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HIV/AIDS Medical Nutrition Therapy

The following pages include:

1.  Nutrition Referral Criteria for Adults (over 18 years) with HIV/AIDS

2.  Nutrition Referral Criteria for Pediatric (under 18) with HIV/AIDS

Nutrition Referral Criteria for Adults and Pediatrics contain conditions to trigger
an automatic referral for HIV/AIDS medical nutrition therapy.  These criteria
appear in Guidelines for Implementing HIV/AIDS Medical Nutrition Therapy,
approved by the Los Angeles County Commission on HIV Health Services
(1999).

3.  Karnofsky Performance Status Scale (see page 8-5)

The Karnofsky Performance Status Scale is used by many HIV clinicians, agen-
cies and research studies to assess an individual's functional status.  The HIV/
AIDS Adults Medical Nutrition Therapy Protocol utilizes the scale as a measure-
ment of functional outcomes.

4.  Nutrition Services Screening/Referral

This is a sample screening and referral form.  It was developed and implemented
by a Ryan White CARE Act Title III grantee clinic utilizing the Nutrition Referral
Criteria for Adults (see above).

5.  HIV/AIDS Adults Medical Nutrition Therapy Protocol, and

6.  HIV/AIDS Children/Adolescents Medical Nutrition Therapy Protocol

Medical nutrition therapy protocols are a plan or a set of steps, developed through
a consultative process by experts and practitioners.  They incorporate current
professional knowledge and available research, and clearly define the level,
content, and frequency of nutrition care that is appropriate for a disease or condi-
tions in typical settings.
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Medical nutrition therapy (MNT) protocols for HIV/AIDS and other medical
nutrition conditions were developed in response to the needs of members of the
dietetics profession, medical care payers, managed care organizations and others
to define the care provided by registered dietitians and expected outcomes.  The
Quality Management Committee of the American Dietetic Association designed
the protocol format in 1995 after reviewing more than 20 protocols from state
affiliate organizations, health maintenance organizations and federal agencies.
Published in Medical Nutrition Therapy Across the Continuum of Care (ADA,
1998) the MNT protocols are communication tools that focus on quality care and
provider accountability.

The 1996 HIV/AIDS Adult MNT Protocol's original co-authors were Laura Vazzo, RD, MEd, and
Marcy Fenton, MS, RD, and updated in 1998 with members of the Quality Management Commit-
tee of the HIV/AIDS Dietetic Practice Group.  The HIV/AIDS Children/Adolescents Medical
Nutrition Therapy Protocol authors are members of the Pediatric Nutrition and HIV/AIDS
Dietetic Practice Groups.  Both sets of protocols appear here with permission from the American
Dietetic Association.
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HIV/AIDS Defined Levels of Care1

Level of Care 1:  HIV Asymptomatic

Clients diagnosed with HIV infection.  Disease activity is characterized by persis-
tent generalized lymphadenopathy (PGL).  The client is asymptomatic and does not
experience complications affecting medical, nutrition, or functional health status.
The primary goal of medical nutrition therapy is preservation of lean body mass,
prevention of weight loss, and maintenance of nutrition health status.

Level of Care 2:  HIV/AIDS Symptomatic but Stable

Clients have symptoms attributed to HIV infection or have a clinical condition that
is complicated by HIV.  Disease activity is managed and symptoms are controlled.
Impact on medical, nutrition, and functional health status is manageable.   The
primary goal of medical nutrition therapy is maintenance of weight, lean body
mass, and managing symptoms and side effects associated with medical treatment.

Level of Care 3:  HIV/AIDS Acute

Clients have acute signs and symptoms of AIDS-defining conditions as a result of
disease progression.  Medical, nutrition and functional health status is being af-
fected.  Clients may be hospitalized or frequency of outpatient visits may increase.
The primary goal of medical nutrition therapy is maintaining weight, preserving
lean body mass, preventing further weight loss, and managing symptoms and side
effects of medical treatment.

Level of Care 4:  Palliative

Clients have active disease progression, with care emphasis on the last stages of
life. Medical, nutrition and functional health status is compromised.  Clients care
may be provided in the home setting, or in a residential care or long term care
facility.  In some instances hospitalization may be required.  The primary goal of
medical nutrition therapy is alleviation of symptoms while providing nutrition
treatment that maintains hydration status and supports the client through the dying
process.

