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Despite the advent of highly 
active antiretroviral therapy 
(HAART) and its reduction of 

Human Immunodeficiency Virus (HIV)-
related wasting in the United States, 
literature suggests that HIV-positive 
cocaine users may be more susceptible 
to wasting, malnutrition, food-insecurity 
and non-adherence to 
medical therapy than 
HIV-positive nonusers 
(1). Cocaine use may be 
associated with crime, 
poverty and limited 
education, as well as 
unemployment and homelessness (1-3). 
Through monitoring, evaluation and nu-
trition intervention, dietetics profession-
als play an important role in the man-
agement of wasting, malnutrition, food 
insecurity, nutrition impact symptoms 
and disordered eating in this population. 

Nutrition issues in HIV-positive       
cocaine users

Cocaine is a Schedule II drug, 
meaning it has potential to be abused but 
can be administered by a medical doctor 
for medical uses such as local anesthesia 
for surgeries of the eye, ear and throat 
(4). Cocaine is abused in two forms. 
The water soluble form is powdered 
and either injected or snorted, whereas 
the insoluble (freebase) form contains 
ammonia or sodium bicarbonate and 
water, and is heated to emit a smoke that 
is inhaled or smoked. The term crack 
comes from the crackling sound heard 

when freebase is smoked (4).  
Among cocaine users, nutrition sta-

tus is affected by the duration, frequency 
and method of use (4, 5). Some effects 
of cocaine use that directly impact 
nutrition status include loss of appetite, 
abdominal pain, nausea, vomiting and 
bowel gangrene, all of which can lead 

to weight loss and 
malnutrition (4,5). In 
addition, cocaine use 
can lead to damage of 
the nasal passages caus-
ing nosebleeds, anosia, 
difficulty swallowing 

and chronic runny nose, which could 
also impact food intake (4, 5).

Cocaine use is also related to 
increased risk of heart disease among 
people who are HIV-positive. This may 
be due to increased arterial calcification 
and increased blood pressure. In one 
study of African Americans aged 25-45, 
HIV-positive cocaine users were found 
to be twice as likely to develop coronary 
calcification compared to HIV-negative 
non-cocaine users (6).

Among those who are HIV-positive, 
cocaine use may also impact HIV 
disease progression and illness. In one 
study, crack cocaine use independently 
predicted Acquired Immune Deficiency 
Syndrome (AIDS)-related mortality and 
was associated with decreased CD4 cells 
and increased HIV viral load (7). Com-
pared to non-users, both persistent and 
intermittent crack users were also more 
likely to develop new AIDS-defining 
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illnesses (8).  

The role of dietetics professionals in 
the care of HIV-positive cocaine users

When assessing the nutritional 
status of HIV-positive cocaine users it 
is critical to consider likely environ-
mental and psychosocial factors such as 
high levels of emotional stress, violent 
behavior and inadequate housing (1, 9). 
In addition, cocaine use alters dopa-
mine function and can therefore affect 
this population’s motivation and ability 
to follow nutrition recommendations 
(4). Involvement in a substance abuse 
treatment program may be beneficial by 
providing a safe and stable environment 
that fosters motivation in individuals to 
follow nutrition recommendations such 
as adopting a heart healthy diet.  
Dietetics professionals can identify 
food insecurity by utilizing a variety 
of available survey tools (3, 5). Once 
food insecurity is identified, connecting 
eligible HIV-positive cocaine users with 
food assistance programs is imperative 
to ensure access to adequate and safe 
foodstuffs, reducing the risk of malnu-
trition.

Dietetics professionals are also 
critical in identifying the physiological 
factors associated with chronic cocaine 
use that may affect nutrition status. 
These may include difficulty swallow-
ing, abdominal pain, nausea, decreased 
appetite, and in some cases bowel gan-
grene (4, 5).  Medical nutrition ther-
apy is necessary to help HIV-positive 
cocaine users reach optimal nutrition 
status. 

HIV-positive cocaine users should 
be advised to practice food safety as 
outlined in the 2010 Dietary Guidelines 
for Americans (10). In addition, empha-
sis should be made on following a heart 
healthy diet to prevent or slow down the 
progression of atherosclerosis.
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Letter from the Chair
Happy spring to all! It is an exciting season for the DPG because spring is when we find out which IDN Members have been 
voted to hold positions on the executive committee.  It is my pleasure to present to you the new members of the board:

Chair Elect: Keiy Murofushi, MS, RD
Secretary: Ben Atkinson, MS, RD, CD

Nominating Chair: Alison Mittelsteadt, MS, RD, LD
Nominating Committee: Alan Lee, RD, CDE, CDN, CFT

Thank you to all who ran for positions and all of the members who voted in the elections. For all of you members who still 
want to get involved in the IDN DPG, we have a number of positions you can volunteer for. The positions are below. Please 
contact Linnea Matulat, MS, RD, CDN (lmatulat@gmail.com) if you would like more information about the positions or if 
you are interested in volunteering.

