, and routes of administration 
affect safety, and that no product is safe 
for ALL people ALL of the time. As a 
practitioner, you can say “consider a 
trial of” vs. “take this”, acknowledging 
that what works for one doesn’t neces-
sarily work for all.

When reviewing the mechanism 
of action of a particular treatment, be 
transparent and inform the patient if the 
activity referred to in the mechanism of 
action was seen in lab culture models, 
human cell lines, animal models, or in 
humans. Inform patients about the typi-
cal dose used in the studies, the dose-
response relationship, and the concept 
of the lowest most effective dose. Ms. 
Augustine underscored that one supple-
ment should be introduced at a time, and 
that there should be a dose escalation 
schedule, and a start and stop date. Ad-
vise patients of known adverse side ef-
fects in writing, and advise them to seek 
medical treatment for severe side effects. 

This advice should be documented in the 
patient record. 

Ms. Augustine gave us the tools to 
feel more comfortable expanding our 
practices into the integrative medicine 
arena. She offered several references 
including www.naturalstandard.com, 
www.nccam.nih.gov, www.fda.gov/
medwatch, www.herbmed.org, www.
epocrates.org, and www.medscape.com. 

Becoming an Effective Advocate
The second lecture was provided by 

Frank Abdale (www.abdaleconsulting.
com), president of ABDALE Consult-
ing, an agency focused on develop-
ing a vision, strategies and actions for 
dynamic leaders and organizations. He 
built a successful advocacy program as 
executive director of the Association of 
Nutrition Services Agencies (ANSA). 
Mr. Abdale shared his success stories 
and eloquently provided inspiration to 
the audience.

He began his presentation with a 
quote by Stephen Woods, the Execu-
tive Director of Open Hand, Atlanta 
- “We lobby for money, we advocate 
for change.”  He then differentiated 
the terms. Advocacy is limitless and 
equates to education on the issues. End-
less amounts of money can be spent on 
education. On the other hand, lobbying 
seeks to influence specific legislation, 
and is limited by rules and regulations.
Mr. Abdale’s informative presentation 
was themed with a message of patience. 
Advocacy takes time and is not easily 
measured. There are no immediate re-
sults in the short term. You need to con-
stantly re-educate people. He provided 
each audience member with the bro-
chure, “We the People….ANSA’s Guide 
to Grassroots Advocacy” and described 
its main purposes, one being the impor-
tant role of engaging new members in 
the fight to secure and sustain funding 
for food and nutrition services every-
where. He referenced a downloadable 
publication from the ANSA website, The 
Power of Nutrition (www.ansanutrition.
org). 

NIAC 2009: Nutrition at Every Step-Conference 
Summary
Meredith Liss, MA, RD, CDE, CDN
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To be a successful advocate, Mr. 
Abdale spoke of both personal and 
professional requirements. Personally, 
you must look at your relationship to 
power. He asked us to ask ourselves 
if we are viewing our target audience 
as “big them” and ourselves as “little 
me”?  He empowered the attendees by 
reminding us that we are all equal, with 
the simple notion that people are just 
people. You also must gain comfort in 
asking for money, and remember that 
you are simply offering people the op-
portunity to contribute. People feel good 
about themselves when they contribute, 
and you are giving them this potential 
gift. He also recommended that we put 
personal politics aside, and learn to work 
well with people very different from us. 

The professional requirements to be 
a successful advocate include stellar 
preparation. He strongly highlighted that 
we become experts about our issues, 
the players, and the rules. Presentation 
skills are vital. If you know your issue 
inside and out, you will feel comfort-
able presenting. Treat all people well, as 
there is no such thing as someone who 
is unimportant. Treat the gatekeepers as 
well as you treat those behind the gate.

One of the biggest barriers to becom-
ing an advocate is the “why bother?” 
mentality. People generally have the at-
titude that things will never change. He 
strongly corrected this notion by coun-
ter-arguing that things do change…..
because people do bother. He closed his 
lecture with the message that advocacy 
brings change. One in a million, in New 
York City terms, means that there are 8 
people like you. 

