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Abstract

Background: Latino men who have sex with men (LMSM) experience HIV and behavioral health disparities. Yet, evi-
dence-based interventions, such as pre-exposure prophylaxis (PrEP) and behavioral health treatments, have not been
equitably scaled up to meet LMSM needs. To address quality of life and the public health importance of HIV prevention,
implementation strategies to equitably scale-up these interventions to LMSM need to be developed. This study identifies
themes for developing culturally grounded implementation strategies to increase the uptake of evidence-based HIV-pre-
vention and behavioral health treatments among LMSM. Methods: Participants included 13 LMSM and 12 stakeholders in
Miami, an HIV epicenter. Feedback regarding the content, design, and format of an implementation strategy to scale-up
HIV-prevention and behavioral health services to LMSM were collected via focus groups (N = 3) and individual interviews
(N = 3). Themes were inductively identified across the Health Equity Implementation Framework (HEIF) domains.
Results: Analyses revealed five higher order themes regarding the design, content, and format of the implementation
strategy: cultural context, relationships and networks, navigation of health information and systems, resources and models
of service delivery, and motivation to engage. Themes were applicable across HEIF domains, meaning that the same theme
could have implications for both the development and implementation of the implementation strategy. Conclusions:
Findings highlight the importance of addressing culturally specific factors, leveraging relational networks, facilitating navi-
gation of health systems, tailoring to available resources, and building consumer and implementer motivation in order to
refine an implementation strategy for reducing mental health burden and achieving HIV health equity among LMSM.

Plain Language Summary: Latino men who have sex with men (LMSM) are diagnosed with HIV and experience mental
health and substance use problems more than their non-Latino/non-MSM peers. This means there is a disparity: one
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group is burdened by a disease more than another group. There are interventions, like pre-exposure prophylaxis and
mental health/substance use treatment that can address this disparity. But, LMSM do not have enough access to these.
This means there is a healthcare disparity: one group does not have as much access to healthcare as another group.
The purpose of this study was to create a program to help LMSM get these services and consider how to implement
it. LMSM and potential implementers talked about factors to consider in developing this program and implementation.
They said the program and implementation need to (1) consider the cultural context in which LMSM are embedded,
(2) leverage LMSM and implementers’ networks, (3) increase LMSM and implementers’ ability to navigate complex health
systems, (4) be tailored to the resources available to consumers and implementers, and (5) build consumer and imple-
menter motivation. These factors are important to address when developing and implementing programs to help LMSM

get HIV-prevention and behavioral health treatments.
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scale-out

Latino men who have sex with men (LMSM)' face sub-
stantial HIV disparities. For example, LMSM experienced
22% of all new HIV diagnoses in 2019 (Centers for
Disease Control and Prevention, 2020). Yet, evidence-
based interventions, such as pre-exposure prophylaxis
(PrEP), have not been sufficiently scaled up and out to
LMSM (Blashill et al., 2020; Harkness et al., 2021b;
Kimball et al., 2020). PrEP use in the past year was
reported by only 28% of US-born LMSM (Trujillo,
2019). This gap in the successful implementation and dis-
semination of PrEP perpetuates HIV disparities (Pinto
et al., 2018) and inhibits progress toward the Ending the
HIV Epidemic (EHE) plan (Fauci et al., 2019).

LMSM are also impacted by behavioral health (i.e.,
mental health and substance use) disparities, which
worsen HIV disparities. The synergistic nature of HIV
and behavioral health disparities is a ‘“syndemic,”
whereby both epidemics, situated in social inequities, syn-
ergistically worsen one another (Singer et al., 2006, 2017).
In addition to behavioral health disparities, one type of syn-
demic driver, LMSM simultaneously navigate the impacts
of racism and homophobia, which add to and amplify the
multiplicative effects of HIV and behavioral health dispar-
ities (Mizuno et al., 2012). The additive impact of syn-
demic drivers, including but not limited to behavioral
health problems, is associated with sexual behavior that
can lead to HIV acquisition (Martinez et al., 2016;
Mizuno et al., 2012). Yet, as with PrEP, evidence-based
behavioral health treatments are insufficiently scaled up
and out to LMSM. Among LMSM diagnosed with a
mental health disorder, less than half received treatment
(Burns et al., 2015), underscoring the need to link
LMSM to treatment.

