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Abstract

Young Black gay, bisexual, and other men who have sex with men (YB-GBMSM) face multiple psychosocial
stressors, and are disproportionately impacted by HIV. Mental health care engagement is a promising avenue
for addressing these disparities. To date, rates of mental health service utilization have not been examined
specifically in this population. We conducted a retrospective cohort study among YB-GBMSM receiving care in
a Ryan White-funded HIV care center that includes co-located HIV and mental health services. Of 435 unique
YB-GBMSM patients, mental health concerns were identified in n = 191 (43.9%). Depressive symptoms were
the most common concerns identified, followed by substance use, anxiety, and trauma. Among patients with
identified mental health concerns who were not previously in mental health care, 79.1% were referred to mental
health care, 56.3% set an appointment with a mental health provider, 40.5% were linked to mental health care
(attended an initial visit), and 19.6% remained engaged in mental health care. Younger YB-GBMSM (age 18–24
years), who received care in a more integrated pediatric/adolescent part of the center, were more likely to have an
appointment set once a concern was identified (v2 = 7.17; p = 0.007). Even in a setting with co-located HIV and
mental health care services, we found significant gaps in engagement at each stage of a newly described mental
health care continuum. Implications for intervention at the provider and systems levels are discussed.
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Introduction

HIV in the United States disproportionately impacts
young Black gay, bisexual, and other men who have sex

with men (YB-GBMSM) under the age of 30 years. Among
18- to 24-year-old Black GBMSM, HIV prevalence is esti-
mated to be 26%, in comparison with 3% for young White
GBMSM.1 Among those living with HIV, YB-GBMSM have
lower rates of engagement at each stage of the HIV care
continuum compared with older and non-Black individuals,
with critical implications for morbidity, mortality, and public
health.2,3

Treatable mental health conditions, including depressive
disorders, anxiety disorders, trauma- and stress-related dis-
orders, and substance-related disorders, can contribute to care
continuum gaps among people living with HIV (PLH).4–8 In
two prior studies of YB-GBMSM living with HIV, depres-
sive symptoms were common (occurring in 47–59%) and
associated with lack of HIV viral load suppression.4,5 High
levels of trauma and anxiety have also been reported in
samples including YB-GBMSM.9–11 Linking YB-GBMSM
and other PLH to mental health services is, therefore, criti-
cally important for improving HIV care engagement. Cross-
sector collaboration between mental health and HIV care
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services is often challenging.12,13 However, one facilitator
of such interdisciplinary collaboration is the federal Ryan
White HIV/AIDS Program (Ryan White), which funds HIV
care for over half of PLH in the United States and explicitly
supports the integration of mental health and HIV care ser-
vices.14,15 However, real-world implementation of HIV and
mental health integration is highly variable,15,16 and it re-
mains unknown to what extent the availability of mental
health resources translates into actual service utilization for
YB-GBMSM living with HIV.

Amelioration of mental health problems represents an
addressable target for interventions aiming to improve HIV
care continuum engagement among YB-GBMSM. To our
knowledge, no published studies report on mental health
service utilization patterns specific to YB-GBMSM living
with HIV. However, studies including YB-GBMSM living
with HIV (e.g., focusing on youth living with HIV or sexual
minority youth more broadly) suggest low rates of mental
health service use in this population.17–20 The purpose of this
study was to examine rates of mental health service utiliza-
tion among YB-GBMSM within a large Ryan White-funded
center that provides both HIV and mental health care. We
sought to describe utilization patterns along a continuum of
mental health care engagement, with continuum stages de-
fined in direct correspondence with the mental health service
delivery protocols within the center where the study was
conducted. These stages included (1) identification of mental
health concerns by HIV care providers, (2) referral to mental
health care, (3) setting a mental health appointment, (4)
linkage to mental health care, and (5) engagement in mental
health care. Using a retrospective cohort study sample of YB-
GBMSM, mental health care engagement was evaluated at
each stage along this continuum.

