
HIV/AIDS

Recommendations Summary

H/A: Screening and Referral for Medical Nutrition Therapy 2010

Click here to see the explanation of recommendation ratings (Strong, Fair, Weak, Consensus, Insufficient Evidence) and labels (Imperative or Conditional). To see more detail on the evidence from
which the following recommendations were drawn, use the hyperlinks in the Supporting Evidence Section below.

Recommendation(s)

HIV/AIDS: Screening for People with HIV Infection

The registered dietitian (RD) should collaborate with other health care professionals, administrators and public policy decision-makers to ensure that all people with HIV infection are
screened for nutrition-related problems, based on referral criteria regardless of setting, at every visit. People with HIV infection are at nutritional risk at any time-point during the course of
their illness.

Rating: Consensus
Imperative

HIV/AIDS: Referral for Medical Nutrition Therapy

The RD should collaborate with other health care professionals, administrators and public policy decision-makers to ensure that all people with HIV infection are referred for Medical Nutrition
Therapy (MNT) based on nutritional risk. The timeline for referral of patients categorized by nutritional risk is as follows: High risk, to be seen by an RD within one week; moderate risk, to be
seen by an RD within one month; low risk, to be seen by an RD at least annually.

Rating: Consensus
Conditional

Risks/Harms of Implementing This Recommendation

None.

Conditions of Application

The priority timeline for referral for patients categorized by nutritional risk is as follows:

High risk, to be seen by an RD within one week
Moderate risk, to be seen by an RD within one month
Low risk, to be seen by an RD at least annually.

Detailed descriptions of the categories appear below:

I. High risk (see RD within one week)

Poorly-controlled diabetes mellitus
Pregnancy (mother’s nutrition; infant, artificial infant formula)
Poor growth, lack of weight gain or failure to thrive in pediatric patients
Over 10% unintentional weight loss over four to six months
Over 5% unintentional weight loss within four weeks or in conjunction with:

Chronic oral or esophageal thrush
Dental problems
Dysphagia
Chronic nausea or vomiting
Chronic diarrhea
CNS disease.

Intercurrent illness or active opportunistic infection
Severe dysphagia
Enteral or parenteral feedings
Two or more medical comorbidities or dialysis
Complicated food-drug-nutrient interactions
Severely dysfunctional psychosocial situation (especially in children).

II. Moderate risk (see RD within one month)

Obesity
Evidence for body fat redistribution
Lipid abnormality
Osteopenia or osteoporosis
Glucose dysregulation
Hypertension
Evidence for hypervitaminoses or excessive dietary supplement intake
Inappropriate use of diet pills, laxatives or other over-the-counter medications
Substance abuse in the recovery phase
Possible food-drug-nutrient interactions
Food allergies or food intolerances
Single medical comorbidity (such as, hepatic disease, renal disease, anemia, cancer, tuberculosis, etc.)
Oral thrush
Dental problems
Gastrointestinal problems, such as (chronic nausea or vomiting, chronic diarrhea, heart burn, gas, etc.)
CNS disease resulting in a decrease in functional capacity
Chronic pain other than oral or gastrointestinal tract source
Disordered eating
Suspected poor composition or adequacy of diet
Follows diet regimen for religious, vegetarian or other reasons
Evidence for sedentary lifestyle or excessive exercise regimen
Unstable psychosocial situation (especially in children).

III. Low risk (see RD at least annually)

Stable weight
Appropriate weight gain, growth and weight-for-height in pediatric patients
Adequate and balanced diet
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Normal blood levels of cholesterol, triglycerides, albumin and glucose
Stable HIV disease (with no active intercurrent infections)
Regular exercise regimen
Normal hepatic and renal function
Psychosocial issues stable (especially in children).

Potential Costs Associated with Application

None.

Recommendation Narrative

People with HIV infection are at nutritional risk at any time-point during any time of their illness
Although weight loss and wasting remain common in HIV infection, nutrition-related problems such as obesity, diabetes, hyperlipidemia and hypertension also increasingly
affect people living with HIV
A shift in causes of death from acute opportunistic infections to other causes, such as diabetes and heart disease, indicates the need for a more comprehensive approach
to healthy living for people with HIV.

Recommendation Strength Rationale

The ADA HIV/AIDS Work Group concurs with the references cited.

Minority Opinions

Consensus reached.

Supporting Evidence

The recommendations were created from the evidence analysis on the following questions. To see detail of the evidence analysis, click the blue hyperlinks below (recommendations rated
consensus will not have supporting evidence linked).

References
References not graded in Academy of Nutrition and Dietetics Evidence Analysis Process

Hendricks KM, Dong KR, Gerrior JL, eds. Nutrition Management of HIV and AIDS. Chicago, Illinois: American Dietetic Association; 2009.
Los Angeles County Commission on HIV. Standards of Care. Medical Nutrition Therapy. Available at: http://hivcommission-la.info/cms1_034030.pdf
Nerad J, Romeyn M, Silverman E, Allen-Reid J, Dieterich D, Merchant J, A Pelletier V, Tinnerello D, Fenton M.  General nutrition management in patients infected with
human immunodeficiency virus. Clin Infect Dis. 2003 Apr 1; 36 (Suppl 2): S52-S62.

HIV/AIDS

Quick Links

Recommendations Summary

H/A: Medical Nutrition Therapy 2010

Click here to see the explanation of recommendation ratings (Strong, Fair, Weak, Consensus, Insufficient Evidence) and labels (Imperative or Conditional). To see more detail on the evidence from
which the following recommendations were drawn, use the hyperlinks in the Supporting Evidence Section below.

Recommendation(s)

HIV/AIDS: Medical Nutrition Therapy (MNT)

Medical nutrition therapy (MNT) provided by a registered dietitian (RD) is recommended for individuals with HIV infection. Four studies regarding MNT (with or without oral nutritional
supplementation) report improved outcomes related to energy intake, symptoms and cardiovascular risk indices. Two studies regarding nutritional counseling (non-MNT) also report improved
outcomes related to weight gain, CD4 count and quality of life. 

Rating: Strong
Imperative

HIV/AIDS: Frequency of Medical Nutrition Therapy (MNT)

The Registered Dietitian (RD) should provide at least one to two Medical Nutrition Therapy (MNT) encounters per year for people with HIV infection (asymptomatic) and at least two to six (or
more) MNT encounters per year for people with HIV infection (symptomatic but stable, acute or palliative), based on the following: 

Appropriate disease classifications
Nutritional status
Comorbidities
Opportunistic infections
Physical changes
Weight or growth concerns
Oral or gastrointestinal symptoms
Metabolic complications
Barriers to nutrition
Living environment
Functional status
Behavioral concerns or unusual eating behaviors.

Studies regarding MNT (with or without oral nutritional supplementation) report improved outcomes related to energy intake, symptoms,  and cardiovascular risk indices, especially with
increased frequency of visits.

Rating: Consensus
Imperative

Risks/Harms of Implementing This Recommendation

Access to registered dietitian who is linguistically and culturally sensitive to population and sensitive to HIV-infected population and has at least general HIV education, is
most desirable and are potential barriers
Information about the patient’s medical condition is necessary to initiate MNT.
 

