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Abstract
Background: The HIV epidemic in the United States disproportionately affects Black communities. Nearly half of Black men
who have sex with men (MSM) will be diagnosed with HIV in their lifetime. There is a significant unmet need for behavioral
health care services among Black MSM, and untreated behavioral health needs make it less likely the person is retained in HIV
care.
Objective: This paper offers a description of the Implementation of Evidence-Informed Behavioral Health Models to Improve
HIV Health Outcomes for Black Men who have Sex with Men (Black MSM) Initiative, a program to integrate clinical care and
behavioral health/supportive services for Black MSM with HIV. The Black MSM Initiative is funded through the Health Resources
& Services Administration HIV/AIDS Bureau Ryan White HIV/AIDS Program (RWHAP) Part F Special Projects of National
Significance.
Methods: The components of the Black MSM Initiative include providing technical assistance to 8 Initiative demonstration
sites; conducting a comprehensive and culturally responsive, mixed method, multisite evaluation; and disseminating evaluation
findings and lessons learned to the RWHAP community.
Results: As of December 31, 2020, demonstration sites enrolled 809 clients in the multisite evaluation. The research team will
continue evaluation data collection through December 2021 for analysis and dissemination starting in 2022. The Black MSM
Initiative fully supports the US Department of Health and Human Services’ Ending the HIV Epidemic in the United States
Initiative.
Conclusions: In order to succeed, providers and programs will need to engage populations traditionally considered “hard to
reach,” like many people receiving RWHAP services. Findings and lessons learned from the Black MSM Initiative will expand
the tool kit of solutions to support and retain Black MSM in HIV care, furthering the goals of the Ending the HIV Epidemic
Initiative and the RWHAP.
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(JMIR Res Protoc 2022;11(7):e36025) doi: 10.2196/36025
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Introduction
Background
The HIV epidemic in the United States disproportionately
impacts Black communities, and Black men who have sex with
men (MSM) bear an unequal share of that burden. Black MSM
account for less than one percent of the US population, but
between 20%-25% of all new US HIV infections [1].
Furthermore, if current diagnosis rates persist, about half of
Black MSM in the United States will be diagnosed with HIV
in their lifetime, versus 1 in 11 white MSM [2]. In comparison,
lifetime risk for all men in the United States is 1 in 68 [3]. In
addition, Black MSM are less likely to achieve viral suppression
than the national average for clients served by the Ryan White
HIV/AIDS Program (RWHAP) [4]. This is in part because of
the intersecting ways in which Black MSM are marginalized
and experience disparities in access to health care [5].
Black MSM with HIV may have intersectional experiences with
stigma or discrimination based on race, sexual orientation,
gender expression or gender identity, and/or HIV status.
Perceived stigma or discrimination, along with existing medical
mistrust within the community, may influence Black MSM’s
ability to safely and comfortably access clinical or behavioral
health care [6]. Cumulative experiences of discrimination or
trauma negatively impact mental and physical health. Research
indicates experiences of racism increase vulnerability to
depression and other mental health conditions [7]. Unfortunately,
there is significant unmet need for behavioral health care among
Black MSM. Untreated behavioral health needs may also make
it less likely a person is retained in HIV clinical care [8]. Further,
compared to other MSM receiving outpatient HIV medical care,
Black MSM face shortages of stable housing, nutritional support,
substance use treatment, and mental health services [9].
Given these substantial inequities, the US Department of Health
and Human Services Health Resources & Services
Administration (HRSA) HIV/AIDS Bureau (HAB) RWHAP
Part F Special Projects of National Significance (SPNS) funded
an initiative to address the unique clinical, behavioral health,
and social support needs of Black MSM with HIV. The purpose
of the Implementation of Evidence-Informed Behavioral Health
Models to Improve HIV Health Outcomes for Black Men who
have Sex with Men (“the Black MSM Initiative”) is to engage
and retain Black MSM in HIV medical care and supportive
services by addressing their behavioral health needs [10]. This
aim of this paper is to describe the Black MSM Initiative’s
strategies to integrate clinical care, behavioral health care, and
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supportive services for the intended Black MSM audience;
provide technical assistance to demonstration sites; design for
the mixed method, culturally responsive evaluation (CRE) of
the Initiative; and disseminate evaluation findings and lessons
learned.

