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In recent years vitamin D research 
has greatly increased. Vitamin D was 
once thought to function primarily 

in calcium regulation (1) and, therefore, 
bone metabolism; however, its receptors 
are located in many tissues, suggesting 
a broad range of functions. Research on 
human immunodeficiency virus (HIV) 
disease and the role of vitamin D is also 
expanding. This paper aims to review 
the metabolism and physiology of 
vitamin D, and to summarize the current 
literature regarding its relationship with 
HIV disease.

The two main forms of vitamin D 
are vitamin D3 (cholecalciferol) and 
vitamin D2 (ergocalciferol); both are 
biologically inactive (2). Vitamin D3 is 
formed in the skin after 7- dehydrocho-
lesterol is exposed to ultraviolet radia-
tion (3). Synthesis in the skin is influ-
enced by skin pigmentation, latitude, use 
of sunscreen, age, air pollution and skin 
exposure (2,4). Vitamin D2 is the plant 
form of the vitamin and is produced 
after ergosterol in plants is exposed to 
ultraviolet radiation (3). Although both 
forms of the vitamin are found in limited 
quantities in food, it is difficult to meet 
the adequate intake (AI)−200 to 600 In-
ternational Units (IU) depending on age 
and gender−through diet alone; more-
over, some scientists believe this level 
may be insufficient to maintain adequate 
vitamin D status (4). 

Once ingested and/or absorbed, 
vitamin D3 and vitamin D2 are trans-

ported to the liver via vitamin D-binding 
protein where they are hydroxylated to 
form 25-hydroxyvitamin D, or 25-(OH)
D. This is the major circulating form 
that is measured to test vitamin D status. 
25-(OH)D is then hydroxylated, mainly 
in the kidney, to its biologically active 
form, 1,25-dihydroxyvitamin D, (also 
known as calcitriol). This process is 
tightly regulated by parathyroid hor-
mone (3). 

It is generally agreed that a concen-
tration of 25-(0H)D of less than 20ng/
mL indicates deficiency, 21-29ng/mL 
indicates insufficiency and greater than 
30ng/mL shows adequacy (5).

One of the many roles of vitamin D 
is to regulate gene expression. Vitamin 
D binds to vitamin D receptors (VDR) 
and forms a complex with retinoid X re-
ceptor (RXR). This complex then binds 
to the vitamin D response element on the 
promoter region of a gene. The complex, 
together with co-activators, controls 
gene transcription (6).

1,25-(OH)D may play an impor-
tant role as a modulator of the immune 
response. VDRs are found on T- and 
B-lymphocytes and antigen-presenting 
cells (7). There is also mounting evi-
dence that 1,25-(OH)D plays a direct 
role in the immune system  (8). Studies 
have observed induction of cathelicidin 
antimicrobial peptide expression by 
1,25-(OH)D (7,9). This research is of        
particular interest to those afflicted with 

                  (See Vitamin D, page 8)
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Letter from the Newsletter Co-Editors
Dear IDN DPG Members,

We rely on you for topic ideas, article submissions, and member spotlights. This 
is a great place for you to publish an unpublished paper you have written and to 
share your ideas with other RDs. Do you have expertise in a specific infectious 
disease that you would like to write about? Do you work with or know someone 
who is an expert in an infectious disease that you can recruit to write an article? 
Do you know another member about whom you would like to write a spotlight?

In this issue you will find a member spotlight about Theresa Gaffney, RD, LD, 
CPT and her unique experiences practicing in Minnesota. In addition, you will 
find an article on vitamin D and HIV, and summaries of the 2010 Nutrition in 
AIDS Care Conference in New York City and the ADA House of Delegates meet-
ing. We have included an educational handout in this newsletter on HAART side 
effects. If you have clinical experience with the nutrition-related side effects of 
HAART medications, we would like to share with our readers in the next news-
letter how you have managed these problems in your patient population.  

Please contact either one of us if you are interested in contributing to the newslet-
ter. Deadlines for the fall and winter issues are August 15th and October 15th, 
respectively.

Past issues of Positive Communication can be found in the “Members Only” sec-
tion on the DPG website at www.hivaidsdpg.org.

