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Introduction
 Mental health (MH) conditions can negatively impact 

HIV health outcomes, including engagement¹ and 
retention in medical care,² antiretroviral therapy (ART) 
initiation,³ ART adherence,² and viral suppression (VS).²,³

 MH conditions can interfere with quality of life and 
functioning among people living with HIV (PLWH) and 
are associated with a more rapid HIV disease progression, 
leading to a reduced life expectancy.³

 Engagement in MH services is associated with higher 
ART adherence and viral load suppression.²

Methods and Activities
Activities

• The NY HIV Planning Council (the Council) formed a 
subcommittee to identify the needs of NY Ryan White 
Part A (RWPA) clients with reported MH diagnoses

• The Council worked with the Care and Treatment 
Program (CTP)  Research and Evaluation Unit (REU) at 
the NYC DOHMH to:

• Plan analyses, using programmatic and surveillance 
data

• Describe the prevalence and clinical correlates of 
reported MH diagnoses among NYC RWPA clients 

• Inform the delivery of RWPA-funded MH services 

Data Sources

• The Electronic System for HIV/AIDS Reporting and 
Evaluation (eSHARE): Demographic and services data, 
as well as MH diagnosis status assessments, for clients 
served by the local RWPA program

• The NYC HIV Surveillance Registry (the 
“Registry”): All HIV-related laboratory tests ordered by 
NYC clinical providers. NYC client-level RWPA data 
are routinely matched and merged with Registry data

Client Population: The analysis included 7,317 NYC HIV-
positive clients who received ≥1 RWPA service between 
March 2018 and February 2019 (GY 2018) and were 
assessed4 for lifetime history of MH diagnosis.

Definitions

• MH diagnosis: A ‘Yes’ to the MH assessment question 
and selection of ≥1 MH diagnosis

• The MH assessment question asks: “Has the client 
ever received a mental health diagnosis?”

• If the answer is Yes, then there is another question: 
“What diagnosis or diagnoses?” 

• Viral suppression: A value of <200 copies/mL on the 
client’s last VL test result in GY2018 (missing VL for 
GY2018 was treated as lack of viral suppression)

Results
Table 1. Characteristics of NYC RWPA clients by MH diagnosis status, N=7,268†

†0.7% of the clients in the sample  (N=7,268) had an unknown mental health diagnosis status (data not included in the table) 
††Other includes: gender nonconforming (n=4) and not sure/questioning (n=4) 

Figure 1. MH diagnosis types among NYC RWPA clients with a MH diagnosis (n=4,335)

Figure 2. Viral suppression among NYC RWPA clients by MH diagnosis status, GY2018

Lessons Learned
• Treatment strategies in NYC RWPA MH programs should 

focus on addressing depression, anxiety disorder, and bipolar 
disorder as these are the most frequently reported MH 
diagnoses

• These findings highlight the need to improve HIV medical 
outcomes among PLWH with a MH diagnosis, since a 
significantly higher proportion of clients without a MH 
diagnosis were virally suppressed, as compared to those with a 
MH diagnosis 

• Robust partnerships between RW recipient agencies and
community stakeholders allow for  the development of relevant 
research question(s) and analyses, which help inform service 
planning and strategies to reduce the negative impact of MH 
conditions or other barriers on health outcomes 

Challenges/Limitations
• We cannot know from eSHARE which reports of MH 

diagnoses are based on a qualified provider having conducted a 
psychiatric assessment with an appropriate diagnostic tool 

• In cases where providers rely on self-report to answer this 
question, some clients may not know (or share) their actual 
diagnosis status 

• Clients who were only served in the NYC RWPA service 
categories4 for which assessment forms do not include the MH 
diagnosis questions were not included in our sample
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