Overview of the Black MSM Initiative
Through the Black MSM Initiative, HRSA HAB funds 8
demonstration sites to adapt and implement one of 4
evidence-informed models of care (MOCs) expected to improve
linkage to care, engagement, retention, and HIV health
outcomes. Demonstration sites integrate clinical and behavioral
health care to serve the comprehensive needs of Black MSM
with HIV. The MOCs are a youth-focused case management
intervention [11], Strength Through Youth Livin’ Empowered
(STYLE) [12], Brothers United/the Damien Center’s Linkage
to Care program [13], and Project Silk [14]. All models were
originally developed to improve HIV care and treatment and/or
HIV health outcomes for youth and/or adult men of color.
In addition, to support implementation and evaluation of the
demonstration sites’ interventions, HRSA HAB funds NORC
at the University of Chicago (NORC) to serve as the Evaluation
and Technical Assistance Provider (ETAP). The ETAP’s four
goals are to (1) provide technical assistance and capacity
building assistance to the demonstration sites; (2) implement a
comprehensive multisite evaluation; (3) develop and disseminate
successful models, findings, best practices, and lessons learned
to the RWHAP community; and (4) promote successful
replication of effective evidence-informed interventions and/or
MOCs through trainings, publications, and other dissemination
products. Together, these activities facilitate engagement and
retention of Black MSM in HIV care.
The demonstration sites represent a range of organizational
types and experiences, including academic medical centers,
federally qualified health centers, community-based
organizations, and hospital/health systems. The nonclinical
demonstration sites partner with other clinics to provide HIV
clinical and behavioral health care to their clients. Sites are
located across 7 states and operate in both urban and suburban
settings. Seven of the sites are RWHAP Parts A, B, C, D, or F
Dental recipients. Table 1 provides an overview of the 8
demonstration sites.
Table 2 provides an overview of the 4 MOCs and adaptations
made to each MOC to better fit the site context or local
population.
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Table 1. Overview of the demonstration sites.
Demonstration site

City, state

Selected model of care

Organizational type

Length of

Target population

intervention
Christian Community Health
Center

Chicago, IL

Youth-focused case
Community-based clinic
management intervention (federally qualified health
center)

12 months

Black MSMa LWHb
aged ≥18 years

Parkland HIV Services Department, Dallas County Hospital
District

Dallas, TX

Youth-focused case
Hospital system
management intervention

9 months

Black MSM LWH
aged 17-34 years

Duke University

Durham, NC

Strength Through Youth
Livin’ Empowered
(STYLE)

Friends Research Institute, Inc.

Los Angeles,
CA

Youth-focused case
Community research site
management intervention

3 months

Black MSM LWH
aged 18-65 years

GMHC Inc

New York,
NY

Project Silk

Community-based organization

12 months

Black MSM LWH
aged 18-45 years

CrescentCare

New Orleans,
LA

Brothers United/The
Community-based clinic
Damien Center’s Linkage (AIDS service organization,
to Care program
federally qualified health
center)

12 months

Black MSM and
Black transgender
men LWH aged ≥13
years

Youth-focused case
Hospital system
management intervention

6-18 months,
Black MSM LWH
depending on
(no age range)
enrollment date

East Bay Advanced Care, Sutter Oakland, CA
Bay Hospitals
Project ARK at Washington
University
a

Academic program, nonclini- 12 months
cal

St. Louis, MO Youth-focused case
Academic program, clinical
management intervention

6 months

Black MSM LWH
aged 18-35 years

Black MSM LWH
aged 18-29 years

MSM: men who have sex with men.

b

LWH: living with HIV.
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Table 2. Models of care and site adaptations.
Model of care

Number Model summary
of sites

Youth-focused case
5
management intervention

Strength Through Youth
Livin’ Empowered
(STYLE)

The goal of this intervention was to
improve retention in HIV care for
young Latino and African American
MSM. Case managers provided
supportive services to fill participants’ identified needs for housing,
nutrition support, substance abuse
treatment, or mental health services.

•

Strength Through Youth Livin’
Empowered (STYLE) was designed
to improve retention in HIV care
through a social marketing campaign, outreach to youth and provision of HIV testing services, and a
coordinated medical and social support network for recently diagnosed
and lost-to-care youth with HIV.

•

•
•
•

•
•
•

Site adaptations

Two bachelor-level case man- •
agers
•
Clinic- and venue-based outreach
•
24-month intervention
Psychosocial case management
services

Expanding eligible age range
Shortening intervention length
(between 3 and 18 months)
Using peer case managers

•

Combining case manager and
outreach worker position
Adding a behavioral health
provider
Shortening intervention length
to 12 months
Using an app to engage clients
virtually

Medical case manager and peer
outreach worker
Targeted venue-based and social marketing outreach
24-month intervention
Case management and ancillary support services

•
•
•

1

Project Silk was a youth-led, adult- •
supported drop-in program for
•
LGBTQa individuals that offered
recreation opportunities, food and
•
snacks, health services like
HIV/sexually transmitted infection
testing, access to mental health
counseling, and community resources.

Engagement with House and •
Ball community
Recreation-based safe space
focusing on artistic expression
Colocated supportive services

Brothers United/the
1
Damien Center’s Linkage
to Care program

This program, run by an Indianapo- •
lis community-based organization, •
provided comprehensive
wraparound and supportive services •
to the Black LGBTQ community.
The program offered prevention and
testing. Those who tested positive
were referred to services that help
them engage in care.