Conditions of Application

HIV-infected patients may be at nutritional risk at any point in their illness (Nerad et al, CID 2003)
The CDC classification by CD4 count and clinical signs and clinical signs and symptoms may not be appropriate for nutrition complications or referrals. Rather, defining
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levels of risk for nutritional compromise as the trigger for nutrition referral and intervention may be more practical, given current resources. Ideally, all patients infected with
HIV should have access to a registered dietitian (RD) (Nerad et al, CID 2003).
There are four underlying assumptions in the design of this scope:

The assumption that level of experience, skills and proficiency with respect to identified activities varies among individuals
The assumption that dietetics practitioners may not be competent to practice in all aspects of the field
The assumption that individual practitioners are expected to practice only in areas in which they are competent
The assumption that practitioners should pursue additional education and experience to expand the scope of their personal dietetics practice. (American Dietetic
Association: Scope of Dietetics Practice Framework).

http://www.eatright.org/Members/content.aspx?id=8171)

Potential Costs Associated with Application

Costs of medical nutrition therapy (MNT) sessions and reimbursement vary, however, MNT sessions are essential for improved outcomes.

Recommendation Narrative

Seven studies were evaluated regarding Medical Nutrition Therapy (MNT) or nutrition counseling in people with HIV infection
One study, completed prior to highly active antiretroviral therapy,  stressed that early intervention may prevent progressive weight loss (Chlebowski et al, 1995)
Four studies regarding MNT (with or without oral nutritional supplementation) report improved outcomes related to energy intake, symptoms and cardiovascular risk indices,
especially with increased frequency of visits (Topping et al, 1995; Rabeneck et al, 1998; Schwenk et al, 1999; Fitch et al, 2006)
Two studies regarding nutritional counseling (non-MNT) also report improved outcomes related to weight gain, CD4 count and quality of life (Kaiser et al, 1996; Tabi and
Vogel, 2006).

Recommendation Strength Rationale

Conclusion Statement received Grade I

Minority Opinions

Consensus reached.

Supporting Evidence

The recommendations were created from the evidence analysis on the following questions. To see detail of the evidence analysis, click the blue hyperlinks below (recommendations rated
consensus will not have supporting evidence linked).

What is the evidence regarding medical nutrition therapy for people with HIV infection?
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Chlebowski RT, Grosvenor M, Lillington L, Sayre J, Beall G. Dietary intake and counseling, weight maintenance, and the course of HIV infection. J Am Diet Assoc 1995; 95(4): 428-
435. 

Fitch KV, Anderson EJ, Hubbard JL, Carpenter SJ, Waddell WR, Caliendo AM, Grinspoon SK. Effects of a lifestyle modification program in HIV-infected individuals with the
metabolic syndrome. AIDS. 2006; 20: 1843-1850.

Kaiser JD, Donegan E. Complementary therapies in HIV disease. Alternative Therapies in Health and Medicine. 1996; 2(4): 42-46.

Rabeneck L, Palmer A, Knowles JB, Seidehamel RJ, Harris CL, Merkel KL, Risser JMH, Akrabawi SS. A randomized controlled trial evaluating nutrition counseling with or without
oral supplementation in malnourished HIV-infected patients. J Am Diet Assoc. 1998; 98: 434-438.

Schwenk A, Steuck H, Kremer G. Oral supplements as adjunctive treatment to nutritional counseling in malnourished HIV-infected patients: randomized controlled trial. Clinical
Nutrition. 1999; 18(6): 371-374.

Tabi M, Vogel RL. Nutritional counselling: An intervention for HIV-positive patients. Journal of Advanced Nursing. 2006; 54(6): 676-682.

Topping CM, Humm DC, Fischer RB, Brayer KM. A community-based, interagency approach by dietitians to provide meals, medical nutrition therapy, and education to clients with
HIV/AIDS. J Am Diet Assoc. 1995; 95: 683-686.

References not graded in Academy of Nutrition and Dietetics Evidence Analysis Process

Hendricks KM, Dong KR,  Gerrior JL, eds. Nutrition Management of HIV and AIDS. Chicago, Illinois: American Dietetic Association; 2009. 

Los Angeles County Commission on HIV. Standards of Care. Medical Nutrition Therapy. Available at:

http://hivcommission-la.info/cms1_034030.pdf

Nerad J, Romeyn M, Silverman E, Allen-Reid J, Dieterich D, Merchant J, A Pelletier V, Tinnerello D, Fenton M. General nutrition management in patients infected with human
immunodeficiency virus. Clin Infect Dis. 2003 Apr 1; 36 (Suppl 2): S52-S62.

Nutrition in Section 2: Health Maintenance and Disease Prevention; Clinical Management of the HIV-Infected Adult. Available at: http://www.aids-ed.org/aidsetc?page=cm-
202_nutrition Manual: http://www.aids-etc.org/aidsetc?page=cm-200-00

PUBLIC LAW 109-415-DEC. 19, 2006 120 STAT. 2767 ‘‘Ryan White HIV/AIDS Treatment Modernization Act of 2006.’’ ftp://ftp.hrsa.gov/hab/reauth06.pdf
  
 

HIV/AIDS

Recommendations Summary

H/A: Nutrition Assessment 2010

Click here to see the explanation of recommendation ratings (Strong, Fair, Weak, Consensus, Insufficient Evidence) and labels (Imperative or Conditional). To see more detail on the evidence from
which the following recommendations were drawn, use the hyperlinks in the Supporting Evidence Section below.

Recommendation(s)

HIV/AIDS: Nutrition Assessment

The registered dietitian (RD) should assess the following for people with HIV infection:

Food/nutrition-related history, such as knowledge, beliefs and attitudes and factors affecting access to food and food/nutrition-related supplies (see also the Assess Food/Nutrition-
Related History recommendation, click here)
Anthropometrics (see also the Anthropometric Assessment recommendation, click here)
Biochemical data, medical tests and procedures such as lipid profile, fasting blood glucose, electrolytes,  complete blood count and bone density measurements
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Nutrition-focused physical findings
Client history

Patient, client and family medical/health history
Social history

Comparative standards.

Assessment of nutritional and medical status is crucial to quality nutrition care for every person living with HIV infection.

Rating: Consensus
Imperative

Risks/Harms of Implementing This Recommendation

None.

Conditions of Application

None.

Potential Costs Associated with Application

Costs of medical nutrition therapy (MNT) sessions and reimbursement vary; however, MNT sessions are essential for improved outcomes.

 

Recommendation Narrative

A complete baseline nutrition assessment should be done for each patient. Evaluation and interpretation of nutrition assessment data should be done by a registered
dietitian (RD). Both baseline and ongoing assessment should include anthropometric assessment as well as clinical and biochemical parameters, dietary intake and
psychosocial issues.
Such assessment is necessary to prioritize appropriate nutrition interventions and to develop a multidisciplinary nutrition plan.

Recommendation Strength Rationale

The ADA HIV/AIDS Work Group concurs with the references cited.

Minority Opinions

Consensus reached.

Supporting Evidence

The recommendations were created from the evidence analysis on the following questions. To see detail of the evidence analysis, click the blue hyperlinks below (recommendations rated
consensus will not have supporting evidence linked).

References
References not graded in Academy of Nutrition and Dietetics Evidence Analysis Process

Hendricks KM, Dong KR, Gerrior JL, eds. Nutrition Management of HIV and AIDS. Chicago, Illinois: American Dietetic Association; 2009.

Knox TA, Zafonte-Sanders M, Fields-Gardner C, Moen K, Johansen D, Paton N. Assessment of nutritional status, body composition, and human immunodeficiency virus-associated
morphologic changes. Clinical Infectious Diseases. 2003; 36(Suppl 2): S63-S68.