Prior research has identified barriers to LMSM’s PrEP,
HIV testing, and behavioral health treatment uptake.
Psychosocial (e.g., depression, substance use, childhood
sexual abuse, intimate partner violence) and structural

(e.g., incarceration, unstable housing, poverty) syndemic
drivers are associated with lower PrEP use among
LMSM (Blashill et al., 2020). PrEP, HIV, and mental
health stigma are pervasive barriers that impede PrEP
use, HIV testing, and behavioral health treatment among
LMSM (Hatzenbuehler, 2009; Lelutiu-Weinberger &
Golub, 2016; Solorio et al., 2013). Low perceived need
or relevance of services can also impede PrEP, HIV
testing, and behavioral health treatment among LMSM
(Breslau et al., 2017; Cook et al., 2014; Harkness et al.,
2021a).

Additionally, our formative research (the DIMELO
study) with LMSM and stakeholders (individuals who
delivered HIV-prevention and behavioral health treatments
to LMSM in South Florida) identified barriers and facilita-
tors that need to be addressed to increase the reach of these
services to LMSM. The qualitative aim of DIMELO
included LMSM (~50% born outside the United States)
and stakeholders and identified implementation determi-
nants (Harkness et al., 2021a) using the Consolidated
Framework for Implementation Research (Damschroder
et al.,, 2009). Key determinants of HIV-prevention and
behavioral health treatment use among LMSM included
complexity of service access, perceived benefits of ser-
vices, policies influencing service availability, patient
needs and resources that could affect service use (e.g.,
transportation, education, immigration status, mental
health/substance use), peer influence (e.g., peer stigma
vs. normalization), LMSM and provider knowledge, pro-
vider/organizational relationships (e.g., stigma vs. affirm-
ation, trust, personalism), and the availability of services.
The quantitative aim of DIMELO surveyed 290 LMSM
in South Florida (~50% born outside the United States)
and identified additional determinants of LMSM’s
demand for PrEP and behavioral health treatments
(Harkness et al., Manuscript Under Review). For PrEP,
key facilitators included knowledge, self-efficacy,
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community norms, and navigation support, whereas low
perceived need was a barrier. For behavioral health treat-
ment, key facilitators included a medical provider or per-
sonal contact recommending treatment, perceived need,
and community norms, knowledge, and attributing
mental health concerns to one’s environment or culture.
In contrast, those who relied on family/friend support
were less likely to engage in behavioral health treatment.
To address the ongoing, synergistic HIV and behavioral
health disparities affecting LMSM, multilevel implementation
strategies are needed that will: (1) increase LMSM demand for
PrEP and behavioral health treatments and (2) equip imple-
menters to deliver consumer-facing implementation strategies
to increase LMSM demand for PrEP and behavioral health
treatments. Here, we define implementation strategies as
“methods or techniques used to enhance the adoption, imple-
mentation, and sustainability of a clinical program or prac-
tice,” (Proctor et al., 2013, p. 2) with PrEP and behavioral
health treatments being the clinical interventions. The
current study’s goal is to engage in formative research to
refine the consumer-facing and implementer-facing compo-
nents of one potential implementation strategy to improve
the reach of HIV-prevention and behavioral health treatments
to LMSM, which we call “Dime Mas” (“Tell me More”).
Further, we seek to develop the implementation strategy
with substantive community input, with community defined
as both potential consumers of Dime Mas, HIV-prevention
services, and behavioral health treatments, as well as potential
implementers of Dime Mas. This is consistent with Pinto and
colleagues’ (2021) guidance, who articulate the need for com-
munity engagement to be integrated more fully into existing
dissemination and implementation models and efforts.
Based on our findings from the DIMELO study
(Harkness et al., Manuscript Under Review, 2021), we devel-
oped an initial framework for this implementation strategy,
including a consumer-facing and provider-facing component
(see Figure 1). We entitled the consumer-facing component,
which aims to increase consumer demand, Dime Més. As
shown in Figure 1, based on our findings from DIMELO,
we developed a preliminary version of Dime Mas. The pre-
liminary version is one session (approximately 60 min with
three brief monthly boosters to balance ongoing engagement
with feasibility) in which an LMSM outreach worker would
utilize motivational interviewing, problem-solving, health-
care needs assessment and tailored referrals, and peer ambas-
sador stories to increase LMSM consumers’ PrEP, HIV
testing, and behavioral health treatment uptake. The imple-
mentation strategy was anticipated to take place in commu-
nity health clinics (i.e., locations where outreach workers
are already employed). Of note, although Dime Mais
unifies evidence-based behavior change techniques such as
motivational interviewing (Naar-King et al., 2012; Outlaw
et al., 2010), problem-solving (Gardner et al., 2014), peer
education and linkage (Shangani et al., 2017), and self-
affirmation (Walton & Cohen, 2011), Dime Mas has not
yet been tested on its own. The preliminary components of

Dime Mas were developed based on findings from the
DIMELO study; the current study seeks to refine Dime
Mais using LMSM and stakeholder feedback to enhance its
impact and feasibility, while also identifying themes that
could apply to other implementation strategies to achieve
similar goals.