HIV and Body Image
The third lecture was co-presented 

by Jenny Torino, MS, RD and Matt 
Feldman, PhD, LCSW. Ms. Torino is the 
Assistant Director of Nutrition Educa-
tion and Health Outcomes at the Gay 
Men’s Health Crisis. Mr. Feldman is the 
Assistant Director of Health Outcomes 
at the Gay Men’s Health Crisis. 
They started the presentation by defining 
body image and describing the physical, 
psychological, and social influences of 
body image. Body image is a loose men-
tal representation of the body’s shape 
and size. Body image encompasses the 
attitudes and perceptions we have about 
our bodies. Physical changes associated 
with an illness, such as HIV/AIDS, can 

transform a person’s previous experience 
of their own body. Psychologically, body 
changes can threaten self confidence and 
affect feelings of attractiveness and sex 
appeal, as well as feelings of anxiety, 
fear, and a loss of control. Socially one 
may fear unintentional disclosure of 
HIV status due to body changes, or the 
need to explain the body changes to 
family, friends and co-workers, particu-
larly when these changes cause anxiety 
and distress in others.  

The presenters spelled out the harsh 
reality of common coping strategies for 
those distressed by undesirable body 
changes. One may withdraw from social 
routines to avoid rejection, be less will-
ing to date because of feelings of unat-
tractiveness, dress differently to conceal 
the body change, adopt an unhealthy diet 
or exercise routine, or interrupt life sav-
ing anti-retroviral therapy (ARV).
The presenters then spotlighted the 
impact of HIV/AIDS on body image 
among men who have sex with men 
(MSM). Compared to heterosexual men, 
MSM are more likely to: experience 
body dissatisfaction than heterosexual 
men, be more preoccupied with their 
      (See NIAC, page 6) 
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(NIAC, from page 5)
weight, and report lower ideal weights 
with the desire to be thinner and/or more 
muscular. Interestingly, because MSM 
aim to sexually attract men, they are 
subject to similar pressures and demands 
as heterosexual women. The values and 
norms within the gay community place 
a heightened focus on appearance to 
which men feel pressured to conform.

 The presenters pointed out that 
poor body image, along with depression, 
stress, anxiety, substance use, and poor 
HIV medication adherence all have an 
effect on nutrition status. Those with 
a poor body image may be restrictive 
eaters, overeaters, over exercisers, inap-
propriate users of vitamins, minerals and 
herbal supplements, and/or have eating 
disorders. 

With a great deal of passion for this 
subject, Ms. Torino and Mr. Feldman 
then described the development and 
implementation of their very own co-led 
body image group at their agency, the 
Gay Men’s Health Crisis. Based on the 
rationale that HIV-infected men have 
high rates of body dissatisfaction as a re-
sult of the illness and/or ARV treatment, 
as well as the rationale that HIV-infected 
men may engage in potentially harm-
ful behaviors such as steroid use and 
non-adherence to ARVs in an attempt 
to control body change, a body image 
group for MSM was formed. The goals 
of their group include: understanding 
the effects of body image on nutrition 
choices, increasing knowledge about a 
well balanced diet, improving body im-
age, and decreasing any unhealthy body 
related behaviors. 

They created a 90 minute, weekly 
group which met for 14 sessions. Group 
members completed several nutrition 
and psychological surveys at baseline 
to be repeated at the 3 month mark for 
comparison. The group content includes 
a nutrition curriculum and psychological 
sessions. The extensive nutrition curric-
ulum includes: Nutrition and HIV 101, 
Nutrition and Body Image, Exercise and 
Body Image, Nutrition and Exercise: 
Facts and Myths, Medication Adher-
ence and Body Image, and Aging and 
Body Image. The group leaders stressed 
that the group is not an eating disorder 
group, as their purpose is to prevent 
eating disorders. Those participants who 
engage in eating disorder activity are 
referred for appropriate treatment. The 

audience was impressed by the forma-
tion of this novel group and its potential 
favorable impact.