HIV/AIDS

Quick Links

Recommendations Summary

H/A: Assess Food/Nutrition-Related History 2010

Click here to see the explanation of recommendation ratings (Strong, Fair, Weak, Consensus, Insufficient Evidence) and labels (Imperative or Conditional). To see more detail on the evidence from
which the following recommendations were drawn, use the hyperlinks in the Supporting Evidence Section below.

Recommendation(s)

HIV/AIDS: Assess Food/Nutrition-Related History

The registered dietitian (RD) should assess the food and nutrition-related history of people with HIV infection, including but not limited to:

Food and nutrient intake, focusing on energy, protein, fat,  fiber,  sodium, calcium and vitamin D 
Medications/drugs, herbal/dietary supplements and their potential negative interactions 
Knowledge, beliefs and attitudes
Behavior
Factors affecting access to food and food and nutrition-related supplies
Physical activity and function
Nutrition-related patient and client-centered measures

Several studies report variations in energy and nutrient intake in people with HIV infection, some were under- and over-estimated requirements. A clear understanding of food and nutrient
intake will form the basis for the nutrition diagnosis, prescription and intervention.

Rating: Strong
Imperative

Risks/Harms of Implementing This Recommendation

None.

Conditions of Application

None.

Potential Costs Associated with Application

Costs of medical nutrition therapy (MNT) sessions and reimbursement vary; however, MNT sessions are essential for improved outcomes.

Recommendation Narrative
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15 articles were reviewed to evaluate the monitoring of food intake in people with HIV infection
Several studies report variations in energy and nutrient intake and weight changes (Chlebowski et al, 1995; Luder et al, 1995; Woods et al, 2002; Hendricks et al, 2006)
Special considerations are needed for children (Henderson et al, 1997; Melvin et al, 1997; Heller et al, 2000), as well as individuals with fat deposition (Hendricks et al,
2003; Dong et al, 2006), those taking protease inhibitors (Woods et al, 2003; Shah et al, 2005), those with a history of drug abuse (Forrester et al, 2000; Forrester et al,
2004) and those with metabolic abnormalities (Joy et al, 2007)
One study reported that three-day food records may be more valid than food frequency questionnaires when reporting food intake in the HIV-infected population
(Hendricks et al, 2005)
Further research is needed regarding frequency of food intake monitoring.  

Recommendation Strength Rationale

Conclusion statement received Grade II.

Minority Opinions

Consensus reached.

Supporting Evidence

The recommendations were created from the evidence analysis on the following questions. To see detail of the evidence analysis, click the blue hyperlinks below (recommendations rated
consensus will not have supporting evidence linked).

What is the evidence to regarding the monitoring of food intake in people with HIV infection?
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References not graded in Academy of Nutrition and Dietetics Evidence Analysis Process
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HIV/AIDS

Quick Links

Recommendations Summary

H/A: Anthropometric Assessment 2010

Click here to see the explanation of recommendation ratings (Strong, Fair, Weak, Consensus, Insufficient Evidence) and labels (Imperative or Conditional). To see more detail on the evidence from
which the following recommendations were drawn, use the hyperlinks in the Supporting Evidence Section below.

Recommendation(s)

HIV/AIDS: Anthropometric Assessment

The registered dietitian (RD) should include the following anthropometric measurements in the initial assessment:  Weight, height and body mass index; for children, growth pattern indices.

In addition, measurements of body compartment estimates should also be included, such as circumference measurements (mid-arm muscle, waist, hip and waist-to-hip ratio) or
measurements of body cell mass and body fat [measured with skinfold thickness measurements, dual energy X-ray absorptiometry (DXA), bioelectrical impedance analysis (BIA), or
bioimpedance spectroscopy].
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Baseline anthropometric measurements provide information for the nutrition assessment and the majority of research in men,  women,  children and adolescents reports that fat-free mass
and fat mass are altered in people with HIV infection.

Rating: Strong
Imperative

Risks/Harms of Implementing This Recommendation

None.

Conditions of Application

Privacy or chaperones may be required for certain anthropometric measurements, such as waist circumference and body composition
RDs or other clinic staff should be appropriately trained to measure and interpret body compartment estimates
Studies report that dual-energy X-ray absorptiometry, bioelectrical impedance analysis, bioimpedance spectroscopy and skinfold thickness measurements provide
acceptable estimations of body composition if properly calibrated
Special bioelectrical impedance analysis equations for use in children with HIV infection are needed
Results from various methodologies may not be comparable.

Potential Costs Associated with Application

Costs of medical nutrition therapy (MNT) sessions and reimbursement vary, however MNT sessions are essential for improved outcomes
Assessment of body composition may be costly depending on the time required and methodology.

 

Recommendation Narrative

27 studies were reviewed to evaluate the assessment of body composition of people with HIV infection
The majority of research in men,  women,  children and adolescents reports that fat-free mass and fat mass are altered in people with HIV infection (Ott et al, 1995; Grady
et al, 1996; Schwenk et al, 1996; Sharpstone et al, 1996; Mulligan et al, 1997; Paton et al, 1997; Arpadi et al, 1998; Henderson et al, 1998; Engelson et al, 1999;
Fontana et al, 1999; Kotler et al, 1999; Arpadi et al, 2000; Batterham et al, 2000; Forrester et al, 2000; Saint-Marc et al, 2000; McDermott et al, 2001; Meininger et al,
2002; Wilson et al, 2002; Ramirez-Marrero et al, 2004; Karmon et al, 2005; Smit et al, 2005; Visnegarwala et al, 2005; Brown et al, 2006; Moscicki et al, 2006;  Papathakis
et al, 2006; Study of Fat Redistribution and Metabolic Change, 2006; Visnegarwala et al, 2007)
18 studies were reviewed to evaluate certain methodologies in the measurement of body composition of people with HIV infection
Six studies in men, two studies in women and six studies in men and women report that dual energy X-ray absorptiometry, bioelectrical impedance analysis, bioimpedance
spectroscopy and skinfold thickness measurements provide acceptable estimations of body composition and for measuring change in body composition (Risser et al, 1995;
Kotler et al, 1996; Paton et al, 1997; Paton et al, 1998; Batterham et al, 1999; Kotler et al, 1999; Niyongabo et al, 1999; Corcoran et al, 2000; Gerrior et al, 2001;
Andrade et al, 2002; Cavalcanti et al, 2005; Ludy et al, 2005; Papathakis et al, 2005; Aghdassi et al, 2007)
Results of bioelectrical impedance analysis vary with the prediction equation used and the equipment manufacturer (Smith et al, 2003; Yang et al, 2004). Studies in
children report the need for bioelectrical impedance analysis equations developed for use in children with HIV infection (Arpadi et al, 1996; Fontana et al, 1999).
Results in skinfold thickness measurements vary with the number of sites measured and the prediction equation used 
Further research is needed regarding methodology for body composition measurement in women and children, as well as in conditions of lipodystrophy, areas of the body
and different ethnic groups.

Recommendation Strength Rationale

Conclusion statements received Grades I and II.

Minority Opinions

Consensus reached.

Supporting Evidence

The recommendations were created from the evidence analysis on the following questions. To see detail of the evidence analysis, click the blue hyperlinks below (recommendations rated
consensus will not have supporting evidence linked).