With the development of the preliminary version of
Dime Mis, there was a simultaneous need to develop an
implementer-level component of the implementation strat-
egy to facilitate delivering Dime Mas. A key issue when
researchers develop health promotion programs to increase
consumers’ uptake of a clinical intervention is that imple-
mentation is not considered in the planning phase (Wisdom
et al., 2014). This is evidenced by the traditional transla-
tional pathway, in which programs are developed, tested
in controlled efficacy trials, followed by effectiveness
trials, and finally, implementation trials (Brown et al.,
2017). There is often a “voltage drop” with each step of
the translational pathway (Chambers et al., 2013). As
such, our goal in developing Dime Ma4s is to consider
implementation from the outset by centering the voices
of potential implementers and LMSM consumers.
Therefore, the current study also examined stakeholders’
(defined in this study as individuals who work with
LMSM in HIV-prevention or behavioral health services
in the Miami area) perspectives regarding potential imple-
mentation barriers and facilitators for Dime Mds in their
setting and sought feedback on strategies to implement
Dime Mi4s in their settings. As such, the findings suggest
strategies needed to implement Dime Mas and programs
like it in community settings.

Methods

Participants and procedures

Participants included 13 LMSM and 12 stakeholders
across three focus groups and three individual interviews.
Focus groups (N = 3) were held in English and Spanish
for LMSM (n = 2) and in English for stakeholders (n =
1). Three stakeholders who were not available to partici-
pate in the focus group were interviewed individually.
LMSM were recruited via social media advertisements, a
consent-to-contact database, and word of mouth.
Stakeholders were recruited through our community
partner network.

Eligible LMSM (a) identified as Latino/Hispanic, (b)
identified themselves as a man who has sex with men
(including gay, bisexual, and other MSM), (c) were
between 18 and 39 years, (d) spoke English/Spanish, (e)
self-reported HIV-negative or unknown HIV status, and
(f) resided in the Miami area. Eligible stakeholders (a)
were 18 to 65 years old and (b) worked with LMSM in
HIV-prevention or behavioral health in the Miami area.
Inability to provide consent, risk of harm from the study,
or having a medical or psychiatric condition that would
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Figure |. Implementation research logic model.
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interfere with participation (determined as needed by PI, a
licensed psychologist) were exclusion criteria.

Recruitment took place from December 2020 to April
2021. Prospective participants completed a phone screen
and were scheduled if eligible. Some who consented to par-
ticipate did not end up participating (N = 11). Following our
IRB-approved protocol, participants reviewed consent infor-
mation (e.g., study procedures, risks/benefits, voluntariness)
within REDCap and checked “Yes, I consent to participate,”
before completing study procedures via REDCap (demo-
graphic survey) and videoconferencing (interviews).
Following participation, focus group participants received
$50 and individual interviewees received $25.

Data collection

Demographic surveys

Demographic surveys assessed race, ethnicity, gender
identity, sexual orientation, and other key demographics.
LMSM were asked about employment status, nativity,
and citizenship. Stakeholders provided information about
their organizational role.

Focus groups and interviews

Semi-structured focus group interview guides (see
Supplemental File) were developed to assess the extent
to which the initial version of Dime Mas was acceptable,
appropriate, and feasible to LMSM and stakeholders, and
refinements to align Dime Madas with the needs and

priorities of LMSM and stakeholders. We adapted the
focus group guide for individual interviews with stake-
holders to ensure representation of stakeholders (e.g.,
across levels of organization and different organizations).
Although the interview guides were not pilot tested, revi-
sions were made based on feedback from research team
members before administration. The first author wrote
the first draft of the interview guide, which was iteratively
revised across a series of consultations with coauthors with
expertise in implementation science, health disparities, and
HIV prevention. Feedback resulted in changes such as
adding questions to probe the acceptability and appropri-
ateness of specific innovative components of Dime Més
(e.g., the peer ambassadors, the need for implementers to
be LMSM) and streamlining the interview guide to
reduce participant burden while still obtaining key
information.