Linkage to Care specialists
Adding an on-site behavioral health
One-stop shop for comprehen- therapist
sive care and referral services
Support groups

Project Silk

a

1

Core components

Expanding the target population to include non–House and
Ball clients

LGBTQ: lesbian, gay, bisexual, transgender, queer.

Target Population
The Black MSM Initiative target population is Black MSM with
HIV. Specifically, to be eligible to participate, a client must be
HIV positive; aged 13 and older; identify as a Black man who
has sex with men (including cisgender men, transgender men,
and gender nonconforming individuals assigned male at birth);
and fit into one of the following categories: newly
diagnosed/new to care, never entered into care, fallen out of
care, at risk of falling out of care, or not virally suppressed. Risk
factors for falling out of care are operationalized as ongoing
behavioral health issues (eg, mental health and/or substance use
disorders), a history of irregular engagement in care, housing
and/or employment instability, a history of sexually transmitted
infections, or a history of negative experiences in a health care
setting. Demonstration sites could impose more restrictive
eligibility criteria as needed for their intervention (eg, must have
access to a smartphone).

through the RWHAP; behavioral health refers to mental or
emotional well-being and/or actions that affect wellness; and
behavioral health care includes screening and treatment for
substance use disorders, alcohol and drug addiction, and serious
psychological distress, suicide, and mental disorders [15].
Evidence-informed interventions are strategies, models, or
approaches that have proven effective or shown promise as a
methodology, practice, or means of improving the care and
treatment of people with HIV.

Purpose
This paper describes the rationale for integrating clinical care,
behavioral health care, and supportive services, and presents
the Black MSM Initiative model, which includes providing
technical assistance to demonstration sites, conducting a
culturally responsive multisite evaluation, and disseminating
evaluation findings and lessons learned.

The Black MSM Initiative uses several key definitions to
describe project activities. As defined by HRSA, HIV care
services include all HIV care and treatment services allowable
https://www.researchprotocols.org/2022/7/e36025

XSL• FO
RenderX

JMIR Res Protoc 2022 | vol. 11 | iss. 7 | e36025 | p. 4
(page number not for citation purposes)

JMIR RESEARCH PROTOCOLS

Methods
Strategies for Integrating Behavioral Health
The primary objective of the Black MSM Initiative is to
integrate clinical and behavioral health care to improve health
outcomes. Demonstration sites designed a variety of intervention
activities to accomplish this goal, including peer support groups,
individual counseling, motivational interviewing during case
management sessions, and SMS text messaging services that
screen for behavioral health concerns. To provide behavioral
health care to enrolled clients, 6 demonstration sites offer
in-house behavioral health services and all demonstration sites
offer referrals to off-site behavioral health and supportive
services, including substance use treatment.
To integrate clinical and behavioral health care, demonstration
sites employ multiple strategies that include holding regular
case conferences with case management staff, behavioral health
staff, and HIV clinical providers to discuss clients and
coordinate care; meeting regularly to identify and address client
needs; improving cross-care team communication; and engaging
behavioral health staff as members of the intervention team.
Additionally, to integrate care, demonstration sites follow clients
through their receipt of behavioral health care and endeavor to
eliminate barriers to care (eg, offering transportation to provider
visits). Some demonstration sites provide warm handoffs from
case managers/peer navigators to behavioral health providers
and have providers introduce themselves during clinical or case
management appointments. Case management/peer navigation
staff aim to ensure clients understand behavioral health care
and work to normalize this care. For example, some
demonstration sites offer social support groups facilitated by
peer staff, which discuss behavioral health needs, reframe mental
or behavioral health as mental wellness, and focus on overall
well-being. In addition to integrating behavioral health care,
these techniques are valuable for sustaining client engagement.

Provision of Technical Assistance
The ETAP provides technical assistance (TA) and capacity
building assistance (CBA) to the demonstration sites in
intervention adaptation, implementation, and evaluation. The
ETAP assesses the needs of the demonstration sites and
coordinates trainings, provides resources, and develops tools.
In addition to responding to specific requests from the
demonstration sites, TA/CBA is provided proactively through
regular teleconferences with each demonstration site, office
hours, multisite meetings, site visits, teleconferences with
frontline staff, and website resources. To leverage demonstration
sites’ expertise, the ETAP encourages and facilitates peer
learning and development through these venues. Areas of
TA/CBA include marketing and recruitment; retention; local
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evaluation; data collection and submission for the multisite
evaluation; dissemination; sustainability; staff training, support,
and self-care; and COVID-19 adaptations. To identify
demonstration sites’ needs and inform the provision of proactive
TA, the ETAP conducted needs assessments, held calls with
the sites, and developed a site typology.
The needs assessments gathered information on current capacity
and anticipated needs for support around program adaptation,
staffing, recruitment, implementation, retention, Institutional
Review Board approval, local evaluation, and sustainability
planning. The ETAP used findings from the needs assessments
to identify gaps in site capacity and tailor TA provision. Initial
calls with the sites facilitated in-depth learning about each sites’
local context and MOC adaptations, implementation and local
evaluation plans, and anticipated challenges and TA needs.
Information from the calls was used to address the immediate
needs of sites and identify topics for future cross-site
discussions. These calls also informed the development of the
multisite evaluation. The ETAP continues to meet with the
demonstration sites monthly to monitor recruitment, enrollment,
and evaluation progress and discuss TA needs. Following
conduct of the first needs assessment and initial calls, the ETAP
developed a typology to document and compare the
demonstration sites, their selected MOCs, MOC adaptations,
local evaluation design, and capacity for contribution to the
multisite evaluation. As the ETAP learns more about each site,
the ETAP updates the typology to facilitate meaningful
provision of TA/CBA.