What is the evidence regarding assessment of body composition for people with HIV infection?

What methodologies are appropriate in the measurement of body composition of people with HIV infection?
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HIV/AIDS

Quick Links

Recommendations Summary

H/A: Energy Needs 2010

Click here to see the explanation of recommendation ratings (Strong, Fair, Weak, Consensus, Insufficient Evidence) and labels (Imperative or Conditional). To see more detail on the evidence from
which the following recommendations were drawn, use the hyperlinks in the Supporting Evidence Section below.

Recommendation(s)

HIV/AIDS: Determining Energy Needs

The registered dietitian (RD) should use clinical judgment and consider several factors when determining the energy needs of adults and children with HIV infection to maintain a healthy
body weight. Factors related to energy needs in people with HIV infection include age, gender, stage of disease, nutritional status, opportunistic infections and comorbidities,  inflammation
and effects of medications. Although research reports increased resting energy expenditure (as much as 5% to 17%) in people with HIV infection,  total energy expenditure may be similar
to that of healthy control subjects. 

Rating: Fair
Imperative

Risks/Harms of Implementing This Recommendation

None.

Conditions of Application

In the critically ill, for more information regarding determination of resting energy expenditure, refer to the Critical Illness Algorithm
In the normal-weight adult population, for more information regarding determination of resting energy expenditure, refer to the Determining Resting Metabolic Rate project
In the overweight or obese adult population, for more information regarding determination of resting energy expenditure, refer to the Adult Weight Management Algorithm
In the overweight or obese pediatric population, refer to the Pediatric Weight Management Algorithm.

Potential Costs Associated with Application

Costs of medical nutrition therapy (MNT) sessions and reimbursement vary, however MNT sessions are essential for improved outcomes.

Recommendation Narrative

24 studies were evaluated regarding energy intake in people with HIV infection
Eight out of nine studies report increased resting energy expenditure (as much as 5% to 17%) in people with HIV infection, compared to healthy controls (Schwenk et al,
1996; Sharpstone et al, 1996; Sharpstone et al, 1997; Grinspoon et al, 1998; Lane and Provost-Craig, 2000; Batterham et al, 2003; Batterham, 2005)
However, total energy expenditure may be similar to that of control subjects (Macallan et al, 1995; Paton et al, 1996; Sheehan and Macallan, 2000)
Energy balance deficits result in growth failure in children with HIV infection (Arpadi et al, 2000; Johann-Liang et al, 2000)
Factors related to energy needs in people with HIV infection include stage of disease, opportunistic infections and comorbidities,  inflammation and effects of
medications (Beaugerie et al, 1998; Jimenez-Exposito et al, 1998; Silva et al, 1998; Renard et al, 1999; Sharpstone et al, 1999; Shevitz et al, 1999; Garcia-Lorda et al,
2000; Suttmann et al, 2000; Batterham et al, 2002; Roubenoff et al, 2002; Jacobson et al, 2003; Mwamburi et al, 2005)
Further research is needed regarding energy requirements in people with HIV infection.

Recommendation Strength Rationale

Conclusion statement received Grade II.

Minority Opinions

Consensus reached.

Supporting Evidence

The recommendations were created from the evidence analysis on the following questions. To see detail of the evidence analysis, click the blue hyperlinks below (recommendations rated
consensus will not have supporting evidence linked).

What is the evidence regarding a particular dietary intake of energy for people with HIV infection?
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HIV/AIDS

Quick Links

Recommendations Summary

H/A: Macronutrient Composition 2010

Click here to see the explanation of recommendation ratings (Strong, Fair, Weak, Consensus, Insufficient Evidence) and labels (Imperative or Conditional). To see more detail on the evidence from
which the following recommendations were drawn, use the hyperlinks in the Supporting Evidence Section below.

Recommendation(s)

HIV/AIDS: Macronutrient Composition

The registered dietitian (RD) should prescribe an individualized diet with a macronutrient composition based on the Dietary Reference Intakes (DRI, 20% to 35% of calories from fat,
45% to 65% of calories from carbohydrate, 14g fiber per 1, 000kcal and 10% to 35% of calories from protein)
In people with HIV infection, protein needs are highly individualized. Low-fiber/high-fat diets are associated with fat deposition, insulin resistance and obesity. Studies indicate that
diets low in saturated and total fat resulted in reduced triglyceride levels, increased HDL-cholesterol levels and a lower risk of lipohypertrophy.

Rating: Fair
Imperative

HIV/AIDS: Macronutrient Composition for Hyperlipidemia

For people with HIV infection who have hyperlipidemia, the RD should encourage consumption of a cardioprotective dietary pattern tailored to the individual's needs to provide a fat
intake of 25% to 35% of calories, less than 7% of calories from saturated fat, less than 1% of calories from trans-fatty acids and under 200mg of cholesterol per day
Research on several lifestyle modification interventions for the treatment of hyperlipidemia in people with HIV infection reports improvements in serum lipid profile. Studies indicate
that diets low in saturated and total fat and including omega-3 fatty acids resulted in reduced triglyceride levels, increased HDL-cholesterol levels and a lower risk of
lipohypertrophy.

Rating: Strong
Conditional

Risks/Harms of Implementing This Recommendation

None.

Conditions of Application

The acceptable DRI ranges for children are similar to those for adults, except that infants and younger children need a somewhat higher proportion of fat in their diets  
For the recommendation HIV/AIDS: Macronutrient Composition for Hyperlipidemia, this recommendation applies to people with HIV infection who have hyperlipidemia
For more information regarding the treatment of hyperlipidemia, refer to the Disorders of Lipid Metabolism algorithm.

Potential Costs Associated with Application

Costs of medical nutrition therapy (MNT) sessions and reimbursement vary, however MNT sessions are essential for improved outcomes.
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Recommendation Narrative

In people with HIV infection, protein needs are highly individualized
While diets that are higher in protein (at intake levels higher than the RDA) may result in increased body weight and body cell mass,  protein requirements were not
addressed in these studies (Henderson et al, 1997; Hendricks et al, 2003; Williams et al, 2003; Hendricks et al, 2008; Isaac et al, 2008; Samaras et al 2009)
Further research regarding protein needs and implications in people with HIV infection is warranted
Studies report that people with HIV infection generally consume diets that are low in fiber and high in fat. Evidence supports a positive relationship between low-fiber/high-
fat diets and fat deposition, insulin resistance and obesity (Hendricks et al, 2003; Dong et al, 2006; Arendt et al, 2008; Capili and Anastasi, 2008; Hendricks et al, 2008;
Isaac et al, 2008; Sharma et al, 2008; Samaras et al, 2009)
Further research regarding carbohydrate needs and implications in people with HIV infection is warranted
Studies report that people with HIV infection generally consume diets that are high in fat, saturated fat and cholesterol. Evidence supports a relationship between diets
that are high in saturated fat and hyperlipidemia, particularly hypertriglyceridemia (Joy et al, 2007; Arendt et al, 2008; Capili and Anastasi et al, 2008; Hendricks et al,
2008; Samaras et al, 2009)
Studies indicate that diets low in saturated and total fat and including omega-3 fatty acids resulted in reduced triglyceride levels, increased HDL-cholesterol levels and a
lower risk of lipohypertrophy (Hellerstein et al, 1996; Agostoni et al, 1998; Pichard et al, 1998; de Luis Roman et al, 2001; Oosthuizen et al, 2006; De Truchis et al, 2007;
Isaac et al, 2008; Tsiodras et al, 2009; Turcinov et al, 2009; Woods et al, 2009)
Further research regarding dosage and duration of specific fatty acid supplementation in people with HIV infection is warranted
12 studies were reviewed to evaluate lifestyle interventions for the treatment of hyperlipidemia in people with HIV infection
Two studies demonstrate that protease-inhibitor therapy is associated with hyperlipidemia (Segarra-Newnham et al, 2002; Wanke et al, 2005)
Three studies report that other lifestyle factors are associated with hyperlipidemia, such as exercise and the consumption of fat, fiber and alcohol (Hadigan et al, 2001;
Gavrila et al, 2003; Shah et al, 2005)
Research on several lifestyle modification interventions for the treatment of hyperlipidemia in people with HIV infection reports improvements in serum lipid profile (Melroe et
al, 1999; Moyle et al, 2001; Yarasheski et al, 2001; Barrios et al, 2002; Thoni et al, 2002; Gerber et al, 2004; Wohl et al, 2005).