House of Delegates Representative: Represents the IDN DPG at the annual House of Delegates meeting held before the 
Food & Nutrition Conference & Expo. The meeting is held to discuss what issues the Academy should put on the forefront 
for the upcoming year. 

Public Policy Liaison:  Duties include communication with the Acadamy’s Policy, Initiatives and Advocacy Office regarding 
policies relating to Infectious Diseases. 

Research/Education Committee Chair: Aid in the development of educational materials and CPEU articles for Positive 
Communication Newsletter. 

Membership/Alliance Committee Chair: Communicate with new members of the DPG, ensure new members have wel-
come letters and are receiving issues of the newsletter, help resolve membership issues.

We hope to hear from all who have an interest in taking on one of these positions.

Sincerely,
Jenny Torino, MS, RD, LDN
Chair, IDN DPG
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Letter from the Co-Editors
Dear DPG members,

We are excited to present the spring issue of Positive Communication. As we welcome warmer weather, we also embrace our 
new identity as the Academy of Nutrition and Dietetics. Despite the new name and new logo, the same commitment toward 
educating, supporting and strengthening the network of nutrition professionals remains. Please see below for a description 
of a new benefit of the Academy, eMentoring, an important networking program which also provides continuing education 
credits.

In this issue, you will find an article on the nutrition consequences of cocaine use, as well as one on the role of nutrition 
during Hepatitis C Virus (HCV) treatment. In addition to the article on HCV, we have included a detailed patient handout on 
treatment side effect management which you can share with your patients. As always, we are highlighting one of our dedi-
cated members, and are happy to introduce you to Alicia Bosscher with our Member Spotlight.

The public and the nutrition community are increasingly interested in the ethical ramifications of food choice. In that vein, 
we hope the review of Barry Estabrook’s “Tomatoland” provides food for thought.

As a green initiative, Positive Communication is now published as an online only journal; current and past issues are always 
available in the “Members Only” section of the DPG website (www.idndpg.org). Another change we look forward to is the 
incorporation of continuing education credits into future issues. In addition to our usual reminder to contact one of us if you 
are interested in writing an article or column for the newsletter, we’d also like to invite suggestions for topics you would like 
to see approved for continuing education credits in the future.

Happy Reading!

Lillian Pinault, MS, RD    Naima Sullivan, MS, RD
lfpinault@gmail.com                        naima.sullivan@gmail.com

Take advantage of this benefit by visiting the Mentoring Resources page at www.eatright.org

In addition to expanding your professional network, 

you can now earn FREE CPE by participating in the new 

eMentoring program.

The Academy’s new name underscores the educational 

values our organization is committed to, and now we’re 

proving it.

CPE is available for both mentees and mentors! 

Academy eMentoring—where experience and 

enthusiasm merge.

New Name, New Benefit 
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Hepatitis C is a contagious liver 
disease caused by the Hepatitis 
C virus (HCV). In approxi-

mately 15-25% of people infected, the 
infection will resolve spontaneously (1). 
This is known 
as acute Hepati-
tis C infection. 
In contrast, 
the majority of 
cases (75-85% 
of those in-
fected) result in 
lifelong, chronic infection. According 
to the Centers for Disease Control and 
Prevention (CDC), 3.2 million persons 
in the United States have chronic HCV 
infection, making it the most common 
chronic blood borne infection (1). Sixty 
to seventy percent of those infected will 
develop chronic liver disease, 5-20% 
will develop liver cirrhosis, and 1-5% 
will die from complications of chronic 
infection such as liver cirrhosis and 
hepatocellular carcinoma (HCC) (1). 
While HCV is typically asymptomatic, 
20-30% of those newly infected will 
experience some symptoms such as 
fatigue, jaundice, decreased appetite 
or abdominal pain (1). Chronic HCV 
infection can progress slowly, with no 
signs or symptoms until liver function 
declines.