Sincerely, 
Alison Mittelsteadt, MS, RD, LD
alison.mittelsteadt@case.edu
June Pierre-Louis, PhD, MPH, CDN
junepierrelouis@yahoo.com



3
Positive CommunicationSummer 2010

Chair Message Summer 2010 Positive Communication 
As we enter our second year as the Infectious Diseases Nutrition Dietetic Practice Group (DPG), I want to reach out to you 
and your colleagues who are experts in infectious diseases such as hepatitis B, hepatitis C, tuberculosis, influenza, and HIV 
disease to encourage you to take an active role in the DPG. Experts can range from clinicians to community-based practi-
tioners, researchers, epidemiologists, as well as students. An active role may be as simple as posting or answering questions 
on the DPG listserv, writing an article for our quarterly newsletter, Positive Communication, being a part of a committee or 
chairing a committee. You might even want to run for office and be part of the Executive Committee. We have great momen-
tum in elevating what we do as a DPG and I am asking for your active participation!

I am very pleased to let you know that the topic for IDN DPG’s Spotlight Session for the Food & Nutrition Conference & 
Expo (FNCE) 2010 in Boston from November 6 to 9, 2010 has been accepted by ADA. Our session title is “The Future of 
HIV Nutrition: The Role of Diet Quality, Micronutrients, and Cardiovascular Disease” and our distinguished speakers are 

Christine Wanke, MD and Kimberly Dong, MS, RD. They are both 
actively performing cutting-edge nutrition research at Tufts University 
Medical Center in Boston and I am honored to have them speak to us at 
FNCE. The tentative time for the session is on November 9, 2010 from 
9:45 to 11:15 a.m. If you have not already planned your trip to Boston to 
attend FNCE, you now have one more reason to attend the annual meet-
ing. The IDN DPG member showcase at FNCE will be on November 8, 
2010 from 10:30 a.m. to 1:00 p.m. in the East Lobby between the meet-
ing rooms and Expo Hall. The DPG will also host a member reception 
on November 8, 2010 from 6:30 to 8:30 p.m. and we hope to see all IDN 
members who are attending FNCE there! Both the member showcase and 
reception are great ways to interact with your DPG Executive Committee 
and learn more about how the DPG can help you and your professional 
career. Heck, you might even form a life-long relationship and make 
some friends in the process. Details on the location of the reception will 

be announced by September. For more information about attending FNCE in Boston, please visit: http://www.eatright.org/
fnce/.

In this issue, you will notice a new section in the newsletter from the Education Committee spearheaded by Keiy Murofushi, 
MS, RD. Every quarter, the Education Committee will contribute IDN original educational materials that can be used by 
nutrition professionals to help improve knowledge around a particular topic. You will notice that some of these materials may 
be utilized for direct patient education as well. The intention is to give you original and reproducible education materials for 
your practice needs. This is a new member benefit for you!

The executive committee is championing a new website for our membership. The new site will be created from scratch and 
will add value to your membership by being interactive and user-friendly, and having up-to-date content.  We are now in the 
stages of choosing a web designer and new webmaster and hope to launch a site that you visit on a regular basis.

My first FNCE meeting (which was called the Annual Meeting & Exhibition at the time) was in 1999 in Atlanta, GA. Back 
then, I only “knew” by name people who were the movers and shakers in the field. I knew I wanted to get involved and give 
my time to a group that was cohesive, passionate and doing great work for the HIV nutrition field. Less than two years later, 
I was the Alliance Committee Chair and had a great mentor in Joya Parenteau, RD. I wanted to get the best guidance possible 
from Joya and it just so happened that she was in New York City in 2001 for an Association of Nutrition Services Agen-
cies (ANSA) Board Meeting. I invited Joya to the Plaza Hotel for afternoon tea and got the mentoring I felt I needed to feel 
confident about being a committee chair for the DPG. The rest is history. I have been involved with the DPG ever since and I 
am honored now to serve as your Chair for the 2010-2011 year! I anticipate a fantastic year ahead and look forward to help-
ing the DPG thrive and achieve the goals we have set forth. I am here for the membership and hope that you will contact me 
personally if you have any questions, concerns or feedback for our practice group. 

Alan Lee, RD, CDE, CDN, CFT, 2010-2011 IDN DPG Chair

“The topic for IDN DPG’s Spotlight      
Session for the Food and Nutrition           
Exposition (FNCE) 2010 in Boston 
is, The Future of HIV Nutrition: The 
Role of Diet Quality, Micronutrients, 
and Cardiovascular Disease. Our dis-
tinguished speakers will be Christine 
Wanke, MD and Kimberly Dong, MS, 
RD, both at Tufts University Medical 
Center.”
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Nutritionists in AIDS Care 
(NIAC), the special inter-
est group of the Greater New 

York Dietetic Association, decided to 
change its conference format this year.  
Rather than the annual, well-known day 
conference in the spring, the conference 
was split up into two evening meetings.