Methods

Setting

The study was conducted at the Grady Infectious Disease
Program (IDP), a large, Ryan White-funded comprehensive
HIV care center situated within an academically affiliated
public hospital system. The Grady IDP is located in Atlanta,
Georgia—an urban HIV epicenter in the southeastern Uni-
ted States. The center provides a range of outpatient clinical
services, including both HIV care and mental health care.
Although HIV and mental health services are co-located in
the same facility, approaches to mental health service de-
livery vary by clinical area. In the pediatric/young adult
clinic (serving patients of ages 0–24 years), mental health
services are offered on the same floor as medical services. In
addition, mental health providers participate alongside their
primary care and social work colleagues in weekly multi-
disciplinary patient care meetings. By contrast, mental
health services for adults (patients of ages 25 years and
older) are comprised primarily of appointments scheduled
separately from HIV primary care visits on a separate floor
in the clinic building, although mental health consultation
during primary care visits is available upon HIV care pro-
vider request. Adult-oriented care providers do not hold
weekly multidisciplinary team meetings; communication
between primary care and mental health providers occurs on
an as-needed basis.

Procedures

There is no automated electronic data capture of patient-
recorded mental health symptoms; therefore, we conducted
detailed chart reviews to obtain information about mental
health service utilization. Trained study staff collected pa-
tient data through retrospective electronic medical record
abstraction. We abstracted clinical data for all patients who
were identified as Black MSM, between the ages of 18–29
years, and with at least one medical visit between November
1, 2017, and October 31, 2018. We then followed the cohort
identified and extracted data for the period November 1,
2017–October 31, 2019, to estimate engagement in different
stages of the mental health (MH) care continuum.

We defined the respective stages along the mental health
care engagement continuum as follows: (1) identification of
mental health concerns was indicated by HIV primary care
provider documentation in their notes of any mental health
symptoms (e.g., depression, anxiety, and adjustment prob-
lems) and/or substance use (excluding marijuana or alcohol
unless explicitly documented as a clinical problem); (2) re-
ferral to mental health care was denoted by HIV provider
medical record documentation (an electronic order and/or
free text in the provider’s assessment/plan) that a referral for
mental health services was filed; (3) setting a mental health
appointment was identified by appointment date (record of a
scheduled visit) listed in the patient clinical record; (4)
linkage to mental health care was designated by documen-
tation (record of a completed visit) that a patient completed
an initial mental health visit; and (5) engagement in mental
health care was signified by documentation of a minimum of
two additional completed mental health visits within 6
months of patient completion of an initial mental health visit.

The study received institutional review board approval.

Data analytic plan

Data were entered into an REDCap21 database and ex-
ported into SAS (SAS Institute, Inc., Cary, NC), version 9.4,
for subsequent statistical analyses. Means, standard deviation
(SD), and proportions were used to describe demographic and
clinical characteristics of the sample. The mental health
continuum was described using proportions, where each
stage in the continuum was assessed as a percentage of the
previous stage. Finally, achievement of each continuum stage
between those aged 18–24 years (who receive care primarily
in the more integrated pediatric setting) and those aged 25–29
years was compared using chi-squared statistics.

Results

The total sample included n = 435 unique patients. The
mean age of participants was 24.6 years (SD = 2.9 years;
Table 1). The mean length of time since HIV diagnosis was
3.2 years (SD = 2.8 years), and mean length of time since
initial enrollment in the clinic was 2.1 years (SD = 1.8 years).
Most patients did not have public or private insurance outside
of Ryan White coverage (71.5%). Approximately half
(47.8%) had a suppressed HIV viral load (<200 copies/mL) at
the first measurement within the abstraction window, and the
mean CD4+ T cell count was 433 cells/mm3. Twenty-one
percent had mentions of housing insecurity documented in
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clinical notes, and 53% were referred to social workers for
additional assistance with managing care.

HIV care providers identified and documented mental
health concerns in 191 (43.9%) patients within our cohort. Of
the concerns listed by HIV providers, depressive symptoms
were the most common (n = 121; 63.3%), followed by sub-
stance use (n = 83, 47.4%), anxiety (n = 45; 25.9%), and
trauma-related symptoms (n = 13, 6.8%). Some patients were
also referred to mental health services for other reasons, in-
cluding stress, adjustment, and anger management. Among
patients identified as having concerning substance use, meth-
amphetamines and cocaine were most commonly cited, with
problematic alcohol use, opiates, and other substances docu-
mented less frequently. Concerns identified by HIV providers
are given in Table 2. Of note, marijuana use was very common
(188 patients)—however, since exclusive marijuana use did
not appear to be an indication for mental health referral in any
cases, we did not include mentions of marijuana as mental
health/substance use concerns (data not shown).