Planning for Pregnancy with HIV
Juliette Charles-Rawlins, MD, 

FAOG, Director of Gynecologic Ser-
vices at the Center for Special Studies at 
New York Presbyterian Hospital/Weill-
Cornell Medical Center gave the final 
presentation to a captivated audience, 
whose demographic majority consisted 
of females of child-bearing age.

Dr. Charles-Rawlins started her 
presentation with alarming statistics. In 
the United States, HIV/AIDS in women 
has risen from 7% early in the epidemic 
to 27% of adults living with HIV/AIDS 
today. The majority of these women are 
in their child bearing years between ages 
13-50. Women living with HIV/AIDS 
struggle with family planning deci-
sions. If interested in having children, 
they are concerned about the potential 
of transmitting HIV to their partners, 
children, and/or medical providers. In 
order to protect their partners, they have 
to consider their reproductive options 
which include natural conception, artifi-
cial insemination, and assisted reproduc-
tive technology. Dr. Charles-Rawlins 
reviewed a commonly recommended, 
home artificial insemination technique 
that involves aspirating semen with a 
syringe from a non-lubricated condom.
In order to prevent HIV transmission 
from mother to child, HIV needs to be 
well controlled in the mother; extensive 
exposure of maternal bodily fluids must 
be prevented during delivery; and the 
mother should avoid breast feeding. 
According to Dr. Charles-Rawlins, if the 
mother’s HIV viral load is undetectable 
it does not make a difference whether 
the baby is delivered vaginally or via 
cesarean section with regard to HIV 
transmission risk. On the other hand, if 
the HIV viral load is >1000 copies per 
ml, cesarean section is recommended to 
reduce risk of transmission.

Prenatal care is very important for 
pregnant women living with HIV/AIDS. 
It is essential for pregnant women to 
be taking ARVs, as this will decrease 
transmission risk to < 2%. Living with 
HIV does not mean that you can’t have 
children. The odds of having a healthy 
baby are excellent. The ARVs that 
are contraindicated during pregnancy 
include Atripla and Sustiva. Amniocen-

tesis is contraindicated for HIV-infected 
pregnant women. Regular visits, routine 
labs, HIV labs, sonograms, and monitor-
ing of both fetal growth and maternal 
health are all a vital part of prenatal care. 
Dr. Charles-Rawlins stressed the im-
portance of good nutrition for pregnant 
women. She warned against smoking, 
alcohol use, and uncooked seafood. She 
recommends at least 400 mcg of folic 
acid and at least 1200 mg of calcium 
daily, as well as iron supplements.

Although all babies born to HIV-in-
fected mothers will be positive for HIV 
antibodies, it does not mean that the 
baby is HIV-infected. The baby will be 
started on Retrovir therapy for the first 6 
weeks of life as a precaution. The baby 
will have polymerase chain reaction 
(PCR) testing within 48 hours of birth, 
and again at week 2, 4, 8, and 16 to de-
termine HIV status. If the baby contin-
ues to be PCR negative at 18 months of 
life, the baby is officially HIV-negative. 
Dr. Charles-Rawlins ended her talk with 
an optimistic statistic that no HIV-infect-
ed babies have been born in her practice 
for the past 8 years!  
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Malnutrition is a general term 
describing inadequate nutri-
tion either in excess or defi-

ciency. Some examples include protein 
and/or calorie deficiency, micronutrient 
deficiency and over-nutrition resulting in 
obesity (1). Manifestations of malnutri-
tion vary globally. In resource-poor ar-
eas described in this paper, it manifests 
as kwashiorkor and marasmus, or the 
deficiency of specific nutrients. In New 
York City, a resource-adequate setting, 
the majority of malnutrition takes the 
form of obesity, with possible deficits in 
micronutrients due to high consumption 
of fast and processed foods available in 
low-income communities. 