Multisite Evaluation Strategy
To assess the impact of the Black MSM Initiative on expected
outcomes, the ETAP is conducting a culturally responsive,
sequential, transformative, mixed method evaluation. The
purpose of the multisite evaluation (MSE) is to (1) assess
processes associated with implementing evidence-informed
interventions, including barriers and facilitators to
implementation (process study); (2) assess whether the
evidence-informed interventions impact clinical and behavioral
health outcomes (outcomes study); and (3) assess the costs of
adapting and implementing the interventions by measuring labor
and programmatic expenditures (cost analysis). The evaluation
uses document review, demonstration site calls, site visits, key
informant interviews, a pre-post client survey, demonstration
site capture of implementation data, and client-level outcome
data. Demonstration sites gather data at baseline and, at
minimum, 6 and 12 months postbaseline. Table 3 summarizes
the 3 evaluation components and how they align with MSE
methods.
To design the evaluation, the ETAP first created an Initiative
logic model that depicts the Black MSM Initiative’s inputs,
activities, outputs, and expected outcomes (Figure 1).
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Table 3. Overview of the evaluation studies, aims, and methods.
Evaluation component

Study aim

Method type

Data collection frequency

Process study

Aim 1: Assess processes associated with implementing
evidence-informed interventions, including barriers and
facilitators to implementation.

Qualitative, quantitative

Baseline in year 1, twice in
year 2, twice in year 3

Outcome study

Aim 2: Assess whether evidence-informed interventions
impact clinical/behavioral health outcomes.

Quantitative

Baseline in year 1, twice in
year 2, twice in year 3

Cost analysis

Aim 3: Assess the costs of adapting and implementing the Qualitative, quantitative
interventions/MOCs by measuring labor and programmatic
costs and expenditures incurred by each site.

Once in year 1, once in year
2, once in year 3

Figure 1. Black MSM Initiative logic model. ART: antiretroviral treatment; BMSM: Black men who have sex with men; MOC: model of care; MSM:
men who have sex with men.
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Following development of the logic model, the ETAP, in
consultation with RWHAP SPNS Project Officers and
demonstration site project teams, identified specific process
study, outcome study, and cost analysis evaluation questions.
The process study questions explore what factors influence
adaptation and implementation of interventions; which
intervention components are delivered with fidelity; and how
clients are recruited to participate. Outcome study questions
include whether the Initiative contributed to changed awareness
of HIV care and behavioral health care/supportive services;
linkage to care, screening, referral to care, receipt of care,
retention, and engagement outcomes; and antiretroviral therapy
(ART) prescription and HIV viral load outcomes. The cost
analysis examines costs per client served and costs per key
programmatic outcome. After determining the evaluation
questions, the ETAP identified the appropriate evaluation
framework and design.
The MSE uses a CRE approach [16,17]. The ETAP proposed
CRE because it focuses on recognizing the centrality of culture,
and invites and legitimizes the diverse perspectives of
demonstration sites, stakeholders, and Black MSM with HIV.
CRE seeks to enhance the social, political, and economic
conditions of persons from traditionally underrepresented and
underserved communities by executing valid evaluations [18].
In practice, this means the ETAP designed study questions and
instruments to explore and account for the role of community
context, demographics, socioeconomics, sexuality, gender,
politics, and culture.
The ETAP uses a sequential, transformative strategy to collect
and analyze relevant process and outcome measures [19].
Transformative research [20,21] focuses on studying the lives
and experiences of diverse, often-marginalized groups; requires
collaborative inquiry so as not to marginalize clients; and
advances an agenda to improve clients’ lives [22]. This