Figure 1 depicts the findings pertaining to the continuum of
mental health care engagement. Of note, 33 of the patients
with identified mental health concerns who were not newly
referred within the abstraction period had previously engaged
with mental health care, so that a new referral was not nec-
essarily indicated. For the continuum analysis, we therefore,
used a denominator of n = 158 patients who should have gone
through the subsequent stages. Seventy-nine percent
(n = 125; 79.1%) of the patients with an identified concern
were referred to mental health care. Seventy-one percent
(71.2%) of patients who were referred actually scheduled an
appointment with a mental health provider (n = 89; 56.3% of
the patients with identified mental health concern). Seventy-
two percent (71.9%) of those scheduled were successfully
linked to mental health care (n = 64; 40.5% of patients with an
identified concern), and 48.4% of patients who attended an
initial mental health visit remained engaged in mental health
care (n = 31; 19.6% of patients with an identified mental
health concern).

Comparison of achievement of mental health continuum
outcomes between 18- to 24-year-old YB-GBMSM (who
received care in the more integrated pediatric setting) and 25–
29-year-old patients (Table 3) revealed that younger patients
were significantly more likely than older patients to have a
mental health appointment scheduled once referred by their
HIV clinician (v2 = 7.17; p = 0.007). There was also a trend
toward higher identification of mental health concerns among
younger patients (v2 = 3.6; p = 0.06). When the two age
groups were compared by demographic and other clinical
characteristics, several other differences emerged: younger
patients were more likely to see a social worker (v2 = 140.11;
p < 0.001), have documented housing concerns (v2 = 11.56;
p < 0.001), and to be diagnosed with a sexually transmitted
infection (v2 = 7.06; p = 0.008).

For those 66 patients who were evaluated by a mental
health clinician, two-thirds (66.7%) were diagnosed with
depressive disorders or symptoms, and 45% with substance
use disorders. Anxiety disorders were diagnosed in 22.7%,
and trauma and stress-related disorders in 16.7% of patients.
One-third were noted to have other conditions such as ad-
justment disorders, bipolar disorder, schizophrenia, or
grief/bereavement. Mental health and substance-related
concerns and diagnoses are given in Table 2.

Discussion

To our knowledge, this is the first study to specifically
examine patterns of mental health service utilization among
YB-GBMSM living with HIV, a critically important popu-
lation to target in efforts to end the HIV epidemic in the
United States. Our study identified important gaps in mental
health care delivery to YB-GBMSM living with HIV, in-
cluding incomplete identification of mental health problems,
lack of referrals to mental health services, and incomplete
attendance and engagement with these services even when
referrals were made. Notably, these gaps occurred despite the
availability of mental health services co-located in the same
building as HIV care.

Given that this was a retrospective chart review study, we
were not able to directly measure the burden of mental health
symptoms in our sample. However, previous studies among
YB-GBMSM living with HIV report rates of depressive

Table 2. Mental Health Concerns Identified

by HIV and Mental Health Care Clinicians

n (%)

Mental health concerns identified by HIV clinicians
(n = 191)
Depression 121 (63.3)
Substance use 83 (43.4)

Methamphetamine 27 (6.2)
Cocaine 27 (6.2)
Alcohol 21 (4.8)
Opiate 6 (1.4)
Other substance 12 (2.8)

Anxiety 45 (23.5)
PTSD/trauma 13 (6.8)
Other 56 (12.9)

Diagnoses made by mental health providers (n = 66)
Depressive disorders 44 (66.7)
Substance use disorders 30 (45.5)
Anxiety disorders 15 (22.7)
Trauma and stressor-related disorders 11 (16.7)
Other diagnoses 22 (33.3)

PTSD, post-traumatic stress disorder.