1Levels of Care based upon criteria established by HIV/AIDS Dietetic Practice Group of The American Dietetic Association,

 1998.
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Guidelines for Medical Nutrition Therapy1

Guideline 1:  Starting baseline medical nutrition therapy

Within one to six months after an HIV positive diagnosis, the patient should
receive as a baseline, a comprehensive nutrition assessment, self-management
training, nutrition education, and appropriate recommendations and intervention
following the HIV/AIDS Medical Nutrition Therapy Protocol.�  HIV/AIDS
medical nutrition therapy includes analysis of dietary history and intake, height,
weight, pre-illness usual weight, lean body mass and fat.  Skinfold calipers and
measuring tape, DEXA, bioelectric impedance analysis (BIA) or other compa-
rable means can assess lean body mass and fat.

Appropriate nutritional lab assessments, such as CBC, lipid panel, blood sugar
and liver function tests should be done to identify and provide intervention
strategies for clinical manifestations of drug toxicities and underlying abnor-
malities, such as anemia, vitamin depletion, diabetes mellitus, hypertension and
other medical conditions.

Guideline 2:  Referring for ongoing medical nutrition therapy

After receiving a baseline nutrition assessment, the patient should receive
regular and ongoing HIV/AIDS medical nutrition therapy.  This should occur:
❖ With asymptomatic HIV infection, at least one to two times per year.
❖ With HIV symptoms or an AIDS diagnosis, at least two to six times per year.
❖ When there is new nutrition related clinical developments.
❖ As needed for ongoing nutrition related clinical complications.
❖ If necessitated by the clients ability to understand and incorporate nutrition
    management skills.

1Guidelines and Protocol of Care for Providing Medical Nutrition Therpay to HIV-Infected Persons:  Standards of Care
Committee.  LA County Commission on HIV Health Services, 11/4/97.
2Fields-Gardner C, Thomas CA, Rhodes SS.  A Clinician's Guide to Nutrition in HIV and AIDS.  Chicago, IL:  American
Dietetic Association; 1997.

Immunocompetency Panel

% CD3 (Mature T Cells)

% CD4 (Helper Cells)

% CD8 (Suppressor T Cells)

% CD16 (Natural Killer Cells)

% CD19 (B Celles)

62-87%Absolute CD3 Cells

32-62% Absolute CD4 Cells

17-44% Absolute CD8 Cells

6-22% Absolute CD16 Cells

7-22% Absolute CD19 Cells

630-3170 per CMM

400-1770 per CMM

240-1200 per CMM

60-420 per CMM

120-580 per CMM

Helper/Suppressor Ratio:  .9 - 3.5
BioTrace Laboratoreis, 1200 Biscayne Boulevard, Suite 200 North Miami, 33181 Phone: 1-800-895-9905
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HIV/AIDS Levels of Care 1-4
Medical Nutrition Therapy Protocol

Session/length: #1 for 60 minutes

Session Process
Refer to Section II MNT Protocols for Implementation Guidelines.

Assessment
A. Obtain permission to release medical /nutrition therapy information, if needed.

B. Obtain clinical and referral data.
1. Biochemical parameters: albumin, prealbumin, CBC, BUN, creatinine, fasting
    glucose, electrolytes, cholesterol, triglycerides; CD4 or CD8, viral load, testosterone
    level (total and free), other labs as available or needed, e.g., glutamine, zinc, calcium,
    selenium, vitamins A and B-12, and iron
2. Clinical symptoms: fevers/sweats, anorexia, early satiety, abnormal bowel habits,
    diarrhea, dysphagia, nausea, vomiting, flatulence, digestive problems, shortness of
    breath, fatigue
3. Weight history: usual weight, previous weights, previous measures of lean body mass
    (LBM), eg, skinfold measures [triceps skinfold (TSF) and mid-arm muscle
    circumference (MAMC)], or body cell mass (BCM) using bioelectrical impedance
    (BIA)
4. Primary feeding route: oral, tube feeding, parenteral, or combination
5. Physician's goals for client
6. Medical history: diabetes, cardiovascular disease, renal disease, GI abnormalities,
    pancreatitis, liver disease, hepatitis, dental and oral health, and mental health, current
    diagnosis
7. All medications: dose, frequency and timing, prescribed and self-prescribed, e.g.,
    reverse transcriptase inhibitors (e.g., retrovir, videx, zerit, epivir), protease inhibitors
    (e.g., crixivan, norvir, invirase), antifungal (e.g., amphotericin B), antibacterial (e.g.,
    rifampin), and antiprotozoal, vitamin, mineral, or herbal supplements
8. Lifestyle and psychosocial/economic history
9. Functional status: assess activities of daily living (ADLs), instrumental activities of
    daily living (IADLs), or performance using Karnofsky performance scale