Recommendation Strength Rationale

For the recommendation HIV/AIDS: Micronutrient Composition, conclusion statements received Grades II and III
For the recommendation HIV/AIDS: Macronutrient Composition for Hyperlipidemia, conclusion statements received Grades I and II.

Minority Opinions

Consensus reached.

Supporting Evidence

The recommendations were created from the evidence analysis on the following questions. To see detail of the evidence analysis, click the blue hyperlinks below (recommendations rated
consensus will not have supporting evidence linked).

What amount of dietary intake of protein is appropriate for people with HIV infection?

What amount of dietary intake of carbohydrate is appropriate for people with HIV infection?

What is the evidence regarding the consumption of dietary fatty acids for people with HIV infection?

What is the evidence regarding lifestyle interventions for the treatment of hyperlipidemia in people with HIV infection?
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HIV/AIDS

Quick Links

Recommendations Summary

H/A: Vitamin and Mineral Supplementation 2010

Click here to see the explanation of recommendation ratings (Strong, Fair, Weak, Consensus, Insufficient Evidence) and labels (Imperative or Conditional). To see more detail on the evidence from
which the following recommendations were drawn, use the hyperlinks in the Supporting Evidence Section below.

Recommendation(s)

HIV/AIDS: Vitamin and Mineral Supplementation

If people with HIV infection can not meet their Recommended Dietary Allowance (RDA) levels for micronutrients through diet,  the registered dietitian (RD) should recommend vitamin and
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mineral supplements, especially for calcium and vitamin D. Micronutrient deficiencies are common in HIV-infected individuals and studies report increased morbidity and mortality in those not
taking vitamin supplementation.

Rating: Strong
Conditional

Risks/Harms of Implementing This Recommendation
Conditions of Application
Potential Costs Associated with Application
Recommendation Narrative
Recommendation Strength Rationale

Supporting Evidence

The recommendations were created from the evidence analysis on the following questions. To see detail of the evidence analysis, click the blue hyperlinks below (recommendations rated
consensus will not have supporting evidence linked).

Is there evidence that micronutrient supplementation benefits people with HIV infection?

What is the evidence regarding dietary treatment of diarrhea/malabsorption in people with HIV infection?
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Quick Links

Recommendations Summary

H/A: Treatment of Diarrhea/Malabsorption 2010

Click here to see the explanation of recommendation ratings (Strong, Fair, Weak, Consensus, Insufficient Evidence) and labels (Imperative or Conditional). To see more detail on the evidence from
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which the following recommendations were drawn, use the hyperlinks in the Supporting Evidence Section below.

Recommendation(s)

HIV/AIDS: Treatment of Diarrhea/Malabsorption

For people with HIV infection who have diarrhea/malabsorption, the registered dietitian (RD) should encourage the consumption of soluble fiber, electrolyte-repleting beverages and
medium-chain triglycerides (MCT) and decrease the consumption of foods that may exacerbate diarrhea. Studies of fat malabsorption reported that consumption of MCT resulted in fewer
stools, decreased stool fat and weight and increased fat absorption.

Rating: Fair
Conditional

Risks/Harms of Implementing This Recommendation

Chronic diarrhea that is unexplained or causes unintended weight loss, abdominal pain or bloating should be investigated further, through stool examination for ova and parasites,
cultures for enteric pathogens and qualitative or quantitative measurement of fecal fat.

Conditions of Application

This recommendation applies to people with HIV infection and diarrhea/malabsorption.

Potential Costs Associated with Application

Costs of medical nutrition therapy (MNT) sessions and reimbursement vary, however MNT sessions are essential for improved outcomes
Medium-chain triglycerides may be costly.

Recommendation Narrative

Seven studies were reviewed to evaluate dietary treatment of diarrhea/malabsorption in people with HIV infection. Many of these studies did not provide information about
medications. 
Two studies regarding fat malabsorption reported that consumption of MCT resulted in fewer stools, decreased stool fat and weight and increased fat absorption (Wanke
et al, 1996; Craig et al, 1997)
Two studies regarding vitamin A and beta carotene supplementation reported decreased gut permeability and risk of severe watery diarrhea (Fawzi et al, 2000; Filteau et
al, 2001)
Further research regarding amino acid-based elemental diets (Amadi et al, 2005), probiotics (Allen et al, 2004), pancreatic enzyme therapy (Carroccio et al, 2001), calcium
carbonate (Turner et al, 2004), glutamine and the BRAT diet in people with HIV/AIDS is warranted, as well as research on the effect of medications.

Recommendation Strength Rationale

Conclusion statement received Grade II.

Minority Opinions

Consensus reached.

Supporting Evidence

The recommendations were created from the evidence analysis on the following questions. To see detail of the evidence analysis, click the blue hyperlinks below (recommendations rated
consensus will not have supporting evidence linked).

What is the evidence regarding dietary treatment of diarrhea/malabsorption in people with HIV infection?
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Recommendations Summary

H/A: Encourage Physical Activity 2010

Click here to see the explanation of recommendation ratings (Strong, Fair, Weak, Consensus, Insufficient Evidence) and labels (Imperative or Conditional). To see more detail on the evidence from
which the following recommendations were drawn, use the hyperlinks in the Supporting Evidence Section below.

Recommendation(s)
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HIV/AIDS: Encourage Physical Activity

If not contraindicated, the registered dietitian (RD) should encourage physical activity for people with HIV infection.  Studies report that performing constant or interval aerobic exercise,
progressive resistance exercise or a combination of both, for at least 20 minutes per session at a frequency of three times per week is generally safe in adults with HIV infection and may
lead to significant improvements in strength, endurance, cardiopulmonary fitness and reductions in depressive symptoms.

Rating: Strong
Conditional

Risks/Harms of Implementing This Recommendation

Intense physical activity in some overweight and obese individuals may contribute to disability or death, thus consultation with a physician prior to beginning an exercise
program should be recommended 
Before beginning a program of physical activity more vigorous than brisk walking, people with HIV infection should be assessed for conditions that might be associated with
an increased risk of cardiovascular disease
In previously sedentary individuals whose 10-year risk of a coronary event is likely to be equal to or greater than 10%, a graded exercise test with electrocardiogram (ECG)
monitoring is recommended.