Hodge et al
evaluation design allows, at minimum, two distinct, sequential
data collection phases (either qualitative or quantitative) and a
theoretical perspective to guide the evaluation (Figure 2) [19,23].
Qualitative MSE data collection instruments include a document
review extraction form to systematically extract relevant data
from site-developed documents; protocols for annual site visits;
and tailored, semistructured interview guides for annual key
informant interviews. Quantitative instruments include a patient
survey administered at baseline and 6 and 12 months
postbaseline; a Demonstration Site Assessment Tool to track
intervention service encounters; a Main Outcomes Instrument
to collect individual-level clinical outcomes data also at baseline
and 6 and 12 months postbaseline; and an Interview-Assisted
Cost Worksheet to collect site-level cost information.
To analyze qualitative data, the ETAP uses applied thematic
analysis to identify common themes, patterns, and
interrelationships in the data relevant to expected outcomes and
answer linked evaluation questions. To analyze quantitative
data, the ETAP aggregates data across all demonstration sites
to analyze and answer linked evaluation questions. Using
generalized linear mixed effects models, the ETAP compares
client outcomes between baseline and each of the follow-up
time points (6 and 12 months) and assesses clustering effects
within demonstration sites. The ETAP performs stratified
analysis to determine whether changes in outcomes vary by
subgroup. To complete the cost analysis, the ETAP uses
micro-costing methodology to collect data on labor, supplies,
facilities, and other cost inputs. The ETAP combines different
cost inputs to create estimates of the aggregated costs of each
intervention and total costs per client served, and will use
bootstrapping if needed to estimate uncertainty. As the final
step, the ETAP mixes the quantitative and qualitative data to
ensure the findings are complementary and answer overarching
MSE study questions.

Figure 2. Design of the multisite evaluation. QUAL: qualitative; QUANT: quantitative.

Ethics Approval
Ethical conduct of the study was overseen by the NORC
Institutional Review Board, which determined the study to not
be human subjects research because the ETAP did not receive
any identifying information about participants. Identifiers were
stored locally on secure servers; the ETAP audited data security
during site visits. Several demonstration sites also obtained
Certificates of Confidentiality to further protect participant
privacy. All study procedures were conducted in accordance
with the ethical standards set forth in the 1975 Declaration of
Helsinki.
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Dissemination Planning
The ETAP supports the dissemination of best practices and
lessons learned from the Initiative and promotes replication of
successful interventions. The ETAP facilitates timely
dissemination of results and encourages cross-site collaboration
through a Publications & Dissemination Committee, which
includes representatives from HRSA, NORC, and each
demonstration site. Complementary to dissemination, the ETAP
collaborates with the RWHAP National Coordinating Resource
Center, regional RWHAP AIDS Education and Training Centers,
and other organizations to promote replication across the
RWHAP community.
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The ETAP collaborates with the demonstration sites to develop
a range of forthcoming dissemination and replication products,
including implementation manuals, implementation toolkits,
monographs, and spotlights. These products will provide
background information, implementation guidance, and best
practices for organizations interested in replicating efforts of
the demonstration sites. Future publications will describe MSE
methods and results, as well as notable adaptations,
challenges/successes, and lessons learned, especially related to
integrating behavioral health care and supporting clients amid
COVID-19 and other 2020 social unrest. The demonstration
sites will share their experiences with implementing the adapted
MOCs and findings from local evaluations in future
dissemination products.

Impact of the COVID-19 Public Health Emergency
In the United States, the COVID-19 Public Health Emergency
(PHE) exacerbates persistent systemic inequities. According to
the Centers for Disease Control and Prevention, interrelated
social determinants of health like income, education, occupation,
and access to health care put racial and ethnic minorities at
increased risk of COVID-19–related morbidity and mortality
[24]. Early evidence shows disparities in COVID-19 cases and
deaths among people of color across the United States [25]; the
rate of COVID-19 cases among Black or African American
non-Hispanic persons is 2.6 times greater than the rate among
White non-Hispanic persons [26]. In addition, the Centers for
Disease Control and Prevention identifies immunocompromised
individuals, including people with HIV, as being at increased
risk for poor COVID-19 outcomes [27].
Following declaration of the COVID-19 PHE, stay-at-home
orders, and social distancing guidelines, most demonstration
sites closed their doors and ceased recruitment to mitigate viral
spread. They continued to engage with existing clients via
phone, text, or video meetings to the extent possible. In addition,
demonstration sites reported an increase in basic needs among
enrolled clients during the COVID-19 pandemic. Many clients
continue to experience significant hardship due to the
COVID-19 pandemic including job loss, housing instability,
mental health concerns, and distress due to being sick or having
friends and/or family members who are sick. By July 2020, all
demonstration sites resumed some intervention activities and
reopened for in-person or virtual engagement, depending on
state, local, and institutional guidelines. However, most client
interactions remain virtual, including evaluation data collection.
Virtual engagement has required many demonstration sites to
design new case management protocols and obtain Institutional
Review Board or institutional approvals for the use of tools like
Zoom videoconferencing software.