C. Interview client.
1. Anthropometric data: current height/weight; calculate BMI, % ideal and usual
weight,
    % weight loss over time.  If applicable, measure bioelectrical impedance (BIA) or
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    obtain skinfold measurements (TSF, MAMC) to estimate LBM or BCM, waist-to-
    hip ratio, waist circumference, neck circumference
2. Signs and symptoms: anorexia, early satiety, diarrhea, nausea/vomiting,
    maldigestion, flatulence, dysphagia, bowel habits, shortness of breath, fatigue,
    fever/sweats, pain, and % change over time
3. Nutrition history: usual food intake with attention to calories, fat, protein, fluid, use
    of vitamin/mineral/herb supplement(s), nonprescription drugs, recreational drug
    use
4. Alcohol and caffeine intake, food and water safety and sanitation practices, food
    allergies, food intolerances
5. Exercise pattern: type of activity, frequency, and duration
6. Psychosocial and economic issues: living situation, cooking facilities, finances,
    educational background, literacy level, primary language, employment, ethnic or
    religious belief considerations (related to nutrition), family support, food security,
    access to community resources
7. Barriers to care/learning: assess disabilities, e.g., sight, hearing impairment,
    language/speech function, mental functioning
8. Knowledge/readiness to learn
9. Smoking history: present pattern, cessation or participation in smoking cessation
    program

Intervention: Levels of Care 1, 2, and 3
A. Provide self-management training to client on identified goals/therapeutic meal
      prescription.

  1. Rationale for maintaining/increasing body weight and LBM
  2. Importance of adequate nutrient/fluid intake
  3. Any HIV-related symptoms that may occur (or are occurring)
  4. Meal/medication scheduling
  5. Potential food/drug interaction
  6. Strategies to improve intake of nutrient-dense foods
  7. Importance of progressive resistance exercise and aerobic exercise
  8. Strategies to ensure adequate calories, protein, fluids, e.g., 6-9 minimeals a day,
      food variety
  9. Vitamin/mineral supplementation to avoid deficiency, prevent toxicity
10. Strategies to decrease or eliminate caffeine or alcohol use
11. Use of complementary/alternative therapies
12. Medical nutrition supplement needs, enteral or parenteral nutrition to provide
      appropriate nutrition
13. Rationale and benefits of appetite stimulants (if applicable)
14. Food and water safety and sanitation
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15. Psychosocial issues, as appropriate
16. Referral to resources available for smoking cessation and substance/drug abuse
17. Rationale and how to record food/fluid record and its importance in treatment
18. Referral to appropriate community resources available for social support, mental
      health counseling, economic assistance or other health care providers

Intervention: Level of Care 4 (Palliative)
A. Provide self-management training based on wishes of client, client's family or caregivers.

1. Supportive medical nutrition therapy measures, e.g., oral supplements to optimize oral
    intake and nutrition health
2. Modified therapeutic meal prescription to meet individual food tolerances and needs
3. Strategies to minimize symptoms associated with conditions/infections
4. Strategies to maintain hydration status
5. Nutrition support, e.g., tube feeding or parenteral nutrition as needed
6. Guidance for use of alternative or complementary therapies

B. Provide self-management training and materials as appropriate to level of care.
1. Review education materials containing information on

❖ Individualized therapeutic meal prescription
❖ Goals of therapy
❖ Changes in biochemical parameters
❖ Symptom management
❖ Changes in medications
❖ Meal and medication schedule
❖ Potential food/drug interactions
❖ Avoidance of vitamin and mineral deficiencies and/or toxicities
❖ Food, fluid, and activity records
❖ Food and water safety and sanitation practices
❖ Strategies to decrease or eliminate alcohol and caffeine use
❖ Evaluation of complementary or alternative therapies
❖ Need for alternative route of feeding
❖ Resistance weight training and aerobic exercise pattern
❖ Community resources for food security and other needs

2. Outcome Measurements
❖ Weight, BMI, LBM (measured by TSF, MAMC) or BCM (measured by BIA),
    waist-to-hip ratio, neck circumference
❖ Biochemical parameters
❖ Clinical symptoms
❖ MNT goals and behavioral compliance (e.g., estimated nutrient requirements
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    compared to estimated nutrient intake)
❖ Takes measures to ensure safe water and food consumption
❖ Verbalizes meal, meal schedule, and potential food/drug interaction
❖ Functional status, e.g., ADLs or IADLs or Karnofsky performance scale
❖ Uses community resources as needed
❖ Wishes of client or client's family or caregiver regarding nutrition support
    (Level of Care 4)