While malnutrition is exhibited 
differently depending on location, food 
insecurity is present everywhere. We de-
fine food insecurity as the lack of regular 
access to ample quantity and quality of 
safe, nutritious food that meets dietary 
needs as well as food preferences of 
individuals and communities. 

This article examines the effects of 
malnutrition and food insecurity in the 
global HIV/AIDS community, and pro-
poses possible solutions to decreasing 
global malnutrition and food insecurity. 

There is a large body of evidence 
that supports that inappropriate food 
intake negatively impacts immune func-
tion (1,2). Deficits in certain micronu-
trients such as vitamin A (1), vitamin 
C (2), vitamin D (1,2,3,4), zinc (1), 
selenium (1,2), copper (1,2), and iron 
(1,2) impair immune function. A high 
content of dietary fatty acids, specifical-
ly saturated fat, plays a role in immune 
suppression (1). Protein deficiency de-
creases many body functions including 
the production of inflammatory media-
tors that are needed to fight infection 
(1,2).

Studies completed before and after 
the advent of Highly Active Antiretrovi-
ral Therapy (HAART)  show that wast-
ing (a form of malnutrition) is a predic-
tor of death for HIV-positive individuals 
(2,3,4,5). A groundbreaking study done 

in 2006 found that moderate to severely 
malnourished people starting HAART 
experienced a six-fold higher hazard 
ratio for death. Those starting Antiret-
roviral Therapy (ART) (2) who were 
moderately to severely malnourished 
were twice as likely to die as those who 
were not malnourished. Malnutrition 
decreases survival in patients starting 
ART and HAART for several possible 
reasons: impairment of immune recon-
stitution and in turn a prolonged period 
of opportunistic infection risk; adverse 
effects on drug absorption; lower thresh-
old for drug toxicity; and/or decreased 
physical function (2).

Food insecurity plays a major role 
in the development of malnutrition in 
resource-poor and resource-adequate 
settings. In resource-poor settings, there 
is decreased or no adult labor in HIV/
AIDS affected households. These house-
holds have less capacity to produce or 
purchase foods and have higher medical 
costs. In addition, children often stop 
their schooling to work, or simply be-
cause the family affected by HIV can no 
longer afford the education. Research in 
Tanzania showed that food consumption 
decreased 15 percent per capita when an 
adult died. Funeral costs deplete monies 
that could be used for food. The agri-
cultural knowledge base of families and 
communities decreases as individuals 
with farming and science knowledge die 
from HIV/AIDS (2).

Women are especially vulnerable in 
HIV/AIDS-affected households. Usu-
ally, they care for the sick and dying in 
addition to maintaining heavy workloads 
related to gathering food and feeding the 
household. If the mother dies of HIV, 
often the family goes hungry because 
of decreased means of food gathering 
and preparation. One study showed that 
food insecurity and malnutrition were 
the most immediate problems faced by 
female-headed households affected by 
HIV/AIDS in Uganda (2).

Our work with hundreds of clients 
in New York City has demonstrated 

many similarities among our food 
insecure population. Many food assis-
tance programs are not geared towards 
people living with HIV/AIDS who have 
increased nutritional needs. In addition, 
there are few supermarkets or places that 
offer fresh, whole foods in low-income 
neighborhoods. Markets that do carry 
these types of foods tend to be very 
expensive. This makes it difficult for 
HIV-positive individuals to obtain nutri-
tious foods through food stamps and 
other supplemental subsidies.  

Due to the lack of nutritious foods 
accessible to low-income HIV-positive 
individuals, many eat foods that contain 
a high amount of refined carbohydrates, 
saturated and trans-fats, and calories 
with little micronutrient value. Because 
of this we see many obese clients with 
diseases characteristic of the general 
obese population. 

Food insecurity in itself is a risk 
factor for HIV/AIDS transmission. 
Malnutrition has been shown to increase 
transmission of HIV from a pregnant 
woman to her fetus, which remains a 
major issue in the developing world (2). 
In addition, because of food insecurity 
and decreased access to safe water sup-
plies, HIV-positive mothers have limited 
options in regards to breast or formula 
feeding their children, which further in-
creases the risk of HIV transmission (2).