Results

Hodge et al
retain Black MSM in HIV care. In response to the needs
assessment, the ETAP offered TA and CBA on intervention
adaptation, implementation, and evaluation. These efforts
included developing guidance and definitions for the target
audience and sample size; providing recommendations for
recruiting eligible clients; developing and identifying measures
for local evaluations; and supporting online platforms for sites
with limited data collection infrastructure. Ongoing opportunities
for TA include supporting retention and project engagement,
boosting data and survey completion rates, and facilitating
development of dissemination products that are cohesive,
visually appealing, and accessible to a variety of audiences.
Sites continue to integrate behavioral health services through
group, peer, and one-on-one support; facilitate relationships
between behavioral health and clinical care teams; and reduce
identified barriers to care. Teams have also contended with
challenges related to the COVID-19 PHE as services moved
into virtual spaces and clients experienced significant hardships
related to job loss and housing instability. In particular, the
COVID-19 PHE has made it difficult for some clients to sustain
engagement in care when other survival needs took precedence.
In response, sites have seen an uptick in social services needs
and continue to work with community partners and clients to
ensure those needs are met.
As of December 31, 2020, demonstration sites enrolled 809
clients in the MSE. Data collection will continue through
December 2021.

Discussion
The study team began sharing early results from the MSE in
December 2019 and expects to submit final results for
publication in Spring 2022. In order to facilitate future
replication by RWHAP providers and other organizations, the
demonstration sites will create publicly available
Implementation Manuals and Toolkits. NORC will also
disseminate evaluation findings via future publications. As the
Black MSM Initiative continues, the ETAP will increasingly
support the sites with dissemination, replication, and
sustainability activities.
The Black MSM Initiative fully supports the US Department
of Health and Human Services’ Ending the HIV Epidemic in
the United States Initiative, which aims to reduce the number
of new HIV infections by at least 90% in the next 10 years. In
order to succeed, providers and programs will need to engage
populations traditionally considered “hard to reach,” like many
people receiving RWHAP services. Findings and lessons learned
from the Black MSM Initiative will expand the toolkit of
solutions to support and retain Black MSM in HIV care,
furthering the goals of the Ending the HIV Epidemic Initiative
and the RWHAP.

The Black MSM Initiative continues to collect and synthesize
robust evidence to examine proposed solutions to engage and

Acknowledgments
This publication was made possible by the US Department of Health and Human Services (HHS), HRSA under grant number
U90HA31812 in the amount of US $2,504,591 awarded to NORC at the University of Chicago. No percentage of this project
https://www.researchprotocols.org/2022/7/e36025

XSL• FO
RenderX

JMIR Res Protoc 2022 | vol. 11 | iss. 7 | e36025 | p. 8
(page number not for citation purposes)

JMIR RESEARCH PROTOCOLS

Hodge et al

was financed with nongovernmental sources. This information or content and conclusions are those of the authors and should
not be construed as the official position or policy of, nor should any endorsements be inferred by HRSA, HHS, or the US
Government.
The Black MSM Initiative Study Group members are as follows: Chandria D Jones, PhD, MPH, Sarah E Hodge, MPH, Ashani
Johnson-Turbes, PhD, David Rein, PhD, Savysachi Shah, MPH, Meredith Passero, Deja Robinson, Andrew B Chiao, MPH, Jared
Sawyer, MPH, NORC at the University of Chicago, Bethesda, MD; Tony Sillemon, PsyD, MSW, MBA, Sutter Bay Hospital –
Easy Bay Advanced Care, Oakland, CA; Kimberly A Kisler, PhD, MPH, Friends Research Institute Inc, California State University,
Los Angeles Department of Public Health, Los Angeles, CA; Adan Cajina, MSc, Thelma Iheanyichukwu, MS, John Hannay,
MPH, Chau Nguyen, MPH, Natalie Solomon-Brimage, MPH, Melinda Tinsley, MA, and Joanne Hsu, MPH, HRSA, Rockville,
MD; and representatives from Parkland Health and Hospital System, Dallas, TX; GMHC, New York, NY; Christian Community
Health Center, Chicago, IL; Washington University, Project ARK, St. Louis, MO; Duke University Center for Health Policy &
Inequalities Research, Durham, NC; and CrescentCare, New Orleans, LA.

Conflicts of Interest
None declared.

References
1.
2.
3.
4.

5.
6.

7.

8.

9.

10.

11.

12.

13.
14.
15.

16.