HCV is transmitted most readily 
through percutaneous exposure to infec-
tious blood. Injection drug use (IDU) 
accounts for an estimated 60% of new 
HCV infections, followed by sexual 
exposure (<20%), and other causes such 
as occupational or perinatal exposure 
and hemodialysis (10%) (2). Since the 
implementation of blood donor screen-
ing in 1992, HCV infection from blood 
transfusion has been very rare: less than 
1 per 2 million units of transfused blood 
(3). Approximately 15-30% of people 
infected with Human Immunodeficiency 
Virus (HIV) are co-infected with HCV 
(4).

HCV Genotypes and Treatment
HCV has six genotypes. Molecu-

lar differences between genotypes are 
responsible for varied clinical outcomes, 
as well as response to and duration of 

HCV treatment. Genotype 1 (includes 
sub-types 1a, 1b and 1c) accounts for 
65-80% of infections in the United 
States, may be responsible for more 
severe liver disease and higher rates of 

(HCC), and is 
difficult to treat 
(2). Genotype 2 
(includes sub-
types 2a, 2b and 
2c) occurs in 
10-15% of HCV 
patients in the 

United States and is more responsive 
to HCV treatment (2). Genotypes 3, 4, 
5 and 6 are uncommon in the United 
States.

The goal of HCV treatment is two-
fold. The first goal is sustained virologic 
response (SVR), defined as an undetect-
able HCV viral load for 24 weeks after 
treatment ends (5). The secondary goal 
is to prevent progression to cirrhosis, 
HCC, and decompensated liver disease 
(2). Risk for developing cirrhosis, as 
evaluated by blood tests and liver biop-
sies to detect fibrosis, is a primary con-
sideration when determining if treatment 
is appropriate for a patient infected with 
HCV (5). HCV genotype will influence 
course of treatment. HIV co-infection 
has been associated with greater risk of 
chronic infection and faster progression 
to cirrhosis (4). Treatment for acute in-
fection in patients with HIV co-infection 
may result in SVR rates of 60-70% (4). 
Contraindications for HCV treatment 
include uncontrolled major depression, 
thyroid disease, pregnancy or inability 
to practice contraception, solid organ 
transplant, and severe concurrent medi-
cal disease such as hypertension, poorly 
controlled diabetes or chronic obstruc-
tive pulmonary disease (5).

The most effective treatment for 
HCV involves a combination of pegylat-
ed interferon alfa (peginterferon) and 
ribavirin. Three landmark randomized 
controlled trials demonstrated that this is 
more effective than standard interferon 
alfa with ribavirin (5). There are two 
types of peginterferon, type 2a (Pegy-
sus) and type 2b (Peg-intron). Duration 
of treatment with combination therapy 
varies depending on HCV genotype: 48 

weeks for types 1, 4, 5 and 6, and 24 
weeks for types 2 and 3 (6). Outcomes 
include SVR rates of 40-50% among 
patients with type 1 HCV and over 80% 
among patients with types 2 and 3 HCV 
(6). Recently, the development of the 
direct-acting antiviral protease inhibitors 
boceprevir and telaprevir has resulted in 
better treatment outcomes for genotype 
1 HCV. Studies have shown SVR rates 
of 63% and 75% among treatment naïve 
patients treated with peginterferon and 
ribavirin combined with either bocepre-
vir or telaprevir, respectively (6).

During HCV treatment, patients 
are closely monitored for virologic 
response. In cases of Rapid Virologic 
Response (RVR), defined as undetect-
able viral load reached by week 4 of 
treatment, treatment may be shortened 
(5). Treatment duration may also be 
shortened if Early Virologic Response 
(EVR), defined as ≥ 2 log reduction in 
HCV RNA level compared to baseline 
(partial EVR) or HCV RNA negative at 
treatment week 12 (complete EVR), is 
not observed (5). Elevation in alanine 
aminotransferase (ALT) may be an 
indication of treatment failure and could 
warrant discontinuation as well (4).

Treatment Side Effects
In clinical trials, it is estimated that 

15-20% of patients undergoing treatment 
for HCV withdraw due to adverse events 
(7). The occurrence of adverse events 
requiring withdrawal from treatment or 
dose adjustment may be much higher 
in clinical practice. The occurrence and 
degree of treatment side effects can also 
significantly impact treatment outcomes. 
Common side effects include hemato-
logical abnormalities, psychiatric abnor-
malities, weight loss, and influenza-like 
symptoms.

