Ryan White HIV/AIDS Program
Overview
The Ryan White HIV/AIDS Program, also known as the Ryan White
Comprehensive AIDS Resources Emergency (CARE) Act, was first established in
law in 1990. It is the largest federal program dedicated to providing treatment and
care to people living with HIV. The Ryan White HIV/AIDS Program (RWHAP) was
named in honor of a U.S. teenager who fought AIDS-related discrimination after
contracting the disease through a contaminated blood transfusion in 1984, and is
administered by the Department of Health and Human Services’ (HHS) Health
Resources and Services Administration (HRSA), HIV/AIDS Bureau (HAB). Since
originally becoming law, this legislation has been reauthorized with bipartisan
support four times.
As a “payer of last resort,” the RWHAP is not health insurance but rather fills gaps
in care not covered by Medicare or Medicaid or third party insurers. In FY2012,
33% of those served by RWHAP were uninsured, and an additional 56% were
underinsured1. The program funds essential treatment when no other resources
are available, and therefore comprises a key component of our nation’s public
health safety net. By increasing access to care for underserved populations, the
program also decreases health care costs by decreasing mortality, reducing the
need for costly emergency services and inpatient care, and improving quality of life
for people living with HIV.

Key Takeaways


Ryan White programs serve half a
million Americans per year.



Medical Nutrition Therapy improves
health outcomes in patients with
HIV infection, facilitates access to
adequate dietary intake, and is
essential to the adherence and
effectiveness of HIV/AIDS
medications.



A patient can be provided with a
diet specifically tailored to his or her
unique combination of illnesses for
only $20/day.



The Academy of Nutrition and
Dietetics supports robust funding for
the provision of food and nutrition
services in the Ryan White
program.

The RWHAP works with states, cities, and community-based organizations to provide primary medical care and
essential supportive services to more than half a million people every year. Nutrition services are provided by many
Ryan White grantees, including education and counseling, home-delivered meals, groceries, food vouchers, liquid
nutritional and other dietary supplements. When provided by a registered dietitian nutritionist (RDN), these medical
nutrition therapy (MNT) services are considered allowable “core medical services”2 under Ryan White, which must
comprise at least 75% of the funds of many Ryan White grant programs (while “supportive services” 3 may only
comprise up to 25% of the program funds).

Why Nutrition is an Essential Part of HIV/AIDS Care
Since 1981, more than 1.7 million people in the U.S. have been infected with HIV, with an estimated 1.1 million living
with the disease today.4 Many people living with HIV face economic insecurity, social isolation and stigmatization,
substance use, and other comorbidities, and may as a result confront food and nutrition insecurity and barriers to
food access.5 Poor nutritional status can affect immune function independent of HIV infection 6, and nutritional status
is strongly predictive of survival during the course of HIV infection. While death rates are higher among HIV-infected
individuals with malnutrition7 8, well-nourished individuals living with HIV are more likely to be able to withstand the
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effects of HIV infection and possibly delay the progression of the disease.9 10
The benefits of MNT provided by a RDN for patients with HIV are numerous. In addition to improving health
outcomes in HIV infection and facilitating access to adequate dietary intake, MNT is essential to the adherence
and effectiveness of HIV medications. Lifelong pharmacotherapy presents challenges to and can negatively
affect nutrition status by introducing potential interactions with food, changing body metabolism and causing
adverse side effects. MNT has been found to improve the effectiveness and tolerance of medications11, and it
helps manage and alleviate adverse drug effects such as nausea, diarrhea, fatigue, and elevated blood glucose
and lipid levels12. In doing so, MNT can prevent hospitalizations, emergency room visits, and invasive and costly
medical procedures13. So critical is expertise in nutrition to the comprehensive treatment of HIV patients that
HHS’s Health Resources and Services Administration has stated that “ideally, all people living with HIV/AIDS
should have access to the services of a RDN with expertise in HIV who can provide nutrition assessments,
counseling, and education and help determine whether the client has adequate access to food.” 14

Cost-Effectiveness of Nutrition Support in the Ryan White Program
Research shows that a patient can be provided a diet specifically designed for his or her unique combination of
illnesses for only $20 per day, while a hospital stay costs upwards of $4,000 per day. Investing in food and
nutrition services, including medical nutrition therapy, translates into less spending in the future on care and
treatment. According to a study conducted by the Metropolitan Area Neighborhood Nutrition Alliance
(Philadelphia, PA), the average monthly health care costs for HIV/ AIDS clients in the six months following
initiation of food and nutrition services went from an average of roughly $50,000 per month (prior to receiving
these services) to approximately $17,000 per month after the initiation of food and nutrition services. 15
Additionally, people with HIV/AIDS who are food insecure report more missed appointments for primary care
visits than those who do not have difficulties obtaining enough food16, and thereby may not be adhering to
medication therapy or preventing nutrition-related complications that could have lasting health and economic
consequences. As a program that provides medical nutrition therapy to HIV/AIDS patients who might otherwise
not have access to nutrition assistance and counseling, the Ryan White HIV/AIDS Program plays a fundamental
role in ensuring that patients achieve food and nutrition security while managing nutrition-related complications
of HIV infection.

Priorities of the Academy of Nutrition and
Dietetics for the Ryan White Program
The Academy of Nutrition and Dietetics supports robust funding for the
provision of food and nutrition services, including medical nutrition
therapy, to patients receiving HIV/AIDS services through Ryan White
programs.
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