In addition to mother to child trans-
mission, food insufficiency is associated 
with increased HIV risk-taking behavior 
and sex exchange. A recent study of 
food security and HIV risk behaviors in-
terviewed 2,051 adults in Botswana and 
Swaziland. The individuals were asked 
information about their food intake over 
the previous 12 months. Condom use, 
sex exchange, and other HIV risk-taking 
behaviors were examined. For women, 
sex exchange was defined as exchanging 
sex for food, money or other resources; 

Food insecurity, malnutrition and HIV/AIDS 
treatment: A global perspective
Sarah Spool, MS, RD, CDE, CDN
Jenny Torino, MS, RD

(Food Insecurity Continued, page 10) 
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(Substance Use, from page 1)
But it is in the liver, the original 

“multitasker,” that dietitians really sit up 
and take notice. Detoxifying is “trumps” 
for the liver. What this means is that 
drugs, and especially alcohol, demand 
the liver’s attention, disrupting business 
as usual. The rate of alcohol metabolism 
is dependent on ADH (alcohol dehydro-
genase), found mostly in the liver. ADH 
can oxidize about ½ ounce of ethanol, 
the amount in one drink, per hour to ac-
etaldehyde, a substance even more toxic 
than alcohol, which in turn is oxidized 
to acetyl CoA. Both steps require NAD 
(nicotinamide adenine dinucleotide), 
which is then unavailable for a plethora 
of other metabolic processes, including 
glycolyis and the TCA cycle.  While 
waiting to be oxidized, alcohol and acet-
aldehyde continue to circulate, wreaking 
damage throughout the body. Remem-
ber:  alcohol lyses cell membranes – 
this is how it works as a disinfectant. 
Excess acetyl CoA is rerouted to fatty 
acid synthesis, fatty acids clog the liver 
rendering it less efficient as a nutri-
tion powerhouse. The body’s acid-base 
balance shifts to acid, vitamin D is not 
activated, folate is not retained, bile not 
released, and liver cells die eventually 
resulting in irreversible fibrosis. Amino 
acid and protein synthesis slow down, as 
does the metabolism of any other drugs, 
prescription and otherwise (4). 

Arriving in the small intestine we 
notice that diarrhea, caused by alco-
hol and most abused drugs, results in 
maldigestion, untimely fluid losses, and 
lactose intolerance.  Opiates have quite 
the opposite effect: constipation that 
persists despite increasing fiber and fluid 
intake.

Due to space limitations, this is a 
non-inclusive review of the nutritional 
implications of drug abuse (consult 
references for the full story). The bottom 
line is that excessive alcohol and drug 
use can interfere with normal nutrient 
intake and metabolism leading to muscle 
wasting, anemia, multiple nutrient defi-
ciencies, and fatigue, as well as increas-
ing one’s risk for a variety of cancers, 
heart disease, diabetes, neurological 
disorders, kidney failure, pancreatitis 
and, of course, liver disease.

As HIV RDs this may sound quite 
familiar: anorexia, loss of lean body tis-
sue, lipodystrophy, damaged liver due to 
polypharmacy, and a complicated medi-

cal profile (hypertension, gastritis, dia-
betes). Add to all this compromised food 
access due to lack of finances, infirmity, 
difficulty cooking, and possibly men-
tal illness, and one can easily see how 
drinking, drugging and HIV together can 
create a powerful, downward spiral of 
malnutrition.