Hematological deficiencies may be 
the most common adverse effect to re-
sult in treatment discontinuation or dose 
adjustment, affecting as many as 23% of 
patients treated in some clinical studies 
(8-10). Hematological deficiencies gen-
erally resolve once therapy is completed 
or discontinued. Patients experiencing 
hemolytic anemia may show signs of 
fatigue, depression and decreased ap-

Nutrition Implications of Hepatitis C Virus Treatment
Naima Bigby Sullivan, MS, RD, HIV Nutrition Specialist, Gay Men’s Health Crisis (GMHC), New York, NY

According to the Centers for Disease Control 
and Prevention (CDC), 3.2 million persons in 
the United States have chronic HCV infection, 
making it the most common chronic blood 
borne infection (1).
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petite. If left unaddressed, it can result 
in jaundice, enlarged spleen and cardiac 
events (9).  Patients with hemolytic 
anemia will have low serum hemoglobin 
and hematocrit levels; however, because 
it is not nutrition-related, they will not 
respond to supplementation with iron, 
vitamin B12 or folate, or increased 
intake of iron-rich foods (10). In these 
patients, hemolytic anemia is managed 
by dose reduction of ribavirin and dis-
continuation of treatment if hemoglobin 
falls too low (8).  Erythropoietic growth 
factors (epoetin alfa and darbepoetin 
alfa) may be used to raise hemoglobin 
levels without dose adjustment or treat-
ment withdrawal (10).

Peginterferon can result in a re-
duction in peripheral white blood cell 
counts leading to neutropenia. This may 
be related to bone marrow suppression. 
Peginterferon-related neutropenia is typ-
ically managed by dose reduction; treat-
ment discontinuation is rare. As dose 
reduction may negatively impact SVR 
outcomes, some clinicians have used 
granulocyte colony-stimulating factor to 
correct neutropenia (8, 9, 10). There is 
insufficient data to support the effective-
ness of this approach. Occurrence of 
bacterial infection in patients undergoing 
HCV treatment with neutropenia is rare 
(8, 9, 10). Nevertheless, patients with 
peginterferon-related neutropenia should 
be educated on strategies to prevent 
foodborne and other infections (9).

Weight loss is reported in 20% of 
HCV infected patients undergoing treat-
ment with peginterferon and ribavirin 
(11). The etiology of weight loss in these 
patients is likely multifactorial. Anorexia 
has been reported in 16-35% of patients 
(8). This may be related to fatigue, 
which is reported in 50-65% of patients 
undergoing treatment (8). Changing 
levels of tumor necrosis factor (TNF) or 
leptin, insulin and cytokines may also 
be involved (12). Depression has also 
been reported in 21-34% of patients and 
can lead to decreased appetite (8). Some 
studies have suggested that weight loss 
occurs at a higher rate among patients 
co-infected with HIV and HCV under-
going treatment for both, in as many as 
76% of patients in one study (12, 13). 
Side effects that may affect the gastro-
intestinal system can include nausea, 
vomiting, diarrhea, taste changes and 
mouth sores, all of which can lead to 
decreased food intake, weight loss or 

nutritional deficiencies. Dehydration is 
also common.

Educating clients about possible 
side effects before treatment begins can 
result in more preparedness for possible 
effects on quality of life (8). Nutrition 
assessment should include a review 
of nutritional supplements being used 
by the patient to prevent drug-nutrient 
interactions.  Close follow up with a 
dietetics professional can help to prevent 
or correct nutritional deficiencies. In 
addition, several nutritionally relevant 
factors such as overweight, obesity and 
metabolic syndrome, as well as vitamin 
D status, may impact disease progres-
sion and virologic response to treatment 
(14, 15). More research is needed on 
the effect of diet and lifestyle interven-
tions on treatment outcomes for HCV. 
Additionally, more research is needed 
on potential nutritionally relevant side 
effects of new Hepatitis C treatment 
regimens with the protease inhibitors 
boceprevir and telaprevir (7).
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Nutrition	  Tips	  for	  Hepatitis	  C	  
Treatment	  Side	  Effects	  

NAUSEA	  
Avoid	  things	  that	  can	  trigger	  nausea	  such	  as	  spicy,	  
greasy,	  and	  deep-‐fried	  foods	  or	  strong	  cooking	  odors.	  

Choose	  simple	  foods	  like	  dry	  crackers	  or	  toast,	  plain	  
rice,	  and	  clear	  liquids	  like	  broth,	  tea,	  or	  water.	  

Eat	  small	  amounts	  of	  food	  every	  few	  hours	  rather	  
than	  two	  or	  three	  large	  meals	  per	  day.	  

Peppermint,	  chamomile,	  or	  ginger	  can	  help	  calm	  your	  
stomach;	  try	  teas	  or	  hard	  candies.	  

Your	  doctor	  may	  recommend	  over-‐the-‐counter	  
medication	  for	  nausea.	  