3. Document on Initial Assessment Form and Nutrition Progress Notes

C. Follow up.
1. Schedule appointment as determined by protocol and level of care
2. Expected Outcomes

❖ Maintains or improves weight status, BMI, preserves LBM and BCM
❖ Maintains or improves biochemical parameters, prevents vitamin/mineral
    deficiencies
❖ Side effects and symptoms are minimized or eliminated.
❖ Nutrient intake is maintained or improved
❖ Meets goal(s) set with dietitian
❖ No occurrences of food or water-borne illnesses
❖ Adheres to meal and medication schedule
❖ Functional or performance status maintained or improved
❖ Uses community resources
❖ Alternative feeding route implemented as needed
❖ Wishes of client or client's family or caregiver are upheld regarding
    continuation/cessation of nutrition support (Level of Care 4)

Communication
1. Instruct client to call with questions/concerns
2. Send copy of Initial Assessment and Nutrition Progress Notes to referral source and
    place original in client's medical record as appropriate
3. Schedule next appointment based on assessment and level of care
4. Call client 24-48 hours prior to next appointment
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Session/length: #2 for 15-30 minutes

Session Process

Assessment
Clinical data collected:

❖ Medical status and current diagnosis
❖ Current weight and % change over time, BMI, LBM, and/or BCM
❖ Signs and symptoms: anorexia, early satiety, diarrhea, nausea/vomiting,
    maldigestion, flatulence, dysphagia, bowel habits, shortness of breath, fatigue,
    fever/sweats, pain, and % change over time
❖ Food and fluid record kept by client
❖ Biochemical values, as available
❖ Medication: prescription, nonprescription, recreational use (dose, frequency,
    timing)
❖ Current exercise and activity pattern
❖ Primary feeding route (oral, tube-feeding, parenteral)
❖ Alternative or complementary therapies used or being considered

Outcome Measurements (change in client's)
❖ Weight, BMI, and LBM, BCM (if applicable)
❖ Food and fluid record
❖ Adherence to therapeutic meal prescription
❖ Biochemical values
❖ Medication: prescription, nonprescription, recreational use (dose, frequency, timing)
❖ Exercise/activity pattern or evaluation of ADLs, IADLs, performance (Karnofsky
    scale)
❖ Caffeine, alcohol, and smoking pattern
❖ Changes in HIV symptoms

Intervention
A. Adjust goals/nutrition prescription.

Note: For Level of Care 4, intervention will be based on client's or client's family's or
caregiver's wishes and needs.
1. Review records, evaluate client's adherence and understanding, and provide feed-
    back on

❖ Maintaining or increasing body weight and LBM
❖ Therapeutic meal prescription
❖ HIV/AIDS symptom management
❖ Meal/medication scheduling

HIV/AIDS Levels of Care 1-4
Medical Nutrition Therapy Protocol
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❖ Potential food/drug interaction
❖ Vitamin or mineral supplementation, as needed
❖ Exercise or functional status, e.g., ADLs or IADLs performance scale
❖ Caffeine and alcohol pattern, recreational drug use
❖ Use of complementary or alternative therapies
❖ Medical nutrition therapy supplements, enteral or parenteral regimen (if
    applicable)
❖ Need for appetite stimulants (if applicable)
❖ Food and water safety and sanitation
❖ Psychosocial issues as appropriate

B. Provide self-management training and materials, as appropriate to level of care.
1. Review education materials and concepts containing information on:

❖ Individualized therapeutic meal prescription
❖ Changes in biochemical parameters
❖ Changes in medication
❖ Meal/medication schedule
❖ Potential food/drug interaction
❖ Avoiding vitamin and mineral deficiencies or toxicities
❖ Food, fluid, and activity record
❖ Strategies to optimize nutrient and fluid intake
❖ Food and water safety and sanitation practices
❖ Strategies to decrease or eliminate alcohol and caffeine use
❖ Evaluation of complementary or alternative therapies
❖ Need for alternative route of feeding or medical nutrition supplements
❖ Resistance weight training and aerobic exercise pattern
❖ Community resources for food security and other needs