Conditions of Application

This recommendation applies to people with HIV for whom physical activity is not contraindicated, based on physician consultation
This recommendation may not apply to people with HIV infection who have reduced aerobic capacity, metabolic changes,  pain, fatigue and other physical impairments.

Potential Costs Associated with Application

Costs of medical nutrition therapy (MNT) sessions and reimbursement vary, however MNT sessions are essential for improved outcomes
In previously sedentary individuals, a graded exercise test with electrocardiogram (ECG) monitoring is recommended before undertaking aerobic physical activity with
intensity exceeding the demands of every day living (more intense than brisk walking) and this is a potential cost.

Recommendation Narrative

18 publications were reviewed to evaluate physical activity for people with HIV infection
Two recent systematic Cochrane reviews conclude that performing constant or interval aerobic exercise, progressive resistance exercise or a combination of both, for at
least 20 minutes per session at a frequency of three times per week is generally safe in adults with HIV infection and may lead to significant improvements in strength,
endurance, cardiopulmonary fitness and reductions in depressive symptoms (O'Brien et al, 2004; Nixon et al, 2005)
Studies published since that time support those findings (Clingerman, 2004; Ramirez-Marrero et al, 2004; Shah et al, 2005; Dolan et al, 2006; Fillipas et al, 2006), however
research on the relationship between physical activity and immunity in people with HIV is inconclusive (Cade, Fantry, Nabar and Keyser, 2003; Clingerman, 2003; Bopp et
al, 2004)
Special considerations may be needed for people with HIV infection who have reduced aerobic capacity (Cade, Fantry, Nabar and Keyser, 2003; Cade, Fantry, Nabar,
Shaw and Keyser, 2003; Oursler et al, 2006), metabolic changes (Cade et al, 2007),  increased pain, fatigue and impairments while exercising (Rusch et al, 2004;
Simmonds et al, 2005; Scott et al, 2007) and those with a history of drug and alcohol abuse (Smit et al, 2006; Fama et al, 2007)
Further research is needed on the effect of physical activity on serum lipid profile in people with HIV infection.

Recommendation Strength Rationale

Conclusion statement received Grade I.

Minority Opinions

Consensus reached.

Supporting Evidence

The recommendations were created from the evidence analysis on the following questions. To see detail of the evidence analysis, click the blue hyperlinks below (recommendations rated
consensus will not have supporting evidence linked).

Is there evidence that physical activity benefits people with HIV infection?
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HIV/AIDS

Quick Links

Recommendations Summary

H/A: Educate on Food and Water Safety 2010

Click here to see the explanation of recommendation ratings (Strong, Fair, Weak, Consensus, Insufficient Evidence) and labels (Imperative or Conditional). To see more detail on the evidence from
which the following recommendations were drawn, use the hyperlinks in the Supporting Evidence Section below.

Recommendation(s)

HIV/AIDS: Educate on Food and Water Safety

The registered dietitian (RD) should educate people with HIV infection,  especially those who are severely immunocompromised (having CD4 levels less than 200 cells per mm3) and others
involved in their care, about food and water safety. Studies report that people with HIV infection are more susceptible to foodborne illness and also lack knowledge regarding food safety.

Rating: Strong
Imperative

Risks/Harms of Implementing This Recommendation

None.

Conditions of Application

None.

Potential Costs Associated with Application

Costs of medical nutrition therapy (MNT) sessions and reimbursement vary, however MNT sessions are essential for improved outcomes
Staff and volunteers, such as food providers,  may also need to be trained on food and water safety.

Recommendation Narrative

Six studies were evaluated regarding education about foodborne illness in people with HIV infection
One narrative review concluded that people with HIV infection are more susceptible to foodborne illness (Hayes et al, 2003)
Two studies reported confusion and lack of knowledge regarding food safety (Heathcock et al, 1998; Hoffman et al, 2005)
Two studies evaluating home-delivered meals programs for people with HIV infection report strong adherence to food safety guidelines in the preparation and delivery of
meals (Kraak et al, 1995; Balsam et al, 1996)
One study evaluating a program that included a component of foodborne illness education demonstrated a decrease in the number of symptoms and eating difficulties in
people with HIV infection (Topping et al, 1995).

Recommendation Strength Rationale

Conclusion statement received Grade I.

Minority Opinions

Consensus reached.

Supporting Evidence

The recommendations were created from the evidence analysis on the following questions. To see detail of the evidence analysis, click the blue hyperlinks below (recommendations rated
consensus will not have supporting evidence linked).

What is the evidence regarding education on foodborne illness for people with HIV infection and their caregivers?
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HIV/AIDS

Recommendations Summary

H/A: Coordination of Care 2010

Click here to see the explanation of recommendation ratings (Strong, Fair, Weak, Consensus, Insufficient Evidence) and labels (Imperative or Conditional). To see more detail on the evidence from
which the following recommendations were drawn, use the hyperlinks in the Supporting Evidence Section below.

Recommendation(s)

HIV/AIDS: Coordination of Care

For people with HIV infection, the registered dietitian (RD) should implement medical nutrition therapy (MNT) and coordinate care with an interdisciplinary team and community resources.
The interdisciplinary team is composed of health professionals including, but not limited to: RDs, physicians, physician assistants, nurse practitioners, nurses, pharmacists, case managers,
substance use disorders treatment providers, respiratory care practitioners, occupational therapists, physical therapists, speech therapists,  exercise physiologists, dentists, mental health
professionals and treatment adherence counselors. Community resources may include, but are not limited to, food assistance programs, support systems and recreational facilities. This
approach is necessary to effectively integrate MNT into overall management for people with HIV infection.

Rating: Consensus
Imperative

Risks/Harms of Implementing This Recommendation

None.

Conditions of Application

RDs are encouraged to work in consultation with other experienced RDs whenever possible.

Potential Costs Associated with Application

Costs of MNT sessions and reimbursement vary, however MNT sessions are essential for improved outcomes.

Recommendation Narrative

MNT services should be determined by the needs of each specific client, taking into consideration sex, ethnicity and race, co-occurring disorders and any other psycho-
social or economic situations that could impact nutritional status
Coordinate with primary health care providers and case managers to assess a client's need and eligibility for MNT and to ensure that the client's needs are being
addressed
Clients receiving MNT services may require referral to other medical professionals.

Recommendation Strength Rationale

The ADA HIV/AIDS Work Group concurs with the references cited.

Minority Opinions

Consensus reached.

Supporting Evidence

The recommendations were created from the evidence analysis on the following questions. To see detail of the evidence analysis, click the blue hyperlinks below (recommendations rated
consensus will not have supporting evidence linked).

References
References not graded in Academy of Nutrition and Dietetics Evidence Analysis Process

Hendricks KM, Dong KR, Gerrior JL, eds. Nutrition Management of HIV and AIDS. Chicago, IL: American Dietetic Association; 2009.
Los Angeles County Commission on HIV. Standards of Care. Medical Nutrition Therapy. http://hivcommission-la.info/cms1_034030.pdf.

HIV/AIDS

Recommendations Summary

H/A: Educate on Presence of HIV in Breast Milk 2010

Click here to see the explanation of recommendation ratings (Strong, Fair, Weak, Consensus, Insufficient Evidence) and labels (Imperative or Conditional). To see more detail on the evidence from
which the following recommendations were drawn, use the hyperlinks in the Supporting Evidence Section below.