	  

DIARRHEA	  
Notify	  your	  doctor	  if	  you	  experience	  severe	  diarrhea	  
that	  lasts	  longer	  than	  2	  days	  or	  if	  you	  also	  have	  a	  
fever,	  notice	  blood,	  or	  lose	  more	  than	  5	  pounds	  in	  a	  
day.	  

Choose	  clear	  liquids	  such	  as	  broth,	  tea,	  popsicles,	  and	  
gelatin	  and	  bland	  foods	  such	  as	  bananas,	  rice,	  
applesauce	  or	  toast	  (the	  BRAT	  diet).	  

Eat	  small,	  frequent	  meals.	  

Avoid	  high	  fiber	  foods	  like	  whole	  grain	  breads	  and	  
cereals	  or	  raw	  fruits	  and	  vegetables	  and	  avoid	  spicy	  
and	  greasy	  foods.	  

Avoid	  alcohol,	  tobacco,	  and	  caffeine.	  

Drink	  plenty	  of	  fluids	  and	  get	  electrolytes	  from	  
bananas,	  potatoes,	  fruit	  juice,	  or	  sports	  drinks.	  

	  

TASTE	  CHANGES	  
Drink	  plenty	  of	  water.	  

Before	  eating,	  rinse	  your	  mouth	  with	  club	  soda,	  warm	  
salt	  water,	  or	  a	  mouthwash	  made	  of	  ½	  teaspoon	  salt	  
and	  ½	  teaspoon	  baking	  soda	  in	  1	  cup	  of	  warm	  water.	  

Use	  plastic	  utensils	  and	  glass	  or	  ceramic	  cookware	  
and	  avoid	  canned	  foods	  if	  you	  have	  a	  metallic	  taste	  in	  
your	  mouth.	  

Add	  tart	  flavorings	  such	  as	  vinegar,	  lemon,	  lime,	  or	  
orange	  juice	  to	  your	  food.	  

Cold,	  crisp,	  or	  frozen	  foods	  may	  taste	  best.	  

Try	  foods	  that	  are	  high	  in	  protein,	  such	  as	  eggs,	  tofu,	  
chicken,	  fish,	  or	  nuts.	  

Ask	  your	  healthcare	  provider	  if	  zinc	  sulfate	  would	  be	  
worth	  a	  try;	  a	  typical	  dose	  is	  220	  mg	  twice	  daily.	  

Eating	  a	  small	  piece	  of	  chocolate	  or	  sucking	  on	  hard	  
candy	  may	  help	  to	  eliminate	  the	  metallic	  taste.	  

MOUTH	  SORES	  
Use	  a	  soft	  bristle	  tooth	  brush	  and	  be	  extra	  gentle	  
when	  brushing	  your	  teeth.	  

Ice	  or	  frozen	  juice	  bars	  may	  soothe	  a	  sore	  mouth.	  

Avoid	  foods	  that	  are	  hard,	  crunchy,	  spicy,	  salty,	  or	  
acidic.	  

Try	  rinsing	  your	  mouth	  with	  an	  antacid,	  black	  tea,	  or	  
an	  infusion	  of	  sage	  and	  chamomile	  4	  to	  6	  times	  a	  day.	  

Ask	  your	  doctor	  about	  over-‐the-‐counter	  products	  that	  
can	  numb	  the	  pain	  or	  create	  a	  protective	  barrier	  over	  
sore	  spots.	  

	  

WEIGHT	  LOSS	  
Eat	  5	  or	  6	  small	  meals	  a	  day	  instead	  of	  2	  or	  3	  big	  ones.	  

If	  you	  have	  decreased	  appetite,	  keep	  your	  favorite	  
foods	  on	  hand	  so	  that	  you	  can	  enjoy	  them	  when	  you	  
feel	  hungry.	  

Add	  extra	  calories	  to	  your	  meals	  with	  foods	  like	  
avocado,	  cheese,	  peanut	  butter,	  oil,	  butter,	  or	  whole	  
fat	  yogurt.	  

Add	  extra	  protein	  to	  your	  meals	  with	  foods	  like	  milk	  
powder,	  cheese,	  whole	  fat	  yogurt,	  peanut	  butter,	  hard	  
boiled	  eggs,	  and	  cooked	  beans.	  

Eat	  plenty	  of	  carbohydrate	  foods	  like	  bread,	  rice,	  
pasta,	  potatoes,	  and	  hot	  or	  cold	  cereals.	  