2. Expected Outcomes:
❖ Meets goal(s) set with Registered Dietitian or other nutrition professional
❖ Takes steps to alleviate HIV-related symptoms
❖ Completes food, fluid, and activity records
❖ Maintains weight and nutritional status by changing dietary intake as needed
❖ Takes measures to ensure safe food and water consumption
❖ Manages weight and preserves LBM and BCM
❖ Replenishes or preserves nutritional parameters
❖ Verbalizes meal/medication schedule or potential food/drug interaction.
❖ Improves or maintains functional status

3. Document on Nutrition Progress Notes
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C. Follow up.
Based on level of care, 2 to 6 months (or 2 to 6 times a year)

Communication
1. Instruct client to call with questions/concerns
2. Send copy of Nutrition Progress Notes to referral source and place original in client's
    medical record
3. Call client 24-48 hours prior to next appointment.
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Session/length: #3 for 15-30 minutes

Session Process

Assessment
Clinical data collected.

❖ Medical status and current diagnosis
❖ Current weight and % change over time, BMI, LBM, and/or BCM, waist-to-hip
    ratio, neck circumference
❖ Signs and symptoms: anorexia, early satiety, diarrhea, nausea/vomiting,
    maldigestion, flatulence, dysphagia, bowel habits, shortness of breath, fatigue, fever/
    sweats, pain, and % change over time
❖ Food, fluid, and activity records kept by client
❖ Biochemical values, as available
❖ Medication: prescription, nonprescription, recreational use (dose, frequency, timing)
❖ Current exercise and activity pattern
❖ Primary feeding route (oral, tube feeding, parenteral)
❖ Alternative or complementary therapies used or being considered

Outcome Measurements: change in client's
❖ Weight, BMI, and LBM, BCM (if applicable)
❖ Food and fluid record
❖ Adherence to therapeutic meal prescription
❖ Biochemical values
❖ Medication: prescription, nonprescription, recreational use (dose, frequency, timing)
❖ Exercise/activity pattern or evaluation of ADLs, IADLs
❖ Caffeine, alcohol, and smoking pattern
❖ Changes in HIV symptoms

Intervention
A. Adjust goals/nutrition prescription.

Note: For Level of Care 4, intervention will be based on client's or client's family's or
caregiver's wishes and needs.
1. Review records, evaluate client's adherence and understanding, and provide feed-
back on:

❖ Maintaining or increasing body weight and LBM

HIV/AIDS Levels of Care 1-4
Medical Nutrition Therapy Protocol
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❖ Therapeutic meal prescription
❖ HIV/AIDS symptom management
❖ Meal/medication scheduling
❖ Potential food/drug interaction
❖ Vitamin or mineral supplementation, as needed
❖ Exercise or functional status, e.g., ADLs or IADLs
❖ Caffeine and alcohol pattern, recreational drug use
❖ Use of complementary or alternative therapies
❖ Medical nutrition therapy supplements, enteral or parenteral regimen (if
    applicable)
❖ Need for appetite stimulants (if applicable)
❖ Food and water safety and sanitation
❖ Psychosocial issues as appropriate

B. Provide self-management training and materials, as appropriate to level of care.
❖ Individualized therapeutic meal prescription
❖ Changes in biochemical parameters
❖ Changes in medication
❖ Meal/medication schedule
❖ Potential food/drug interaction
❖ Avoiding vitamin and mineral deficiencies or toxicities
❖ Food, fluid, and activity records
❖ Strategies to optimize nutrient and fluid intake
❖ Food and water safety and sanitation practices
❖ Strategies to decrease or eliminate alcohol and caffeine use
❖ Evaluation of complementary or alternative therapies
❖ Need for alternative route of feeding or medical nutrition therapy supplements
❖ Resistance weight training and aerobic exercise pattern
❖ Community resources for food security and other needs

1. Expected Outcomes:
❖ Meets goal(s) set with Registered Dietitian or other nutrition professional
❖ Takes steps to alleviate HIV-related symptoms
❖ Completes food, fluid, and activity record
❖ Maintains weight and nutritional status by changing dietary intake as needed
❖ Takes measures to ensure safe food and water consumption
❖ Manages weight and preserves LBM and BCM
❖ Replenishes or preserves nutritional parameters and nutritional status level
❖ Verbalizes meal/medication schedule or potential food/drug interaction
❖ Improves or maintains functional status

2. Document on Nutrition Progress Notes
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C. Follow up.
Based on level of care, 2 to 6 months (or 2 to 6 times a year)

Communication
1. Instruct client to call with questions and concerns
2. Send copy of Nutrition Progress Notes to referral source and place original in client's
    medical record
3. Call client 24-48 hours prior to next appointment
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Session/length: #1 for 60 minutes

Session Process
Refer to Section II MNT Protocols for Implementation Guidelines

Assessment
A.  Obtain clinical data.