The first conference on February 
23, 2010 was led by Jenny Torino, MS, 
RD, Assistant Director of Nutrition 
Education and Health Outcomes at Gay 
Men’s Health Crisis (GMHC).  This 
presentation was a follow-up to last 
year’s presentation by Ms. Torino at the 
NIAC spring conference in May 2009 
(Positive Communication, Summer 
2009).  At the May 2009 conference, 
Ms. Torino addressed the impact of 
poor body image on the lives of people 
living with HIV/AIDS, and discussed 
the development and implementation 
of a body image group for MSM at 
GMHC.  

Ms. Torino began her talk by re-
viewing the background of the original 
men’s body image group, which com-
bined both nutrition and mental health 
elements.  The purpose of this group 
was to improve the nutrition habits and 
body image among MSM living with 
HIV/AIDS.  The weekly, 90-minute 
group ran for 14 weeks.  It included 
nutrition and exercise education, 
stress, coping tools, and media literacy.  
Various tools were used to evaluate 
outcomes.  The two nutrition measures 
included a Rapid Eating Assessment for 
Participants- Short version (REAP-S) 
(1) and a nutrition knowledge test de-
veloped by Ms. Torino.  The two body 
image measures included the Body 
Image Scale (BIS) (2) and the Eating 
Attitudes Test (EAT-26) (3).

The results of the evaluation were 
presented by Ms. Torino.  From baseine 
to 3 months there was a significant im-
provement in overall dietary intake and 
fat intake per the REAP-S measure and 
a trend toward improved body image.  
There was no significant change in the 
nutrition knowledge test.  The speaker 
addressed the limitations of the results, 
which included the small sample size 

of ten participants and the lack of study 
eligibility criteria.  She pointed out that 
the culture of Community Based Orga-
nizations (CBOs) does not allow one 
to turn away interested parties, but that 
with eligibility criteria, more significant 
results may have been seen.  She also 
pointed out that the low literacy level of 
the group may have affected the results 
of the nutrition 
knowledge test. 

The data 
analysis identified 
potential areas for 
improvement for 
the development 
of subsequent 
groups: stricter eligibility criteria, ad-
ditional methods to measure body image 
and quality of life, revisions to the nutri-
tion knowledge test, and revisions to the 
intervention content.

Ms. Torino then discussed body 
image issues for women.  She spoke 
about the mixed messages in the media.  
She juxtaposed Dove’s “Campaign for 
Real Beauty” media crusade against the 
unattainable ideals of supermodels in 
the mainstream media.  She discussed 
the challenge for dietitians, which is the 
need to balance their messages about 
the health consequences of obesity, self 
esteem and positive body image.  The 
audience, mainly dietitians, identi-
fied with this very important role.  Ms. 
Torino used the title of a once popular 
Off-Broadway show, “I Love You, 
You’re Perfect, Now Change,” to further 
emphasize her point. 

After tweaking the recruitment pro-
cess of participants, eligibility criteria, 
curriculum and measurement tools, the 
women’s body image group at GMHC 
was formed.  Ms. Torino shared baseline 
results and initial observations from 
this ten-member group. The women, in 
contrast to the men, had more difficulty 
grasping conceptual information about 
body image, and were more focused on 
concrete information, such as nutrition 
and exercise.

The audience was impressed by 
GMHC’s body image work co-led by 
nutrition and mental health profession-

als.  After the speaker concluded her 
talk about the body image groups, she 
encouraged the audience to get involved 
with research projects to showcase the 
creative work of nutrition professionals.  
She discussed the ethical challenges of 
research designs in the context of com-
munity- based organizations.  Again, the 
culture of community-based organiza-

tions does not 
allow withholding 
of an intervention 
for someone in 
need of it.  She 
introduced the 
concept of delayed 
intervention as 

part of research designs to accommodate 
the ethical values of the organization. 

She concluded her talk by challeng-
ing us all to work toward making contri-
butions to nutrition knowledge/research 
by sharing our great work with others.  