Drink	  juice	  or	  milk	  for	  extra	  calories;	  you	  may	  need	  to	  
use	  a	  nutritional	  supplement	  if	  you	  are	  not	  able	  to	  eat	  
enough	  to	  maintain	  your	  weight.	  

Try	  homemade	  smoothies:	  throw	  milk	  or	  soymilk,	  
yogurt	  or	  tofu,	  frozen	  fruits,	  and	  peanut	  butter	  in	  a	  
blender.	  No	  blender?	  Shake	  some	  milk	  and	  soft	  ice	  
cream	  up	  in	  a	  glass	  for	  a	  blender-‐free	  milkshake.	  

	  

	  Source:	  Hepatitis	  C	  Support	  Project.	  A	  Guide	  to	  Hepatitis	  C	  Treatment	  Side	  Effect	  Management.	  Available	  at:	  
http://www.hcvadvocate.org/hepatitis/factsheets_pdf/Treatment_Side_effect_Guide.pdf.	  
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Member Spotlight: Alicia Bosscher, MPH, RD
           
What is your current position? I work as an outpatient dietitian at University of Wisconsin Hospital and 
Clinics (UWHC) in Madison, WI. Before my daughter was born in April 2011, I also worked at AIDS 
Network in Madison as an RD and medical adherence counselor. After three months of maternity leave and 
a longer break from AIDS Network, I have nearly melded these positions into one part time job by coordi-
nating a contract between the two that allows me to work at AIDS Network 4 hours per week and UWHC 
16 hours per week.

What inspired you to enter the field of nutrition and the subspecialty of infectious diseases? During my dietetic intern-
ship in 2005-2006, I learned so much about the different career paths for dietitians, but there were two specialties that I 
wasn’t able to explore as much as I wanted: international dietetics and HIV/AIDS. After my internship, I moved to Wash-
ington DC to work on my Master of Public Health degree in global health. While completing the MPH program, I worked 
as a dietitian at Whitman-Walker Clinic, offering nutrition counseling to people living with HIV. This job, combined with 
my global health coursework filled the gaps of my internship perfectly and affirmed my interest in HIV. My final semester in 
graduate school was spent in Uganda. My husband and I hope to spend more time working abroad, but for now, we are hap-
pily settled in Madison.

What is your favorite part about working with this patient population? For the most part, the patients I have worked 
with seem to be so appreciative of the services I’ve been able to provide. Also, treatment of HIV has grown so much in the 
past 15 years that many patients remember how it used to be, which makes them appreciate the decreased side-effects and 
improved quality of life. It’s been awesome to see this transition.

What do you find most challenging? The lack of research specific to HIV/AIDS and nutrition can be frustrating. I want to 
be able to provide well researched answers for my patients, but sometimes I find myself explaining that we just don’t know, 
for example, if there are certain micronutrients that benefit an asymptomatic person more than they would benefit someone 
who is HIV-negative.

What opportunities do you have to integrate nutrition information or counseling into the community? At both UWHC 
and AIDS Network, I have numerous opportunities to teach nutrition classes in the community. I find these classes to be so 
much fun because when the participants get involved, I learn so much from their comments and questions.

What do you see as the biggest challenge for dietitians right now? RDs in Wisconsin are still fighting for licensure, which 
constantly reminds me of our need to prove our worth – especially from a prevention standpoint. We need to show lawmakers 
that dietitians can help save healthcare dollars through medical nutrition therapy in order to really grow as a profession – and 
this takes persistence.

What are a few of your hobbies or interests outside of work? Like many RDs, I enjoy cooking and learning how to 
prepare uncommon vegetables during the CSA season, which is from May to October here in Wisconsin. I also enjoy long-
distance running and road biking. Of course being a mom takes up the majority of my time outside of work. 
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Book Review:  Tomatoland by Barry Estabrook

Alison Mittelsteadt, MS, RD, LD, Outpatient Dietitian at the John T. Carey Special Immunology Unit, University Hospitals 
Case Medical Center, Cleveland, OH

The tomato, an inherently glorious fruit, is a staple in the side salad and the main flavor in the marinara sauces and salsas we 
enjoy regularly. While our ancestors may have only been able to enjoy this fruit in the summer months, we now enjoy fresh 
tomatoes year round. This is a luxury that we embrace and take for granted, often giving little thought to the processes that 
make this availability possible. 

The author of Tomatoland, Barry Estabrook, takes a thorough and disturbing look at the history of farming of tomatoes, 
particularly in Florida. While one might think that tomatoes would grow well in a hot, humid climate like Florida, Estabrook 
points out that tomatoes prefer dry heat, making Florida’s conditions unsuitable for the plant and creating the need to employ 
chemical applications for the fruit to thrive.