1. Laboratory values with dates (within 15 days of session): albumin, prealbumin or
    transferrin, hemoglobin, hematocrit, CD4, CD8 or viral load, cholesterol,
    triglycerides; if on TPN, in addition obtain electrolytes, BUN, creatinine, liver
    function test (e.g., SGOT, SGPT)
2. Medical goals for client
3. Clinical symptoms: fevers, anorexia, early satiety, abnormal bowel habits, e.g.,
    diarrhea (check tests indicating malabsorption), dysphagia, reflux, nausea, vomiting,
    flatulence, oral and/or esophageal lesions or dysfunction
4. Growth and weight history: usual weight, previous weights and growth pattern per
    growth grids, previous measures of lean body mass (LBM), e.g., skinfold measures
    [triceps skinfold (TSF) and midarm circumference (MAC)], or body cell mass
    (BCM) using bioelectrical impedance (BIA)
5. Medical history: renal, liver, neurological, gastrointestinal, pancreatic, or cardiac
    involvement; dental and oral health; if less than 3 years of age, obtain prenatal and
    birth history if available
6. All medications: dose, frequency, and timing, prescribed and self-prescribed, e.g.,
    reverse transcriptase inhibitors, nonnucleoside inhibitors, protease inhibitors,
    antifungal, antibacterial, and antiprotozoal agents
7. Primary feeding route: oral, tube-feeding, parenteral, or combination
8. Functional status: developmental eating, dressing, bathing, toileting skills, and social
    developmental skills

B.  Interview client and/or primary caregiver.
1. Clinical data: current height/weight, length for height, weight for length, head
    circumference (<3 years), calculate BMI and plot on appropriate NCHS growth
    curves; % ideal and usual weight.  If applicable, measure body composition such as
    skinfold measurements, MAC (midarm circumference), TSF (triceps skinfold
    thickness), AMA (arm muscle area), bioelectrical impedance (BIA) to estimate LBM
    or BCM, or dual x-ray absorptiometry
2. Caregiver's nutrition goals for client/attitude about current weight

HIV/AIDS CDC Categories N, A, B, C
Medical Nutrition Therapy Protocol
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3. Nutrition history: review food intake records if available, usual food intake with
    attention to calories, fat, protein, fluid, and fiber content, developmental feeding
    patterns, use of vitamin/mineral/herb supplement(s), over-the-counter drugs, food
    and water safety and sanitation practices, food allergies, food intolerances
4. Use of alternative unproven therapies, e.g., vitamin and mineral megadosing, herbs,
    bacterial supplements, and amino acids supplements
5. Exercise pattern: type of activity, frequency, and duration
6. Psychosocial and economic issues: living situation, cooking facilities, meal
    locations (e.g., school, day care, home), family support, other caregivers, ethnic or
    religious belief considerations (related to nutrition), parent/caregiver perception of
    eating habits, health of other family members, financial constraints, participation in
    food assistance programs
7. Knowledge/readiness to learn basic nutrition principles, attitude

Intervention: CDC Categories N and A, Mild Signs and Symptoms
A. Provide self-management training depending on clinical, developmental, and
     psychosocial circumstances of client/caregiver.

  1. Discuss importance of adequate nutrition to enhance immune function and
      maintain good nutritional status
  2. Discuss importance of nutrition in supporting growth and development
  3. Plan and schedule meals to enhance drug effectiveness
  4. Determine potential food/drug interaction, medication, and meal timing
  5. Basic nutrition

❖ Nutrient-dense foods
❖ Increasing food variety
❖ Adequate calories and protein for growth
❖ Food preparation

  6. Oral health: caries risk reduction
  7. Negotiate specific dietary changes to improve nutritional status, e.g., increasing
      frequency of nutrient-dense meals/snacks, promoting feeding skill development,
      meal planning, goal setting
  8. Determine necessary supplement recommendations including specific vitamin/
      minerals, high-calorie food additives/modules, modified and calorie-enhanced
      formulas/beverages
  9. Discuss importance of regular physical activity
10. Evaluate unproven nutrition treatments including diets, herbal preparations,
      vitamin megadoses, and rationale for avoiding harmful therapies
11. Evaluate alternative feeding route, e.g., tube feeding or parenteral nutrition to
      provide appropriate nutrition
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12. Ensure food and water safety and sanitation.  Include information on water supply
      for Cryptosporidium, Giardia, etc, to minimize risk of food-borne infection
13. Provide suggestions to improve reflux, vomiting, and elimination patterns as
      necessary
14. Develop strategies with family regarding psychosocial issues related to nutritional
      status, e.g., mealtime behavior, food access
15. Discuss current resources available to the client and family and facilitate in the
      enrollment in additional necessary services

Intervention (in addition to 1-15): CDC Categories B and C, Moderate
Signs and Symptoms
A. Provide self-management training depending on the clinical, developmental, and psych-
     social circumstances of the client/caregiver.