Table 1. Demographic

and Clinical Characteristics

Mean (SD)

Age (years) 24.6 (2.9)
Time since HIV diagnosis (years) 3.2 (2.8)
Time since enrolled in this clinic (years) 2.1 (1.8)
Baseline CD4 count (cells/mm3) 433 (288)

n (%)
VL suppressed at baseline 208 (47.8)
Any STI diagnosis 229 (52.6)
Any mention of housing insecurity 92 (21.2)
Any visits with social workers 231 (53.1)
Insurance

Uninsured (Ryan White only) 311 (71.5)
Medicare/Medicaid 58 (13.3)
Private 66 (15.2)

SD, standard deviation; STI, sexually transmitted infection; VL,
viral load.
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symptoms ranging from 47% to 59%,4,22 suggesting that the
rate of identification of mental health problems in our study
(43.9% for multiple psychological symptom categories
combined) likely represents under-recognition of psycho-
logical symptoms. This gap highlights a need for evidence-
based screening practices to improve identification of mental
health problems among YB-GBMSM and facilitate subse-
quent engagement with mental health services.

Our results suggest multiple opportunities for intervention
at the clinic and provider levels at each stage along the mental
health care continuum to improve mental health care en-
gagement among YB-GBMSM living with HIV. Reasons for
the difference between identified mental health concerns and
the number of referrals are unclear and worthy of further
investigation, but could include limited time during patient
encounters, and/or deprioritization of mental health relative
to physical health concerns. HIV/primary care providers may

benefit from education and/or prompts to increase referral to
mental health services when these needs are identified.
Streamlining scheduling processes so that referral and
scheduling can occur seamlessly in a single step would be one
relatively simple way to avoid the next drop off along the
continuum. Coordination of mental health and HIV visits,
such that a mental health visit does not require an additional
trip to the clinic, might be an effective strategy for decreasing
the gap between scheduled and attended mental health intake
visits, as well as improving attendance at follow-up visits.
Similar to what has been used to enhance HIV care engage-
ment, additional support utilizing peer navigators or case
managers might also be applied to improving attendance at
mental health care visits.

There is also a strong possibility that this gap at the referral
stage of the continuum is attributable to patients declining
mental health referrals. Prior research has documented

FIG. 1. Continuum of Mental
Health Care Engagement. *Percen-
tages on top of the bars indicate
proportion of patients at each stage,
as a proportion of patients for whom
mental health concern is identified.
Percentages on the arrows between
the bars depict patients who
achieved each continuum stage, as a
proportion of those who achieved
the prior stage. **In this figure, we
excluded 33 patients in whom men-
tal health concerns were identified,
because they had already been re-
ferred to mental health care before
the abstraction period.

Table 3. Comparison of Mental Health Continuum Stages by Age Group

Age 18–24 years Age 25–29 years Chi-square p

Mental health continuum stages
Identified mental health concerns 90/183 (49.2%) 101/252 (40.1%) 3.5653 0.06
Referred to mental health care 57/90 (63.3%) 59/101 (58.4%) 0.4826 0.49
Set a mental health appointment 48/56 (85.7%) 35/55 (63.6%) 7.1706 0.007
Linked to mental health care 34/48 (70.8%) 25/35 (71.4%) 0.0035 0.95
Engaged in mental health care 16/34 (47.1%) 13/27 (48.1%) 0.0072 0.93

Demographic/clinical characteristics
Insurance

None (Ryan White only) 140/183 171/252

(76.5%) (67.9%)
Medicare/Medicaid 20/183 38/252 3.8899 0.143

(10.9%) (15.1%)
Private insurance 23/183 43/252

(12.6%) (17.1%)
Housing concerns 53/183 39/252 11.5610 <0.001

(29.0%) (15.5%)
Social work visits 158/183 73/252 140.1124 <0.001

(86.3%) (29.0%)
Undetectable viral load at baseline 86/167 (51.5%) 124/238 (52.1%) 0.0143 0.905
Any STI diagnosis 110/183 119/252 7.0623 0.008