HIV and African American Gay and Bisexual Men. Centers for Disease Control and Prevention. 2021 Sep 23. URL: https:/
/www.cdc.gov/hiv/group/msm/bmsm.html [accessed 2021-12-28]
Lifetime risk of HIV diagnosis among MSM by race/ethnicity. Centers for Disease Control and Prevention. URL: https:/
/www.cdc.gov/nchhstp/newsroom/2016/croi-2016.html#Graphics2 [accessed 2021-12-28]
Hess KL, Hu X, Lansky A, Mermin J, Hall HI. Lifetime risk of a diagnosis of HIV infection in the United States. Ann
Epidemiol 2017 Apr;27(4):238-243 [FREE Full text] [doi: 10.1016/j.annepidem.2017.02.003] [Medline: 28325538]
Ryan White HIV/AIDS Program. Black/African American clients: HRSA's Ryan White HIV/AIDS Program, 2019. Health
Resources & Services Administration. 2021. URL: https://ryanwhite.hrsa.gov/sites/default/files/ryanwhite/resources/
population-factsheet-baa.pdf [accessed 2021-12-28]
Malebranche DJ, Peterson JL, Fullilove RE, Stackhouse RW. Race and sexual identity: perceptions about medical culture
and healthcare among Black men who have sex with men. J Natl Med Assoc 2004 Jan;96(1):97-107. [Medline: 14746359]
Yang C, Krishnan N, Painter JE, Latkin C. The Association Between Disclosure of Same Sex Behavior to Healthcare
Providers and PrEP Awareness Among BMSM in Baltimore. AIDS Behav 2019 Jul 21;23(7):1888-1892 [FREE Full text]
[doi: 10.1007/s10461-019-02401-2] [Medline: 30666521]
Jones KT, Wilton L, Millett G, Johnson WD. Formulating the Stress and Severity Model of Minority Social Stress for
Black Men Who Have Sex with Men. In: McCree DH, Jones KT, O'Leary A, editors. African Americans and HIV/AIDS.
New York, NY: Springer; 2010:223-238.
Rooks-Peck CR, Adegbite AH, Wichser ME, Ramshaw R, Mullins MM, Higa D, Prevention Research Synthesis Project.
Mental health and retention in HIV care: A systematic review and meta-analysis. Health Psychol 2018 Jun;37(6):574-585
[FREE Full text] [doi: 10.1037/hea0000606] [Medline: 29781655]
DeGroote NP, Korhonen LC, Shouse RL, Valleroy LA, Bradley H. Unmet Needs for Ancillary Services Among Men Who
Have Sex with Men and Who Are Receiving HIV Medical Care - United States, 2013-2014. MMWR Morb Mortal Wkly
Rep 2016 Sep 23;65(37):1004-1007 [FREE Full text] [doi: 10.15585/mmwr.mm6537a4] [Medline: 27657489]
Part F: Special Projects of National Significance (SPNS) Program. Health Resources & Services Administration. 2021 Oct.
URL: https://hab.hrsa.gov/about-ryan-white-hivaids-program/part-f-special-projects-national-significance-spns-program
[accessed 2021-12-28]
Wohl AR, Garland WH, Wu J, Au C, Boger A, Dierst-Davies R, et al. A youth-focused case management intervention to
engage and retain young gay men of color in HIV care. AIDS Care 2011 Aug 09;23(8):988-997. [doi:
10.1080/09540121.2010.542125] [Medline: 21390879]
Hightow-Weidman LB, Smith JC, Valera E, Matthews DD, Lyons P. Keeping them in "STYLE": finding, linking, and
retaining young HIV-positive Black and Latino men who have sex with men in care. AIDS Patient Care STDS 2011
Jan;25(1):37-45 [FREE Full text] [doi: 10.1089/apc.2010.0192] [Medline: 21162690]
Brothers United/The Damien Center. His Health. URL: https://www.hishealth.org/models-of-care/
brothers-united-damien-center [accessed 2021-12-28]
Project Silk. His Health. URL: https://www.hishealth.org/models-of-care/project-silk [accessed 2021-12-28]
National Framework for Quality Improvement in Behavioral Health Care. Substance Abuse and Mental Health Services
Administration. 2012. URL: https://www.nasmhpd.org/sites/default/files/
SAMHSA%20Quality%20Improvement%20Initiative.pdf [accessed 2021-12-28]
Hopson RK. Reclaiming Knowledge at the Margins: Culturally Responsive Evaluation in the Current Evaluation Moment.
In: Ryan KE, Cousins JB, editors. The SAGE International Handbook of Educational Evaluation. Newbury Park, CA: Sage
Publications; 2009:429-446.

https://www.researchprotocols.org/2022/7/e36025

XSL• FO
RenderX

JMIR Res Protoc 2022 | vol. 11 | iss. 7 | e36025 | p. 9
(page number not for citation purposes)

JMIR RESEARCH PROTOCOLS
17.
18.

19.
20.

21.
22.
23.
24.
25.
26.

27.