Counseling Strategies
So, what’s a dietitian to do? This

depends on many variables including: 
whether your patient is sober or still 
using, type of setting, and most impor-
tantly, the patient’s degree of motiva-
tion. The prime imperative is to get the 
patient into treatment. The RD, as a 
relatively non-intimidating member of 
the health care team, can often be in-
strumental in this regard. Alcohol on the 
breath, diet recalls with massive intake 
of alcohol and long sleeves in warm 
weather (to cover IV drug sites) are tip 
offs to trigger referral to substance abuse 
treatment. Active users are poor candi-
dates for nutritional counseling, but once 
in recovery the following goals can help 
in mapping out a strategy:

1. Replenish nutrients - reverse deficien-
cies and improve nutrition, and hence 
mental status so patient can optimize 
benefit from cognitive therapies. We 
do this by steering the client towards 
nutrient-dense foods and suggesting an 
iron-free multivitamin.

2. Keep mood and emotions on an even 
keel – stress that what one eats can 
either support or sabotage one’s program 
of recovery. By eating a balanced diet 
with three squares plus healthy between-
meal snacks and avoiding concentrated 
sweets and caffeine, your client can 
avoid the lift-offs and let-downs of er-
ratic blood glucose levels, which in turn 
can lead to foul mental/emotional states 
which serve as cues to using drugs of 
choice.

3. Diet as part of a healthy lifestyle - as 
my illustrious OT colleague has said: “It 
is hard to eat wheat germ for breakfast 
and snort cocaine for dinner.” In other 
words, people in recovery are often 
turning over the entire leaf: getting 
clean and building healthy relationships, 
healthy exercising habits, and new ways 
of thinking. Healthy diet fits right in and 
provides an avenue for practicing self-

control and nourishing oneself, as well 
as managing health conditions such as 
hypertension and diabetes.

Empowering your clients for dietary 
change can be challenging in the best 
of situations.  In the case of long-term 
substance abusers you may need to 
trade in your usual perspective for a 
new view. Consider that their emotional 
development was largely arrested at the 
age at which substance abuse first began. 
This means that a lot of the “emotional 
potty training” that usually comes with 
physical maturity may be missing. 
Barriers to achieving optimum medical 
and nutrition outcomes in addicts may 
include difficulty tolerating intense emo-
tions, externalization (blaming others for 
their woes), poor frustration tolerance, 
denial, and manipulation. Additionally, 
clients may have substance-induced 
mental illnesses undistinguishable from 
“real” mental illness until it clears up 
after a period of sobriety. All these may 
keep them from dealing constructively 
and proactively with the issue at hand 
and make it difficult for you to establish 
a therapeutic rapport. For example, to 
evade the sadness and anxiety of an HIV 
diagnosis, they may avoid testing and 
subsequently present at later stages of 
HIV disease. Receiving an HIV diag-
nosis may cause a relapse or increase 
substance abuse to numb emotional 
pain. In addition, they may lack a sober 
support system having alienated friends 
and family through their manipulative, 
demanding behaviors and illegal activi-
ties. The concept of sobriety may be 
threatening since drinking buddies may 
be their sole source of companionship.

Ironically, HIV status may actually 
serve as an asset, that “cosmic kick in 
the butt” (5) to finally engage in treat-
ment and make long needed lifestyle 
changes. When this time arrives, the 
most helpful counseling strategies 
are “patient-centered”: understanding 
the patient as a unique human being, 
building a therapeutic alliance, and 
unconditional positive regard. This 
might include non-judgmental active 
listening, encouraging expression of 
feelings, providing reliable support 
while not over-helping and resisting 
manipulation. The “ownership” evoked 
by inviting their participation in goal 
setting and strategies for attaining those 
goals increases the likelihood of success. 
Build on past successes. If the client has 
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quit smoking cigarettes or using drugs, 
remind them of their ability to make 
such difficult behavioral changes to 
strengthen their confidence and self-
efficacy for dietary change. To gain new 
perspective and avoid burnout clinical 
supervision is highly recommended. 
This simply means discussing difficult 
cases as a treatment team or with a more 
experienced colleague. 

The techniques of Motivational 
Interviewing (MI), initially developed to 
facilitate behavioral change in chemi-
cal dependencies (6) can be applied to a 
wide range of adherence issues, includ-
ing diet. It is basically client-centered 
counseling using reflective listening 
statements to help clients explore and 
resolve ambivalence and believe in their 
ability to change. Akin to the soft mar-
tial arts (tai chi, aikido), you can channel 
rather than confront.