1. Perform feeding observation
2. Provide feedback to caregiver regarding client's growth status and dietary intake
3. Develop strategies to enhance caregiver's compliance/understanding
4. Develop strategies to enhance client's compliance
5. Discuss lab values with caregiver if values warrant attention
6. Recommend and facilitate acquisition of supplements as needed
7. Review rationale and benefits of appetite stimulants as appropriate
8. Discuss symptom management as appropriate:

❖ Oral and esophageal lesions
❖ Diarrhea
❖ Vomiting or reflux
❖ Organ system involvement, e.g., cardiomyopathy, nephropathy, encephalopathy
❖ Opportunistic infections, e.g., avium complex, others affecting GI tract
❖ Failure to thrive and wasting syndrome
❖ Refer to additional resources if necessary

B. Provide self-management training and material based on individual client/caregiver
     needs.

1. Goals of nutrition therapy
2. Review education materials containing information on:

❖ Food Pyramid or other healthy eating guidelines
❖ High-calorie, high-protein foods including cooking methods and recipe
    modification
❖ Food and water safety
❖ Alternative feeding routes (e.g., tube feeding or parenteral support)
❖ Food, fluid, fiber intake record and activity record
❖ Potential food/drug interaction
❖ Developmentally appropriate food textures and choking prevention
❖ Techniques for mealtime management
❖ Avoiding vitamin/mineral deficiencies/toxicity



8 -31

ALGORITHMS FOR NUTRITIONAL CARE

Algorithms

❖ Community resources for food security and other needs
3.  Outcome Measurements:

❖ Weight, growth velocity, head circumference (<3 years), BMI %tile
❖ LBM (measured by TSF, MAC, AMA) or BCM (measured by BIA)
❖ Albumin and/or prealbumin, other labs as necessary
❖ Clinical symptoms, e.g., frequency of diarrhea
❖ Nutritional status level
❖ MNT goals and behavioral compliance
❖ Takes measures to ensure safe water and food consumption.
❖ Verbalizes potential food/drug interaction
❖ Functional status and developmental level
❖ Access to community resources
❖ Need for alternative feeding route

4.  Document on Initial Assessment Form and Nutrition Progress Notes

C. Follow up.
1. Schedule appointment as determined by protocol and category of care
2. Expected Outcomes:

❖ Maintains or improves age- and gender-appropriate weight status, growth
    velocity, BMI or other growth parameters
❖ Preserves LBM and BCM, growth velocity
❖ Maintains visceral protein status, prevents vitamin/mineral deficiencies
❖ Side effects and symptoms minimized or eliminated
❖ Nutritional status level maintained or improved
❖ Meets goal(s) set with dietitian, e.g., increasing nutrient density of diet,
    developing safe-cooking skills, supplementing with vitamins/minerals,
    developing feeding skills
❖ No occurrence of food- or water-borne illnesses
❖ No evidence of food/drug interaction or food impacting medication absorption
❖ Engages in safe, fun physical activity
❖ Functional and self-development skills maintained or improved
❖ Progresses towards enrollment with available resources
❖ Alternative feeding route (e.g., tube feeding) implemented if needed

Communication
1. Instruct client and/or caregiver to call with questions/concerns
2. Send copy of Initial Assessment and Nutrition Progress Notes to referral source and
    place original in client's medical record
3. Schedule next appointment based on assessment and category of care
4. Call client 24-48 hours prior to next appointment or per clinic protocol
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Session/length: #2-5 for 30-60 minutes

Session Process

Assessment
Clinical data collected:

❖ Current weight, height, length for height, weight for length, head
    circumference (<3 years), % weight change over time, BMI percentile
❖ LBM or BCM, if applicable
❖ Food record kept by client and/or caregiver
❖ Laboratory values as available
❖ Clinical symptoms: fevers, early satiety, bowel habits (check for
    malabsorption if applicable), appetite status, dysphagia, reflux, nausea,
    vomiting, flatulence, mental status changes, oral and/or esophageal lesions
    or dysfunction
❖ Current medication (dose, frequency, timing)
❖ Current exercise or activity pattern
❖ Medical status
❖ Primary feeding route (oral, tube feeding, parenteral)
❖ Unproven therapies used or being considered

Outcome Measurements: change in client's
❖ Weight, height, or length, head circumference (<3 years), BMI percentile,
    growth velocity
❖ Skinfold measures (e.g., TSF, MAC), LBM, BCM (if applicable)
❖ Food record (e.g., calories, protein, fluid, fiber)
❖ Tolerance of feeding regimen
❖ Laboratory values
❖ Medication (dose, frequency, timing)
❖ Exercise/activity pattern or ADLs (e.g., bathing, toileting)
❖ Feeding skills and social development
❖ HIV symptoms

Intervention
A. Adjust goals/nutrition prescription.

1. Review records, evaluate client's and/or caregiver's adherence and understanding,
    and provide feedback on:

❖ Food/meal plan: calories, protein, fiber, fat, fluid, micronutrients

HIV/AIDS CDC Categories N, A, B, C
Medical Nutrition Therapy Protocol
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❖ Client's growth status and dietary intake
❖ Feeding observation (CDC Categories B and C)
❖ Timing and content of meals associated with drug therapy
❖ Exercise/ADLs and developmental status
❖ Age-appropriate feeding skills
❖ Symptom management
❖ Tube feeding or parenteral regimen (if applicable)

B. Provide self-management training and material as appropriate to category of care.
1. Review education materials containing information on:
         ❖ Change in Client's status: weight, BMI percentile, growth velocity, and
              laboratory values

❖ Importance of adequate nutrition to maintain good nutritional status
❖ Strategies to ensure adequate eating habits, e.g., 6-9 minimeals/day, food variety,
    concentrated protein sources, concentrated calorie sources, adequate fluid
    consumption, promotion of feeding skill development, meal planning, goal
    setting
❖ Developmentally appropriate food textures and choking prevention
❖ Techniques for mealtime management
❖ Rationale and benefits of appetite stimulants (if applicable)
❖ Potential food/drug interaction
❖ Eating pattern to reduce side effects from infection and medications
❖ Symptom management, e.g., improve reflux, vomiting, and problems with
    elimination patterns
❖ Nutritional supplements as appropriate to prevent vitamin/mineral deficiencies,
    e.g., modular formulas
❖ Vitamin/mineral supplementation to avoid deficiencies/toxicity
❖ Alternative feeding routes, e.g., tube-feeding or TPN, as indicated
❖ Evaluation of unproven nutrition treatment, including diets, herbal preparations,
    vitamin megadoses
❖ Food preparation
❖ Food and water safety and sanitation: home, away from home
❖ Importance of routine physical activity
❖ Rationale and how to maintain food record and its importance in treatment
❖ Psychosocial issues, quality-of-life issues
❖ Food security and resources
❖ Referral to appropriate community resources or other health care provider

2. Expected Outcomes:
❖ Client meets goal(s) set with Registered Dietitian or other nutrition professional
❖ Client completes food records
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Adapted from: “Nutrition and HIV: A New Model for Treatment,” Mary Romeyn, M.D., Jossey-Bass
Publishers, San Francisco 1995.

❖ Client maintains weight, growth velocity, and nutritional status by changing
    dietary intake as needed
❖ Client meets expected growth velocity and developmental level for age and
    gender
❖ Client and/or caregiver takes steps to alleviate HIV-related symptoms
❖ Client and/or caregiver takes measures to ensure safe food/water consumption
❖ Client manages weight and preserves LBM and BCM
❖ Client replenishes or preserves nutritional parameters and nutrition status level
❖ Client and/or caregiver verbalizes potential food/drug interaction
❖ Client improves functional status and overall quality of life
❖ Client prevents or reverses HIV wasting syndrome
❖ Client's social development is appropriate for age and gender
❖ Client improves quality of life

4. Document on Nutrition Progress Notes

C. Follow up.
    Based on CDC Category N, A, B, or C; every 1 to 3 months (or 4 to 12 times a year)

Communication
1. Instruct client and/or caregiver to call with questions/concerns
2. Send copy of Nutrition Progress Notes to referral source and place original in client's
    medical record
3. Call client 24-48 hours prior to next appointment or per clinic protocol
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