The second winter conference 
on March 16, 2010 was presented by 
Dr. Edward S. Goldberg, MD, a gas-
troenterologist and HIV specialist in 
private practice since 1993.  Dr. Gold-
berg shared his experiences working 
with HIV positive patients since 1993 
and highlighted the shifts in treatment 
guidelines over time.  He exhibited a 
compassionate bedside manner, while 
discussing initial encounters with 
new patients, during which he always 
attempts to reduce the patient’s fears 
and encourage him or her to engage in 
care.  His descriptions of dialogues with 
patients were educational, even for an 
audience of experienced nutritionists in 
AIDS care.  

Dr. Goldberg reviewed basic HIV 
information, in the context of illustrating 
an educational session with a patient.  
He discussed the importance of the 
percentage of helper T cells versus the 
absolute number.  The change in the per-
centage of helper T cells more accurate-
ly indicates progression of disease than 
the absolute number, and is more com-
parable from visit to visit.  He described 
viral load as the number of particles of 
virus in a sample of blood, stressing 
that the higher the load, the greater the 

NIAC Winter 2010 Conferences: Body Image, HIV Care 
Meredith Liss, MA, RD, CDN, CDE, Senior Registered Dietitian at New York Presbyterian Hospital, Weill Cornell Center where she 
is the Coordinator of Nutrition Services at the Center for Special Studies Adult AIDS Program 

“The challenge for dietitians is to 
balance their messages about the 
health consequences of obesity, self 
esteem and positive body image.”
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chance of helper T cells dropping.  He 
also explained the prognostic value 
of the viral load 
when evaluating 
untreated patients 
and as a measure 
of treatment suc-
cess for those on 
medication. 

One of Dr. 
Goldberg’s slides 
entitled, The Most Important Thing I 
have to Say, stressed the importance 
of commitment to HIV treatment.  He 
warns his patients that once treatment 
is started, it will only remain effective 
if taken 100% of the time.  No doses 
should EVER be missed. He believes 
that giving advice to aim for 95% adher-
ence opens the window for leniency, 
which may lead to drug resistance.

Several case studies from his own 
practice were presented, depicting the 
wide variety of medical issues of PL-
WHA.  He showed photographs of a few 
patients with lipodystrophy.  According 
to Dr. Goldberg, lipodystrophy can be 
described as premature and exaggerated 
aging, or a fast forwarding of the aging 
process.  He compared the similarities 
between the metabolic syndrome and 
lipodystrophy, which are characterized 

by central adiposity, insulin resistance, 
hyperlipidemia, microvascular disease, 

heart disease, 
poor response to 
dietary change, 
osteoporosis, and 
low testosterone 
levels in men. 

The speaker 
then discussed 
treatment options 

for both lipodystrophy and AIDS Wast-
ing Syndrome (AWS), which include: 
changes in medications; dietary change; 
management of hyperlipidemia, dia-
betes, hypertension and osteoporosis; 
appetite stimulants, testosterone replace-
ment: anabolic steroids; and human 
growth hormone (HGH).  He pointed 
out that HGH is indicated for AWS, with 
or without lipodystrophy.  Dr. Goldberg 
is a big proponent of prescribing HGH 
for patients with lipodystrophy, particu-
larly when they also have signs of AWS.  
HGH increases lean body mass (muscle) 
while decreasing body fat in the abdo-
men, breasts and/or upper back (‘buffalo 
hump’).  In addition, HGH enhances the 
effects of insulin, and the response to 
dietary intervention and exercise. 

Finally, the importance of quality of 

life was discussed.  Significant factors 
that contribute to quality of life include 
energy, appetite, sleep, mood, focus, 
gastrointestinal and genitourinary func-
tion, interpersonal relations, and sexual 
function.  Attention must be paid to the 
whole person.  Dr. Goldberg’s summary 
emphasized the need to encourage the 
patient to engage in care, to work to-
gether with the patient in developing his 
or her plan of care, to address safe sex 
practices and disease prevention, and to 
address quality of life issues.

Segal-Isaacson CJ, Wylie-Rosett 1. 
J, Gans KM. Validation of a short 
dietary assessment questionnaire: 
The Rapid Eating and Activity As-
sessment for Participants short ver-
sion (REAP-S). Diabetes Education 
2004 Sept-Oct (5): 774, 776, 778.
Martinez SM, Kemper CA, Dia-2. 
mond C, et al. Body Image in pa-
tients with HIV/AIDS: assessment 
of a new psychometric measure and 
its medical correlates. AIDS Patient 
Care STDS 2005 Mar;19(3):150-6.
Garner DM, Olmsted MP, Bohr 3. 
Y, et al. The eating attitudes test: 
psychometric features and clinical 
correlates. Psychol Med 1982 Nov; 
12(4): 871-8.