Estabrook paints a gruesome picture of past labor conditions for migrant workers employed in the tomato fields. With fre-
quent exposure to toxic chemicals, inadequate personal protective equipment, trivial earnings and deplorable living condi-
tions, Estabrook points out that these workers have been little more than slaves. Tomatoland details the development of the 
Coaltion of Immokalee Workers, a group that has made strides in fighting for fair treatment and wages for tomato farm work-
ers. Despite the advancement in awareness of the plight of tomato field workers, poor wages and living conditions on Florida 
tomato farms still exist.
 
Estabrook also emphasizes the complete lack of taste that is so common in store-bought tomatoes, picked before ripe and 
grown for shelf stability, uniformity and smoothness, i.e. everything but taste. This issue is more complicated than it may first 
appear and it is an issue tomato breeders are attempting to fix through breeding and cross-breeding of tomato seeds.
While nutrition professionals may be more attentive than the average consumer to what they are putting in their mouths, I’m 
certain few think about a piece of food in the context that Tomatoland details. I highly recommend this book, which unveils 
an aspect of consumption that few take into consideration, though all of us should.

Philadelphia will play host to this year’s Food & Nutrition Conference 
& Expo where you can discover new trends, exciting research and 
new products all under one roof.  

Don’t miss out on:

• Career-enhancing educational sessions focusing on what you need 
to know including social media, technology and leadership.

• Inspirational keynote speaker messages of courage, strength, 
leadership and, above all, perseverance.

• Your chance to earn a minimum of 20.5 CPE hours.

Earn CPE, make connections and discover innovation @ FNCE.

Ethan A. Bergman, PhD, RD, CD, FADA
Academy President • 2012-2013

Join Me

This is just a sampling of what FNCE 2012 will offer. Visit us at www.eatright.org/fnce for the whole story. 

Registration opens June 1. 
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Research Briefs

HIV/AIDS

Low free testosterone in HIV-infected men is not associated with subclinical cardiovascular disease. Monroe AK, Dobs 
AS, Xu X, Palella FJ, Kingsley LA, Post WS, Witt MD and Brown TT. HIV Med. Published online: 2 Feb 2012. DOI: 
10.1111/j.1468-1293.2011.00988.x
Low testosterone levels have previously been associated with CVD risk factors, as well as an increase in CVD-related death. 
This study’s intent was to investigate the relationship between free testosterone (FT) and specific markers of subclinical CVD 
in HIV-positive men. The study consisted of a cross-sectional analysis of a subpopulation of the Multicenter AIDS Cohort 
Study. Free testosterone levels were significantly lower in the HIV-negative group; however, FT was not associated with 
subclinical CVD for HIV positive or negative participants in this study.

Probiotic yogurt consumption may improve gastrointestinal symptoms, productivity, and nutritional intake of people 
living with HIV in Mwanza, Tanzania. Irvine S, Hummelen R, Hekmat Sharareh. Nutr Res. 2011;31(12):875-881.
The known effects of HIV on gut integrity and gut immunity are further complicated by limited access to safe food and water 
in areas of sub-Saharan Africa, increasing the burden of opportunistic infections. This observational, retrospective study 
sought to investigate the effects of yogurt supplemented with Lactobacillus rhamnosus on gastrointestinal (GI) health, im-
mune function and quality of life. Eighty-five HIV positive individuals receiving probiotic yogurt from a community kitchen 
were enrolled in the study; each individual consumed 200 mL of probiotic yogurt at least twice a week, with an average fre-
quency of 4 times per week. The control group consisted of 86 HIV positive individuals participating in a different nutrition 
intervention involving monthly provision of maize flour, beans and soap. Questionnaires were administered to all participants 
to determine demographic information as well as relevant systemic and GI symptoms during the preceding month. Anthro-
pometric measurements were similar between the 2 groups. Energy intake and protein intake was significantly higher for the 
probiotic yogurt group, and these patients were also significantly more likely to meet the RDA for vit A, riboflaavin, folate 
and calcium. This group also reported the ability to work 2 hours more per day on average, and 1 less day per month of fever 
symptoms. Among participants on HAART, moderate and severe stomach pain was reported less frequently for individuals in 
the probiotic group. Despite inherent limitations due to the observational, retrospective design, this study suggests a com-
munity kitchen model for distribution of probiotic yogurt to HIV positive individuals in sub-Saharan Africa may be a feasible 
and effective way to improve ability to work and nutrition intake, as well as potentially reducing the burden of opportunistic 
infections.