Interviewers first explained the purpose of the inter-
view, which was to develop a program to increase PrEP,
HIV testing, and behavioral health treatment uptake
among LMSM in South Florida, and ensure this program
addresses the needs and priorities of potential consumers
and implementers. We presented the initial version of
Dime Mi4s, including its content, format, and design, and
the basic framework of the training for Dime M4s imple-
menters. Participants were asked about the acceptability,
appropriateness, and feasibility of Dime Mais.
Stakeholders were probed about implementing Dime
Mais, including implementation barriers and facilitators
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within their settings. Focus groups and interviews were
conducted via videoconferencing and lasted approximately
90 min and 30-60 min, respectively. Although transcripts
were not shared with participants, LMSM and stakeholders
were given the option to provide additional comments after
the interview via a web-link or email (none elected to do
$0). Only participants and interviewers were present for
data collection.

Research team

Five research team members conducted the focus
groups and individual interviews. Interviewers varied
by gender/sexual orientation (cisgender heterosexual
women and cisgender sexual minority men), race/ethni-
city (Latina/o, White), and academic training/discipline
(psychologist/faculty in public health, doctoral students
in public health and psychology, and research assistants
in psychology). We strived to “match” interviewers
with participants. For example, LMSM focus groups
were conducted by interviewers with shared identity
concerning sexual orientation, gender, and/or ethnicity.
Bilingual/bicultural interviewers carried out the
Spanish-language focus group. Stakeholder interviews
were conducted by team members who delivered
HIV-prevention and behavioral health treatments.
Although the degree to which qualitative interviewers
reflect “insider” versus “outsider” status has been
debated in the literature in terms of benefits and
drawbacks (Hoong Sin, 2007; Wray & Bartholomew,
2010), we had a team of researchers with shared
experiences and therefore elected to leverage the
potential benefits of this in terms of building trust
and engagement while also utilizing reflexive enga-
gement to address the reality that all interviewers
still brought their lived experiences which may have
shaped their probing and interpretation of participant
responses.

The first author developed the team based on their aca-
demic backgrounds and commitments to health equity
among sexual minority and Latino/a/x”> communities.
Most team members conducted prior research and/or had
preexisting relationships with local stakeholders, facilitat-
ing recruitment, and rapport. Some participants previously
participated in the DIMELO study (Harkness et al.,
Manuscript Under Review, 2021) and were aware of the
team’s goals and research. Although all team members
had prior experience conducting qualitative research on
HIV and behavioral health among LMSM, the first
author provided initial training on the interview guide
and analytic approach. Analyses were carried out by the
first author and two doctoral students (second and third
authors) and verified by all team members. Team meetings
provided opportunities to practice reflexivity (Morrow,
2005) surrounding the extent to which our identities and
experiences influenced our interviewing and data analysis
approach.

Qualitative analysis

All interviews were audio-recorded, transcribed, and ana-
lyzed. Two qualitative analytic approaches were used:
the framework and the general inductive approaches. The
framework approach, recommended for qualitative imple-
mentation research (National Cancer Institute, 2018),
involves applying an existing framework to analyze quali-
tative data. In our case, the Health Equity Implementation
Framework (HEIF; Woodward et al., 2019, 2021) served
as the framework. This framework articulates domains
that impact the implementation of an innovation, including
(a) the innovation itself, (b) the consumers of the innov-
ation, (c) the implementers of the innovation, (d) the clin-
ical interaction between implementers and consumers, (e)
the inner context in which the innovation is delivered,
and (f) the outer context in which consumers, implemen-
ters, and inner contexts are situated.