  

“The change in percentage of helper 
T cells is a more accurate indicator 
of progression of disease than the 
absolute number, and is more com-
parable from visit to visit.”

source...
endless opportunities
ADA Food & Nutrition Conference & Expo
November 6-9, 2010  Boston, MA

Attend the 2010 ADA Food & Nutrition Conference & Expo, November 6-9 in Boston, 
Massachusetts to network and make meaningful business connections. 

•  Visit the Member Product MarketPlace, a one-of-a-kind opportunity for ADA 
members to promote their own products and services in a more intimate showcase 
setting on Sunday, November 7, 8 a.m. - 4 p.m.

•  Events such as the Dietetic Practice Group/Member Interest Group Showcase 
are the perfect venue to meet and share your ideas, experiences and best practices with 
your colleagues on Monday, November 8, 10:30 a.m. - 1 p.m.

•  Speak directly with potential employers from across the country at the Center for 
Career Opportunities on Tuesday, November 9, 9 a.m. – 11:30 a.m. It’s your chance to 
share your resume and advance your career!

Advancement is just a connection away. 

Registration opens 
June 15

Visit www.eatright.org/fnce  
for event details! 

Making Connections Small_LIVE.indd   1 4/30/10   2:39 PM
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Increases Energy and Vitality 

Visit www.KPAXpharm.com to view the study results. 
For FREE SAMPLES call 1-877-777- KPAX (5729). 

*Available by prescription through NY ADAPand Medicaid in NY, MA, & NE.
† These statements have not been evaluated by the Food and Drug Administration. This product is not intended to diagnose, treat, cure or prevent any disease.

Avai
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n*

K PAX
IMMUNE SUPPORT FORMULA

The only nutritional product shown in a published 
research study to significantly raise CD4 cell counts.†

            

Spring 2010 House of Delegates Virtual Meeting Summary

Karen Bellesky, RD, LDN, Professional Issues Delegate for Maryland 

On May 1 and 2, 2010, the House of Delegates (HOD) of the American Dietetic Association (ADA) met virtually to discuss 
two salient issues: health literacy and management and leadership. The first topic, health literacy, was discussed to determine 
steps the dietetics profession can take to improve the health literacy of all patients. A webcast was viewed in preparation for the 
meeting.  Patients at all education levels have low health literacy; however, those with lower educational levels typically have 
the lowest health literacy. Working at a federally qualified health center with varying degrees of health literacy, one particular 
instance came to my mind. A mother brought her child into an urgent care center with an earache and the child was prescribed a 
liquid antibiotic. The label read one teaspoon two times a day. The mother proceeded to put the antibiotic in the child’s ear, as the 
label may not clearly indicate to give the antibiotic by mouth. We may all perhaps be guilty of making assumptions about patient 
literacy. The motion, approved by the HOD, ensures that dietetics professionals will be part of the decision-making process when 
discussing how to enhance health literacy across the country.

The other main issue, management and leadership, was addressed to highlight these skills as essential components of all areas of 
practice and to recommend methods to internalize a management and leadership mindset to ensure career success. The discus-
sion divided the virtual tables into two groups: priorities for individuals and for ADA. After much discussion, the top priorities 
for individual actions included building communication skills, embodying a leadership mindset early in the dietetics career, and 
encouraging mentorships throughout the career. The priority for ADA was the development of a management or leadership cre-
dential or certification program. This motion was approved in May.

Please feel free to email me (kbellesky@gmail.com) or Carol Ireton-Jones, Professional Issues Delegate from 2010-11 (cireton-
jones@foodtherapyrd.com), if you have any questions about the HOD. 

ATTENTION PLEASE: A survey will be coming to you by the end of the summer to learn how MNT for HIV positive patients 
is being funded in your practice.  Please help the Public Initiatives and Advocacy Office to advocate for us by completing the 
survey!
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(Vitamin D, from page 1)
immune deficiencies, including HIV 

disease.
A number of studies have indicated 

a high prevalence of vitamin D defi-
ciency among HIV positive cohorts, 
although comparison among studies is 
difficult due to the variable definitions 
of deficiency used. For studies defin-
ing deficiency as less than 18-20ng/mL 
the prevalence ranges from 47 to 81% 
(10,11). Deficiency may be due to a 
direct effect of HIV medications and/or 
the disease itself on vitamin D metabo-
lism. Low levels of vitamin D and/or 
its metabolites are of concern medically 
because they have been linked to disease 
progression and clinical outcomes.