As RDs we can often choose the 
depth of our interaction with our pa-
tients. It can run the gamut from a polite 
offering of diet handouts to being deeply 
present with people at transformative 
times of their lives. I consider the latter 
to be a privilege and an opportunity. 
Working with alcoholics and addicts 
in recovery can be fun (yes, fun!) and 
rewarding, allowing us as RDs to chal-
lenge, stretch and hone our counseling 
skills.
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New in Review Hits the Web

The Journal of the American Dietetic Association’s New in Review section is moving online!  New in Review, a monthly Journal  of 
the American Dietetic Association feature bringing dietetics-related abstracts and citations from scientific and professional publica-
tions to ADA members, along with reviews of books and Web sites of interest to food and nutrition professionals, will make the jump 
to the Web in July 2009.  July will also mark the last appearance of New in Review in the print Journal, as it will now appear exclu-
sively at www.eatright.org/newinreview.  All ADA members will receive a monthly e-mail with highlights from that month’s install-
ment and a link to the New in Review page at eatright.org, which will feature convenient links to other journals and Web sites and an 
archive of previous installments of New in Review for the past year.  And New in Review will continue to be prepared by the Journal’s 
Qualitative Research editor, Judith Beto, PhD, RD, FADA, with the Sites in Review section written by Eileen Vincent, MS, RD, so 
you’ll get the same quality and variety of content you’re used to getting in the Journal, but now it will all be just a click away.

 

 

NNNEEEWWW   MMMEEEMMMBBBEEERRR   

BBBEEENNNEEEFFFIIITTT!!!   



10
Positive Communication Summer 2009

(Food Insecurity, from page 7) 
for men, sex exchange was defined by 
paying for or providing resources for 
sex. HIV risk behaviors included incon-
sistent condom use, intergenerational 
sex and lack of control over sexual 
relationships. Of all study participants, 
thirty-two percent of women and 22% of 
men experienced food insecurity in the 
previous 12 months. This study sends 
a clear message that without adequate 
food, individuals may surrender long-
term health and safety to survive in the 
present (2).

A program in the Democratic 
Republic of Congo (DRC) demon-
strates that when multiple institutions 
work together, societies can success-
fully diminish malnutrition and food 
insecurity. Bukavu, like other cities in 
the DRC and around the globe, suffers 
continual conflict and humanitarian cri-
ses. Many structures – including society, 
economy, and health care system – are 
near collapse. Because of the lack of 
infrastructure, and security, implement-
ing effective social programs is difficult. 
However, in 2003, Medicines Sans 
Frontiers worked with the Food and 
Agriculture Organization of the United 
Nations and the World Food Programme 
of the UN to create a food security 
program for HIV-positive individuals in 
Bukava. This included distribution of 
seeds, tools and agricultural support, as 
well as a nutrition support system which 
distributed food rations and nutrition 
education to over 200 families. This 
program improved the medical manage-
ment of HIV, as demonstrated by overall 
weight gain. If many more medical and 
nutrition agencies collaborated together, 
using Bukavu as an example, there 
would be more success in overcoming 
the challenges of food insecurity, malnu-
trition and HIV (2).

Clearly there is overwhelming 
evidence that confronting malnutrition 
and food security in the HIV/AIDS 
community is necessary to successfully 
treat the disease. It is imperative that 
in addition to increasing access to HIV 
medications, organizations must also 
provide nutritious, safe and sustainable 
food assistance. 
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UPDATE ON THE HOUSE OF DELEGATES-
Working for Members
 
The House of Delegates conducted a historic first virtual meeting on May 2-3, 2009, which was its 81st meeting. Due to economic 
conditions in October 2008, the HOD Leadership Team discussed potential cost cutting measures for the Association and agreed that 
it would be beneficial for ADA to conduct the Spring 2009 Meeting via electronic methods. The ADA Board of Directors took action 
by eliminating the costs associated with a Spring HOD face-to-face meeting and therefore reduced ADA’s expenses. The estimated 
amount of savings by restructuring the meeting is $100,000. The HOD Leadership Team and HOD Governance Team worked closely 
with delegates to make the virtual meeting a reality with positive outcomes.
 