Hodge et al

Askew K, Beverly MG, Jay ML. Aligning collaborative and culturally responsive evaluation approaches. Eval Program
Plann 2012 Nov;35(4):552-557. [doi: 10.1016/j.evalprogplan.2011.12.011] [Medline: 22284941]
Nelson-Barber S, LaFrance J, Trumbull E, Aburto A. Promoting culturally reliable and valid evaluation practice. In: Hood
S, Hopson R, Frierson H, editors. The role of culture and cultural context: A mandate for inclusion, the discovery of truth,
and understanding in evaluative theory and practice. Charlotte, NC: Information Age Publishing; 2005.
Creswell J. Research Design: Qualitative, Quantitative and Mixed Methods Approaches (3rd ed). Newbury Park, CA: Sage
Publications; 2009.
Mertens D, Zimmerman HG. A transformative framework for culturally responsive evaluation. In: Hood S, Hopson R,
Frierson H, editors. Continuing the journey to reposition culture and cultural context in evaluation theory and practice.
Charlotte, NC: Information Age Publishing; 2014:275-287.
Hood S, Hopson RK, Kirkhart KE. Culturally Responsive Evaluation. In: Newcomer KE, Hatry HP, Wholey JS, editors.
Handbook of Practical Program Evaluation. Hoboken, NJ: John Wiley & Sons; 2015.
Mertens DM. Transformative Mixed Methods. American Behavioral Scientist 2012 Feb 02;56(6):802-813. [doi:
10.1177/0002764211433797]
Creswell JW, Clark VLP. Designing and Conducting Mixed Methods Research (2nd ed). Newbury Park, CA: Sage
Publications; 2011.
Health Equity Considerations and Racial and Ethnic Minority Groups. Centers for Disease Control and Prevention. 2020
Jul 24. URL: https://www.cdc.gov/coronavirus/2019-ncov/community/health-equity/race-ethnicity.html [accessed 2021-12-28]
Racial Data Dashboard. The COVID Tracking Project. 2021. URL: https://covidtracking.com/race/dashboard [accessed
2021-12-28]
COVID-19 cases, hospitalization, and death by race/ethnicity [Fact sheet]. Centers for Disease Control and Prevention.
2020 Aug 08. URL: https://www.cdc.gov/coronavirus/2019-ncov/covid-data/investigations-discovery/
hospitalization-death-by-race-ethnicity.html [accessed 2021-12-28]
People with Certain Medical Conditions. Centers for Disease Control and Prevention. 2020 Oct 16. URL: https://www.
cdc.gov/coronavirus/2019-ncov/need-extra-precautions/people-with-medical-conditions.html [accessed 2021-12-28]

Abbreviations
ART: antiretroviral treatment
CBA: capacity building assistance
CRE: culturally responsive evaluation
ETAP: Evaluation and Technical Assistance Provider
HAB: HIV/AIDS Bureau
HRSA: Health Resources & Services Administration
MOC: model of care
MSE: multisite evaluation
MSM: men who have sex with men
NORC: NORC at the University of Chicago
PHE: public health emergency
RWHAP: Ryan White HIV/AIDS Program
SPNS: Special Projects of National Significance
STYLE: Strength Through Youth Livin’ Empowered
TA: technical assistance

Edited by T Leung; submitted 28.12.21; peer-reviewed by S Pesälä, B Wang, P Nguyen; comments to author 21.03.22; revised version
received 21.04.22; accepted 17.05.22; published 25.07.22
Please cite as:
Hodge SE, Johnson-Turbes A, Flemming SSC, Passero M, Tinsley M, Iheanyichukwu T, The Black MSM Initiative Study Group
Implementation of Evidence-Informed Behavioral Health Models to Improve HIV Health Outcomes for Black Men Who Have Sex
With Men (Black MSM Initiative): Protocol for Program Evaluation
JMIR Res Protoc 2022;11(7):e36025
URL: https://www.researchprotocols.org/2022/7/e36025
doi: 10.2196/36025
PMID:

https://www.researchprotocols.org/2022/7/e36025

XSL• FO
RenderX

JMIR Res Protoc 2022 | vol. 11 | iss. 7 | e36025 | p. 10
(page number not for citation purposes)

JMIR RESEARCH PROTOCOLS

Hodge et al

©Sarah E Hodge, Ashani Johnson-Turbes, Shauna St. Clair Flemming, Meredith Passero, Melinda Tinsley, Thelma Iheanyichukwu,
The Black MSM Initiative Study Group. Originally published in JMIR Research Protocols (https://www.researchprotocols.org),
25.07.2022. This is an open-access article distributed under the terms of the Creative Commons Attribution License
(https://creativecommons.org/licenses/by/4.0/), which permits unrestricted use, distribution, and reproduction in any medium,
provided the original work, first published in JMIR Research Protocols, is properly cited. The complete bibliographic information,
a link to the original publication on https://www.researchprotocols.org, as well as this copyright and license information must be
included.

https://www.researchprotocols.org/2022/7/e36025

XSL• FO
RenderX

JMIR Res Protoc 2022 | vol. 11 | iss. 7 | e36025 | p. 11
(page number not for citation purposes)