Several studies defined deficiency 
more restrictively (less than 10 to 12ng/
mL) or specified separate data for severe 
deficiency at this level. Severe vitamin 
D deficiency was found in 24% of a 
male HIV positive cohort in Denmark 
(11), and in 46% of asymptomatic males 
studied in Spain (13). In the latter study, 
both patients treated with highly active 
anti-retroviral treat-
ment (HAART) and 
naïve patients had sig-
nificantly lower serum 
25-(OH)D levels than 
control subjects (13). 

As with vitamin 
D status in the general 
population, racial dif-
ferences have been 
noted in the HIV 
positive population (14,15). A cross-sec-
tional study of HIV positive adults in the 
Netherlands reported a 29% prevalence 
of severe vitamin D deficiency, with a 
62% prevalence among the subsample 
(n=50) of patients identifying them-
selves as black (14).  

Compromised vitamin D status 
implies an increased likelihood of condi-
tions related to impaired bone metabo-
lism. Cross-sectional studies have shown 
an increased prevalence of osteopenia 
and osteoporosis (16,21) and possibly 
an increased risk of fractures (22) in 
this population; however, longitudinal 
studies have generally shown stable or 
increasing bone mineral density (BMD) 
over time (23). A meta-analysis of this 
research suggests that the increased 
prevalence of bone disorders in HIV 
positive individuals is largely accounted 
for by low body weight (24). 

Though vitamin D deficiency is 
diagnosed using serum levels of 25-
(OH)D, it is also important to note the 
decreased serum levels of 1,25-(OH)
D commonly seen with advanced HIV 
infection (10, 18, 25-27). Decreased 
1,25-(OH)D levels are seen even in 
cases where 25-(OH)D levels are normal  
(26-27). It has been hypothesized that 
decreased 1,25-(OH)D levels may result 
from a defect in the 1-hydroxylation 
of 25(OH)D due to increased pro-
inflammatory cytokines such as tumor 
necrosis factor (TNF), or from increased 
utilization of 1,25-(OH)D for immune 
functions (25-27). It is also possible that 
certain HIV medications may reduce 
1,25-(OH)D synthesis. Protease inhibi-
tors have been shown to suppress the 
bioconversion of 25-(OH)D to 1,25-
(OH)D in vitro (28), but whether this 
occurs in vivo is unknown (10,25).    

HIV disease and/or its treatment 
may affect vitamin D status, as indicated 
by the aforementioned research and pro-
posed mechanisms. Changes in vitamin 
D metabolism are a medical concern 

because they have 
been shown to influ-
ence health outcomes. 
Specific vitamin D 
receptor polymor-
phisms have been 
identified and associ-
ated with immuno-
logical hyperactivity 
and disease progres-
sion (25,29). Abnor-

mal levels of vitamin D metabolites 
also have clinical relevance. Low serum 
1,25-(OH)D levels have been correlated 
with both survival (26) and decreases in 
CD4 counts (18). Recently, a significant 
association between 25-(OH)D levels 
and disease progression was observed 
in pregnant women in Tanzania who 
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Member Spotlight: Theresa Gaffney, RD, LD, CPT
Registered Dietitian at Clinic 42, Abbott Northwestern Hospital, Minneapolis, Minnesota
By Alison Mittelsteadt, MS, RD, LD

Theresa Gaffney’s interest in food and nutrition started when she was in junior high 
school.  She recalls making the decision to give up drinking Coca-Cola everyday, 
and convincing her mother to switch to skim milk.  Her interest grew in high school 
when there were illnesses in her family.  She considered formally studying nutrition 
at Minnesota State University-Mankato after it was pointed out to her that it could 
be a career and she then declared it her major. 

Ms. Gaffney has worked as a dietitian since 
1999.  In 2002, she started working in 
Minneapolis, MN at Clinic 42, a multidisciplinary 
hospital based clinic focusing on
HIV.  When she started at the clinic, she became 
only the third RD to have held the position and 
the only RD working full-time in HIV care in 
Minnesota at the time.  Her favorite part of 
her job, aside from her coworkers, has been 
the variety of experiences she has had connecting
 with patients and educating others about HIV, 
including dietitians from other specialties.
 