(60.1%) (47.2%)
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unfavorable attitudes toward mental health care utilization
among Black Americans more broadly.23–26 In addition,
culturally important coping strategies that have developed in
response to structural barriers facing Black Americans, such
as reliance on church-based services for mental health
problems,27,28 high effort coping,29 and masculine self-
reliance,30 may paradoxically serve as barriers to help seek-
ing. Recent study has similarly demonstrated the important
role of medical mistrust and HIV stigma as barriers to care
specifically for sexual minority youth of color.31 These cul-
tural beliefs and stigmas could contribute to lack of enthu-
siasm and ultimately drop offs in mental health care
engagement at each continuum stage, including unwilling-
ness to accept a mental health referral, reticence to follow
through on scheduling and attending appointments in mental
health, and/or inclination to stop attending mental health
visits. Further study examining YB-GBMSM patient per-
spectives on mental health care, including qualitative studies,
would be helpful to tailor interventions and messaging pro-
moting mental health care engagement for this population.

Our findings build on previous study examining mental
health service utilization rates. Pence and colleagues previ-
ously created a continuum examining mental health service
use among PLH meeting criteria for major depressive dis-
order (MDD). This continuum was based on population-level
data and estimation techniques, and included the following
stages: prevalence of depression, clinical recognition, initi-
ation of treatment, adequacy of treatment, and treatment re-
sponse.32 Their study estimated that 45% of MDD cases
among PLH are recognized, 40% of the recognized cases get
treated adequately, and that once treated adequately, 70%
achieve remission of MDD. Although we were unable to
capture all of the stages in their continuum through our ret-
rospective study, our results complement this study by ex-
amining additional stages (e.g., referral and scheduling), thus
adding detail about processes occurring at individual patient,
provider, and clinic levels. These details are potentially im-
portant for intervention development, as they point out spe-
cific steps within a clinic’s workflow that could impede or
facilitate mental health care for YB-GBMSM living with
HIV. In addition, our study included mental health service
use across diagnostic categories, as opposed to being limited
to depression. Although depressive symptoms were the most
common reason for referral in our sample, significant burden
of substance use, trauma, and anxiety was noted as well.
Future study should aim to further examine differences in
mental health service use across diagnostic categories.

Our analyses comparing continuum stages by age group
(as a proxy for assessing the impact of different HIV–mental
health integration strategies) yielded results with implica-
tions for service delivery. The biggest difference between the
mental health care continua of the two age groups was seen at
the stage of scheduling an appointment once a referral had
been placed. This result suggests that the closer connection
between HIV and mental health clinicians in the pediatric
care setting may alleviate some barriers to scheduling ap-
pointments, with important downstream effects. In addition,
mental health concerns were identified more often in younger
patients, although this trend did not quite reach statistical
significance. Additional comparisons of younger and older
patients demonstrated that younger patients were much more
likely to have visited a social worker—although the cross-

sectional and retrospective nature of this study limits ex-
planatory speculation regarding this finding, it may be that
the social workers are helping to facilitate referral to, and
scheduling of mental health appointments. Additional areas
to consider for future investigation include the potential role
of high burden of psychological distress among younger men
recently diagnosed with HIV, differences in pediatric and
adult-oriented approaches to care, and the influence of fre-
quent multidisciplinary meetings in helping to identify
mental health concerns among the pediatric patients.

Several limitations to this study could impact the inter-
pretation of the results presented here. Given that we utilized
a retrospective medical record-based design, we had incom-
plete information about some patients. Our assessments of
mental health concerns and diagnoses are limited to what is
identified and documented by clinicians, leading to potential
under-reporting. Ideally, our mental health care continuum
would have also included a measure of treatment efficacy as
the final stage, however, this information is difficult to
quantify from examination of mental health clinician notes.
Clinic-wide initiatives to promote routine recording of
quantitative scores of depressive symptoms or psychological
functioning (e.g., the Patient Health Questionnaire-933 or
Global Assessment of Functioning34) might help to enable
measurement of treatment efficacy in the future.

Treatment of mental health comorbidity has the potential
to significantly improve HIV care engagement, and ulti-
mately morbidity and mortality among YB-GBMSM. To
realize this promise, however, further study is needed to elicit
and address barriers that lead to significant disengagement at
each stage of the mental health care continuum. Our findings
support the need for further study of both patient- and
provider-level barriers to mental health care engagement in
HIV care settings to inform tailored interventions to enhance
health and well-being for YB-GBMSM.
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