The issues discussed by the HOD were: 1) Prevention of Childhood Obesity; and, the HOD Leadership Proposal-Incorporating an 
Inclusive Practice Perspective in the House of Delegates. Reports on the current activities of the Association, the financial status of the 
ADA, current initiatives of the ADA Foundation and the status of the DPG/PID Family Structure Project were provided via webinar 
on April 22 and 24, 2009. To access these webinars, please use the following link: http://drop.io/ada_updates_to_hod.
 
Prevention of Childhood Obesity: The HOD approved the formation of a practice coalition to determine an integrated action plan 
for RDs/DTRs, ADA and ADA organizational units based on the extensive input provided during the dialogue session. The Speaker 
(Ethan Bergman) will solicit the names of potential members to serve on the Practice Coalition from HOD, DPGs, MIGs and affiliates. 
In consultation with the HOD Leadership Team, the Speaker will appoint the members to serve on the Childhood Obesity Prevention 
Coalition. A charge for the Coalition will be developed by the Speaker and shared with the House of Delegates. 
 
HOD Leadership Proposal-Incorporating an Inclusive Practice Perspective in the House of Delegates: Delegates approved 
transitioning from the Professional Issues Delegates to DPG delegates to be the voice of practice in the HOD. The Speaker will notify 
the 2009-2010 chairs of the DPGs regarding the approval of the DPG delegates as members of the House of Delegates and the next 
steps. A webinar will be conducted by the HOD Leadership Team for DPG leaders in July or August 2009. The webinar will provide 
an overview of the role of the House of Delegates, its functions and the transition plan for the seating of DPG delegates as of June 1, 
2010. A series of policies, procedures and job descriptions will be provided to DPG leaders to assist in the implementation of DPG 
delegates. The Nominating Committee will be notified of the action and the implementation plan.
 
ADA Bylaws Amendments
Thank you to members who responded to the request for input on two ADA Bylaws amendments in February-March 2009. The HOD 
took action on these two amendments following the Spring Meeting.

 Tenure of the HOD Directors: The HOD approved changing the tenure of the HOD Directors from 2 years to 3 years. The ADA By-
laws will be updated to reflect the amendment approved. The Nominating Committee will be notified of the action taken and the next 
steps for implementing the amendment as of June 1, 2010.
 
Tenure for CDR Newly Credentialed Practitioner: The HOD approved changing the tenure of the CDR newly credentialed practitioner 
from 1 year to 2 years. The ADA Bylaws will be updated to reflect the amendment approved. CDR will be notified of the action taken 
and will implement the change as of June 1, 2010.
 
2009 ADA/CDR Code of Ethics for the Profession of Dietetics Approved
The Code has been approved by the House of Delegates, the ADA Board of Directors and the Commission on Dietetic Registration. 
The Code will be published in the August 2009 Journal of the American Dietetic Association. CDR will notify all credentialed practi-
tioners of the new Code in a late summer mailing. ADA and CDR’s Web sites will contain the new Code, which will be in effect as of 
January 1, 2010. A variety of new educational materials will be provided to ADA members and CDR credentialed practitioners during 
2009-2010 in order to increase their understanding and utilization of the new Code.
 
Next HOD Meeting
The next meeting of the House of Delegates is scheduled for Friday, October 16 (8:00 am – 5:00 pm) and Saturday, October 17 (8:00 
am -12:00 noon) in Denver, CO. The dialogue topics for this HOD Meeting are: 1) Healthcare reform, future role of the RD and medi-
cal home; 2) Application of evidenced-based practice to all areas of dietetics.
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