Recommendation(s)

HIV/AIDS: Educate on Presence of HIV in Breast Milk

The registered dietitian (RD) should educate women with HIV infection who are pregnant or lactating about the presence of HIV in breast milk. 

In the United States and other parts of the world where replacement feeding is affordable, feasible, acceptable, sustainable and safe, breastfeeding by HIV-infected women
(including those receiving antiretroviral drugs) is NOT recommended. 
In certain international settings, where replacement feeding is not affordable, feasible, acceptable, sustainable and safe, the registered dietitian (RD) should refer to the World
Health Organization (WHO) guidelines, as well as country-specific Ministry of Health or other locally adapted guidelines, when educating women with HIV infection who are pregnant
or lactating.

Note:  Since the evidence was not analyzed using ADA's evidence analysis methodology this recommendation was based on the references cited below and it is rated consensus meaning
the Work Group concurs.

Rating: Consensus
Conditional

Risks/Harms of Implementing This Recommendation

None.

Conditions of Application

This recommendation applies to women with HIV infection who are pregnant or lactating
Safe, affordable and feasible alternatives may not be available or culturally acceptable.
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Potential Costs Associated with Application

Costs of medical nutrition therapy (MNT) sessions and reimbursement vary, however MNT sessions are essential for improved outcomes.

Recommendation Narrative

From the Recommendations for Use of Antiretroviral Drugs in Pregnant HIV-1-Infected Women for Maternal Health and Interventions to Reduce Perinatal HIV Transmission in the
United States. May 24, 2010. Accessible at http://aidsinfo.nih.gov/contentfiles/PerinatalGL.pdf.

In the United States and other parts of the world where replacement feeding is affordable, feasible, acceptable, sustainable, and safe, breastfeeding by HIV-infected
women (including those receiving antiretroviral drugs) is not recommended.
A number of studies have evaluated the use of maternal or infant antiretroviral prophylaxis during breastfeeding to reduce postnatal transmission. Observational data and
randomized clinical trials have demonstrated that infant prophylaxis (primarily using daily infant nevirapine) during breastfeeding significantly decreases the risk of postnatal
transmission in breast milk and that maternal triple drug prophylaxis during breastfeeding may likewise decrease postnatal infection. However, neither infant nor maternal
postpartum antiretroviral prophylaxis completely eliminates the risk of HIV transmission through breast milk, and the combination of maternal and infant postpartum
regimens has not been evaluated. Therefore, breastfeeding is not recommended for HIV-infected women in the United States (including those receiving combination
antiretroviral drug regimens), where safe, affordable and feasible alternatives are available and culturally acceptable. Both infant nevirapine prophylaxis and maternal triple
drug prophylaxis during breastfeeding may be associated with the development of antiretroviral drug resistance in infants who become infected despite prophylaxis. Three
studies have found multi-class drug resistance in breastfeeding infants who became infected despite maternal triple drug prophylaxis.

Recommendation Strength Rationale

The ADA HIV/AIDS Work Group concurs with the references cited
Evidence in support of the recommendation was level "A-II evidence", however the evidence analysis was not reviewed by the ADA HIV/AIDS Work Group using the ADA
evidence analysis methodology, resulting in a strength of Consensus.

Minority Opinions

Consensus reached.

Supporting Evidence

The recommendations were created from the evidence analysis on the following questions. To see detail of the evidence analysis, click the blue hyperlinks below (recommendations rated
consensus will not have supporting evidence linked).

References
References not graded in Academy of Nutrition and Dietetics Evidence Analysis Process

Horvath T, Madi BC, Iuppa IM, Kennedy GE, Rutherford GW, Read JS.. Interventions for preventing late postnatal mother-to-child transmission of HIV. Cochrane Database of
Systematic Reviews 2009, Issue 1. Art. No.: CD006734. DOI: 10.1002/14651858.CD006734.pub2

Recommendations for Use of Antiretroviral Drugs in Pregnant HIV-1-Infected Women for Maternal Health and Interventions to Reduce Perinatal HIV Transmission in the United
States. May 24, 2010. Accessible at http://aidsinfo.nih.gov/contentfiles/PerinatalGL.pdf.

Guidelines on HIV and Infant Feeding 2010. Principles and Recommendations for Infant Feeding in the Context of HIV and a Summary of Evidence. World Health Organization
(WHO). Accessible at http://www.who.int/child_adolescent_health/documents/9789241599535/en/index.html.

HIV/AIDS

Recommendations Summary

H/A: Educate on Medications 2010

Click here to see the explanation of recommendation ratings (Strong, Fair, Weak, Consensus, Insufficient Evidence) and labels (Imperative or Conditional). To see more detail on the evidence from
which the following recommendations were drawn, use the hyperlinks in the Supporting Evidence Section below.

Recommendation(s)

HIV/AIDS: Educate on Medications

For people with HIV infection who are prescribed medications, the registered dietitian (RD) should provide education regarding food and drug interactions, nutrition-related adverse
effects and risk of teratogenicity. Adverse effects of medications, including metabolic complications, gastrointestinal disturbances, and compromised nutrition intake, may lead to non-
adherence and/or resistance to the prescribed medication regimen and poor nutrition status.

Rating: Consensus
Conditional

Risks/Harms of Implementing This Recommendation

None.

Conditions of Application

This recommendation applies to people with HIV infection who have been prescribed medications.

Potential Costs Associated with Application

Costs of medical nutrition therapy (MNT) sessions and reimbursement vary, however MNT sessions are essential for improved outcomes.

Recommendation Narrative

Adverse effects of medications, including metabolic complications and other toxicities, become increasingly important because they may lead to non-adherence to the
prescribed medication regimen
Use of antiretroviral drugs during pregnancy for prevention of perinatal transmission should be discussed with and provided to all infected pregnant women regardless of
HIV RNA level (AI evidence)
If already on therapy, regimens should be reviewed in terms of potential pregnancy (e.g., teratogenic potential of the drugs in the regimen, AII evidence)
The known benefits and potential risks of antiretroviral use during pregnancy should be discussed with all women (AIII evidence)

Recommendation Strength Rationale

The ADA HIV/AIDS Work Group concurs with the references cited.
Evidence in support of the recommendation was level A-I, A-II and A-III evidence.

Minority Opinions

Consensus reached.

Supporting Evidence

The recommendations were created from the evidence analysis on the following questions. To see detail of the evidence analysis, click the blue hyperlinks below (recommendations rated
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The recommendations were created from the evidence analysis on the following questions. To see detail of the evidence analysis, click the blue hyperlinks below (recommendations rated
consensus will not have supporting evidence linked).

References
References not graded in Academy of Nutrition and Dietetics Evidence Analysis Process
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Guidelines for the Use of Antiretroviral Agents in Pediatric HIV Infection.  August 16, 2010.  Accessible at http://www.aidsinfo.nih.gov/Guidelines/GuidelineDetail.aspx?
MenuItem=Guidelines&Search=Off&GuidelineID=8&ClassID=1

Hendricks KM, Dong KR, Gerrior JL, eds. Nutrition Management of HIV and AIDS. Chicago, Illinois: American Dietetic Association; 2009.

Los Angeles County Commission on HIV. Standards of Care. Medical Nutrition Therapy. Available at: http://hivcommission-la.info/cms1_034030.pdf.

Nerad J, Romeyn M, Silverman E, Allen-Reid J, Dieterich D, Merchant J, A Pelletier V, Tinnerello D, Fenton M. General nutrition management in patients infected with human
immunodeficiency virus. Clin Infect Dis. 2003 Apr 1; 36 (Suppl 2): S52-S62.