Her primary role has been to meet with clinic patients and to follow HIV positive patients admitted to the hospital, but she 
has always had autonomy to be creative in her professional work, both in and out of the clinic.  A few years ago, she created a 
small scale, short-term physical activity program for HIV positive individuals called Positive Motion, which was supported 
by a grant from a local university.  In addition, she has contributed to a coworker’s renal research project.

In 2009, Ms. Gaffney’s position, previously paid by the hospital, became partially funded through a Ryan White Medical 
Nutrition Therapy Grant.  This has broadened her focus from the metropolitan area and expanded it statewide to “Greater 
Minnesota.”  She has been connecting with health care providers to try to increase access to services. Most of her success has 
come from collaborating with an organization called the Rural AIDS Action Network.  She has been doing outreach to rural 
areas to provide MNT services to clients who generally do not want to disclose their HIV status.  This has been another eye-
opening, rewarding phase in her career.  Several educational group sessions have been coordinated, and there has been more 
interest shown in individual counseling this year.

Many consumers tap into nutrition information but even less savvy consumers want to know the latest information.  Howev-
er, Ms. Gaffney thinks that the future of dietetics, no matter what advanced tools and tests become available, will still rely on 
fundamental issues:  knowledge of basic nutrition principles, access to high quality food, food preparation skills, and buy-in 
by consumers that these can have a greater impact on their health than a quick fix.

“The future of dietet-
ics, no matter what 
advanced tools and 
tests become available, 
will still rely on the 
fundamentals: knowl-
edge of basic nutrition 
principles, access to 
high quality food, food 
preparation skills, and 
buy-in by consumers.”
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Press Release
Nutrition Intervention and HIV Position Paper Updated
Thursday, July 01, 2010

Nutritional Aspects of Care for People with HIV: Updated Position of the American Dietetic Association
Media Contacts: Ryan O’Malley, Julia Dombrowski 800/877-1600, ext. 4802, 4769 media@eatright.org

CHICAGO – The American Dietetic Association has published an updated position paper on the nutritional aspects of care 
for people with HIV infection. The paper emphasizes the importance of integrating individualized nutrition care into the 
management of HIV and co-existing conditions like diabetes and cardiovascular disease.

ADA’s updated position paper, published in the July issue of the Journal of the American Dietetic Association, represents the 
Association’s official stance on Nutrition Intervention and Human Immunodeficiency Virus Infection:

• It is the position of the American Dietetic Association that efforts to optimize nutritional status through individual-
ized medical nutrition therapy, assurance of food and nutrition security, and nutrition education are essential to the total 
system of health care available to people with human immunodeficiency virus infection.
ADA’s position paper was written by registered dietitians Cade Fields-Gardner, director of services, TCE Consulting Group 
Inc., Cary, Ill.; and Adriana Campa, associate professor in the department of dietetics and nutrition, Stempel College of Pub-
lic Health and Social Work, Florida International University.

They note strong scientific evidence that indicates maintaining a healthy body weight and nutrient intake supports a person’s 
immune function and the effectiveness of treatment for HIV.

ADA’s position paper outlines the roles and responsibilities of registered dietitians and dietetic technicians, registered in 
“integrating nutrition assessment and individualized management” into an effective medical management plan.

According to the authors, greater access to medication treatment has generally led to longer life expectancy in people living 
with HIV infection, “requiring strategies for more complicated disease and nutrition management issues in long-term sur-
vival. New HIV infections are disproportionately affecting people with lower incomes and less access to health care, creating 
challenges to supporting treatment access and goals.”

The authors add: “ADA’s paper emphasizes the importance of integrating an individualized nutrition care plan to improve 
outcomes and to assist in the management of common conditions that co-exist with HIV, such as diabetes, cardiovascular 
disease and others.”

ADA’s position paper outlines nutrition assessment and management features that are specific to pediatric HIV assessment 
and care and treatment efforts, and provides recommendations for reimbursement for nutrition-related services with specific 
examples of current reimbursement regulations.

ADA’s position paper also calls for more research “to understand the influence of nutrition on health, disease and survival in 
HIV infection.”

####
The American Dietetic Association is the world’s largest organization of food and nutrition professionals. ADA is committed 
to improving the nation’s health and advancing the profession of dietetics through research, education and advocacy. Visit the 
American Dietetic Association at www.eatright.org.
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