Hepatitis C

Assessment of insulin resistance and insulin growth factor-1 in Egyptian patients with chronic hepatitis C. Kostandi I, 
Bahgat M, Zayed N, Rashed L. OJEMD. 2011;1:1-8.
This study evaluated insulin resistance (IR) and levels of insulin-like growth factor-1 (IGF-1) in Egyptian chronic hepatitis 
C (CHC) patients following anti-viral therapy. Insulin resistance markers were significantly higher for the 40 CHC patients 
when compared with 10 healthy controls. IFG-1 levels were significantly lower in CHC patients, irrespective of treatment 
response. This study corroborates previous research demonstrating increased insulin resistance in CHC patients following 
anti-viral treatment, but did not confirm the relationship between insulin resistance and treatment response that other studies 
have shown.

Hepatitis C virus induced insulin resistance impairs response to anti viral therapy. El-Zayadi A and Anis M. World J 
Gastroenterol. 2012;18(3):212-224.
This review article discusses what is currently known regarding the relationship between HCV infection and insulin sensi-
tivity. The physiology of insulin resistance (IR) is reviewed, as well as the evidence for a causal relationship between HCV 
infection and IR, and potential mechanisms. The authors then explain the implications of IR in treatment response within this 
patient population.

Weight loss and resting energy expenditure in patients with chronic hepatitis C before and during standard treatment. 
Fioravante M, Alegre SM, Marin DM, Lorena SL, Pereira TS, Soares EC. Nutrition. Published online: 22 Dec 2011. 
DOI: 10.1016/j.nutr.2011.08.010
Weight loss is a frequent and predictable response to standard treatment of chronic HCV infection. This paper sought to 
evaluate potential causes or mechanisms for this effect. The nutrition status, body composition and resting REE of 42 free-
living HCV patients was prospectively evaluated at baseline and after 12 weeks of pegylated interferon and ribavirin treat-
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ment. Significant decreases in both body weight and body fat were observed, though there was no significant different in fat 
free mass (FFM). A significant decrease of about 14% was observed in caloric intake. There was no change in REE or in REE 
after adjustment for FFM. This study did not show the decrease in FFM that some others have reported; although participants 
were instructed to maintain their usual dietary habits throughout the study period, the authors suggest that meeting with a 
nutrition professional may have improved symptom management. This study corroborates previous research demonstrating 
weight loss with standard HCV treatment, and supports a role for nutrition intervention in this patient population.

Nontuberculous Mycobacterium

Nutritional status and eating disorders: neglected risk factors for nontuberculous mycobacterial lung diseases? Porti-
llo K, Morera J. Med Hypotheses. 2012;78(1):39-41.
Nontuberculous mycobacterial species infect humans opportunistically, requiring defect(s) in systemic or local immunity. 
Case reports and retrospective studies within the past 20 years suggest that nontuberculous mycobacterial lung disease (NT-
MLD) now seems to primarily affect women of tall and thin body habitus. It is unclear from the evidence currently available 
whether both NTMLD and this particular morphotype are linked to some unknown genetic defect, or whether a low BMI is 
either a result of or predisposing factor of the disease. Since protein-energy malnutrition is known to increase susceptibility to 
infection, it is logical to suggest that eating disorders may be a risk factor for NTMLD. This article discusses the information 
available regarding the epidemiology of NTMLD, and makes the case for further research on the relationships between nutri-
tion status, eating attitudes and NTMLD.

Our name may have changed, but our commitment to rewarding individual Academy champions remains 
the same. That’s why those who participate in the 2012-2013 Promoter Program are eligible to win some 
fantastic prizes this year. 

All you have to do is encourage your friends and colleagues to join the Academy. The more you recruit 
between April 1 and September 1, 2012 the better your chances of winning.

To get Promoter credit, make sure your recruit enters your name in the “Did someone recommend 
Academy membership to you?” section of the 2012-2013 Academy Membership Application. 

Prizes for our top promoters include:

•	 Apple	iPad2

•	 Kindle	Fire

•	 12-month	Netflix	subscriptions

•	 Free	Academy	membership	

•	 And	special	recognition	for	your	efforts!

Remember, nobody can recruit Academy members better than you can!

Applications can be downloaded at www.eatright.org/joinacademy.

New	Name,	New	Prizes 
for	Academy	Promoters!

For	questions,	please	e-mail	promoter@eatright.org and	thank	you	for	supporting	the	Academy	of	Nutrition	and	Dietetics.	