Recommendations for Use of Antiretroviral Drugs in Pregnant HIV-1-Infected Women for Maternal Health and Interventions to Reduce Perinatal HIV Transmission in the United
States. May 24, 2010.  Accessible at http://aidsinfo.nih.gov/contentfiles/PerinatalGL.pdf.

HIV/AIDS

Recommendations Summary

H/A: Monitor and Evaluate Food- and Nutrition-Related History 2010

Click here to see the explanation of recommendation ratings (Strong, Fair, Weak, Consensus, Insufficient Evidence) and labels (Imperative or Conditional). To see more detail on the evidence from
which the following recommendations were drawn, use the hyperlinks in the Supporting Evidence Section below.

Recommendation(s)

HIV/AIDS: Monitor and Evaluate Food- and Nutrition-Related History

The registered dietitian (RD) should monitor and evaluate the food and nutrition-related history of people with HIV infection, including but not limited to:

Food and nutrient intake, focusing on energy, protein, fat,  fiber,  sodium, calcium and vitamin D 
Medications/drugs, herbal/dietary supplements and their potential negative interactions
Knowledge, beliefs and attitudes
Behavior
Factors affecting access to food and food- and nutrition-related supplies
Physical activity and function
Nutrition-related patient and client-centered measures.

Several studies report variations in energy and nutrient intake in people with HIV infection. Some were under- and over-estimated requirements. A clear understanding of food and nutrient
intake will form the basis for the nutrition diagnosis, prescription and intervention.

Rating: Strong
Imperative

Risks/Harms of Implementing This Recommendation

None.

Conditions of Application

None.

Potential Costs Associated with Application

Costs of medical nutrition therapy (MNT) sessions and reimbursement vary, however MNT sessions are essential for improved outcomes.

Recommendation Narrative

15 articles were reviewed to evaluate the monitoring of food intake in people with HIV infection
Several studies report variations in energy and nutrient intake and weight changes (Chlebowski et al, 1995; Luder et al, 1995; Woods et al, 2002; Hendricks et al, 2006)
Special considerations are needed for children (Henderson et al, 1997; Melvin et al, 1997; Heller et al, 2000) as well as individuals with fat deposition (Hendricks et al,
2003; Dong et al, 2006), those taking protease inhibitors (Woods et al, 2003; Shah et al, 2005), those with a history of drug abuse (Forrester et al, 2000; Forrester et al,
2004) and those with metabolic abnormalities (Joy et al, 2007)
One study reported that three-day food records may be more valid than food frequency questionnaires when reporting food intake in the HIV-infected population
(Hendricks et al, 2005)
Further research is needed regarding frequency of food intake monitoring.

Recommendation Strength Rationale

Conclusion statement received Grade II.

Minority Opinions

Consensus reached.

Supporting Evidence

The recommendations were created from the evidence analysis on the following questions. To see detail of the evidence analysis, click the blue hyperlinks below (recommendations rated
consensus will not have supporting evidence linked).
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HIV/AIDS

Quick Links

Recommendations Summary

H/A: Monitor and Evaluate Anthropometric Measurements 2010

Click here to see the explanation of recommendation ratings (Strong, Fair, Weak, Consensus, Insufficient Evidence) and labels (Imperative or Conditional). To see more detail on the evidence from
which the following recommendations were drawn, use the hyperlinks in the Supporting Evidence Section below.

Recommendation(s)

H/A: Monitor and Evaluate Anthropometric Measurements 2010

Using the same methodology as in the assessment of anthropometric measurements, the registered dietitian (RD) should monitor and evaluate body weight and height,  body mass index,
body compartment estimates and for children, growth pattern indices. The majority of research in men, women, children and adolescents reports that fat-free mass and fat mass are altered
in people with HIV infection.

Rating: Strong
Imperative

Risks/Harms of Implementing This Recommendation

None.

Conditions of Application

Privacy or chaperones may be required for certain anthropometric measurements such as waist circumference and body composition
RDs or other clinic staff should be appropriately trained to measure body compartment estimates
Studies report that dual energy X-ray absorptiometry, bioelectrical impedance analysis, bioimpedance spectroscopy and skinfold thickness measurements provide
acceptable estimations of body composition if properly calibrated
Special bioelectrical impedance analysis equations for use in children with HIV infection are needed
Results from various methodologies may not be comparable.

Potential Costs Associated with Application

Costs of medical nutrition therapy (MNT) sessions and reimbursement vary, however MNT sessions are essential for improved outcomes
Monitoring and evaluation of body composition may be costly depending on the time required and methodology.

Recommendation Narrative

27 studies were reviewed to evaluate the assessment of body composition of people with HIV infection
The majority of research in men, women, children and adolescents reports that fat-free mass and fat mass are generally lower in people with HIV infection (Ott et al, 1995;
Grady et al, 1996; Schwenk et al, 1996; Sharpstone et al, 1996; Mulligan et al, 1997; Paton et al, 1997; Arpadi et al, 1998; Henderson et al, 1998; Engelson et al, 1999;
Fontana et al, 1999; Kotler et al, 1999; Arpadi et al, 2000; Batterham et al, 2000; Forrester et al, 2000; Saint-Marc et al, 2000; McDermott et al, 2001; Meininger et al,
2002; Wilson et al, 2002; Ramirez-Marrero et al, 2004; Karmon et al, 2005; Smit et al, 2005; Visnegarwala et al, 2005; Brown et al, 2006; Moscicki et al, 2006; Papathakis
et al, 2006; Study of Fat Redistribution and Metabolic Change, 2006; Visnegarwala et al, 2007)
18 studies were reviewed to evaluate certain methodologies in the measurement of body composition of people with HIV infection
Six studies in men, two studies in women and six studies in men and women report that dual energy X-ray absorptiometry, bioelectrical impedance analysis, bioimpedance
spectroscopy and skinfold thickness measurements provide acceptable estimations of body composition and for measuring change in body composition (Risser et al, 1995;
Kotler et al, 1996; Paton et al, 1997; Paton et al, 1998; Batterham et al, 1999; Kotler et al, 1999; Niyongabo et al, 1999; Corcoran et al, 2000; Gerrior et al, 2001;
Andrade et al, 2002; Cavalcanti et al, 2005; Ludy et al, 2005; Papathakis et al, 2005; Aghdassi et al, 2007)
Results of bioelectrical impedance analysis vary with the prediction equation used and the equipment manufacturer (Smith et al, 2003; Yang et al, 2004). Studies in
children report the need for bioelectrical impedance analysis equations developed for use in children with HIV infection (Arpadi et al, 1996; Fontana et al, 1999).
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Results in skinfold thickness measurements vary with the number of sites measured and the prediction equation used
Further research is needed regarding methodology for body composition measurement in women and children, as well as in conditions of lipodystrophy, areas of the body
and different ethnic groups.

Recommendation Strength Rationale

Conclusion statements received Grades I and II.

Minority Opinions

Consensus reached.

Supporting Evidence

The recommendations were created from the evidence analysis on the following questions. To see detail of the evidence analysis, click the blue hyperlinks below (recommendations rated
consensus will not have supporting evidence linked).

What is the evidence regarding assessment of body composition for people with HIV infection?

What methodologies are appropriate in the measurement of body composition of people with HIV infection?
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