We combined the framework approach with the general
inductive approach (Thomas, 2006). Using this approach
allowed us to identify emergent themes from the qualita-
tive data that were mapped onto the HEIF domains. Two
analysts repeatedly reviewed the transcripts and independ-
ently identified lists of codes and their corresponding HEIF
domains. The lead author then reviewed transcripts and
analyst notes to develop the codebook. The codebook
formed a matrix, with codes (later consolidated into
higher order themes) identified on the vertical axis and
the HEIF domains on the horizontal axis. Each code
could intersect with any HEIF domains (Table 1). The ana-
lysts then independently applied the codebook to the tran-
scripts. The lead author reviewed for consensus and
documented in NVivo 12. Where there was disagreement
between analysts, the team discussed to consensus and
added/revised codes. Throughout the data collection
process, we were coding the data and tracking thematic sat-
uration. Evidencing saturation, no new codes were added
for the final three transcripts (Guest et al., 2016). In other
words, as we were collecting and coding data from the
first three transcripts, new codes emerged, whereas we
stopped identifying new codes in the final three, which
informed us that we had reached saturation and could dis-
continue enrolling new participants. Upon coding comple-
tion, the team identified five major content themes within
which the codes were consolidated. Of note, we utilized
several recommended methods for enhancing the trust-
worthiness of our qualitative findings, including using
multiple coders for all transcripts, including a multidiscip-
linary team with a range of lived experiences/identities,
implementing a reflexive consensus-building process
with a third analyst at each coding meeting, using coding
disagreements and unique perspectives to enrich the ana-
lysis, and transparently reporting our analytic approach
(Armstrong et al., 1997; Hemmler et al., 2020; Mays &
Pope, 2000; Morrow, 2005; Saldana, 2015; Sweeney
et al., 2013).
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Results

Participant demographics

LMSM ranged in age from 22 to 37. Most identified as gay
(92%) and White Latino (92.3%). The majority were born
outside the United States (i.e., Chile, Colombia,
Dominican Republic, Mexico, Nicaragua, Venezuela),
and about half were US citizens.

Stakeholders ranged in age from 18 to 62, and most
identified as Latino/a. Stakeholders included outreach
workers, PrEP navigators, HIV test counselors, administra-
tive assistants, managers, directors, and supervisors.
Complete demographics are in Table 2.

Qualitative findings

Here, we present our findings organized by higher order
themes in which the relevant codes (in italics) and HEIF
domains are described. Table 1 summarizes the codebook,
and Table 3 provides quotations (numbered quotations can
be matched to Table 3).

Cultural context

Due to the HIV, mental health, and sexual orientation/
behavior stigma that LMSM experience within their com-
munities, they suggested that Dime M4s have a component
to reduce HIV and mental health stigma (Q1). They
described the importance of the clinical encounter, in
which Dime Maés is delivered, to be nonstigmatizing
(e.g., Dime M4ds implementer using nonstigmatizing lan-
guage to talk about mental health). Given that LMSM’s
intersecting identities could influence the use of services,
participants felt Dime M4as needed to be affirming and cul-
turally competent/relevant, accomplished by culturally tai-
loring to LMSM (Q2). Participants viewed the name
“Dime M4s” favorably, based on their impression that it
was relatable and affirming for LMSM across identities.
They also described the need for Dime Mas implementers,
implementing organizations, and outreach efforts to be
affirming and culturally competent (Q3).

Language and immigration were additional cultural
context factors that were important to consider in develop-
ing and implementing Dime Mas. Participants underscored
the need for Dime Mads to be available in multiple lan-
guages (i.e., English and Spanish, but Portuguese and
Haitian Creole could further extend reach), Dime Mis
implementers being bilingual, and having PrEP, HIV
testing, and  behavioral  health  referrals to
Spanish-speaking providers (Q4, QS5). Due to LMSM’s
immigration fears and lack of legal protections (Q6), parti-
cipants explained the importance of Dime M4s being tai-
lored to address these immigration concerns by referring
to providers who specifically serve immigrant communi-
ties, ensuring LMSM know they can legally access these

services regardless of their immigration status, and
making clear that Dime Ma4s is inclusive of immigrants.

Because of the context in which LMSM seek services—
including stigma and immigration fears—participants dis-
cussed the importance of privacy and confidentiality
when participating in Dime Mads and accessing services.
They described the importance of Dime M4s being pre-
sented to LMSM as confidential and referring to organiza-
tions that prioritize confidentiality (Q7). They also
described the importance of organizations that implement
Dime Maés and other healthcare services establishing con-
fidentiality rules, as some participants described experi-
ences when their information was shared unnecessarily
between staff, resulting in mistrust.

Relationships and networks

Participants explained that relationships and client-
centeredness and leveraging relationships within the
Latino MSM community were key to developing and
implementing Dime Maés. They explained that Dime Mads
needs to be client-centered and flexibly delivered, such
that implementers honor LMSM’s own goals and focus
on building and maintaining rapport (Q8). Relationships
within the LMSM community and peer influence could
also facilitate the development and implementation of
Dime Mas. Participants explained that word of mouth is
a powerful influencer on the uptake of services among
LMSM and that LMSM turn to their peers to make deci-
sions about healthcare services to use or avoid. Given
this, participants were enthusiastic about having “peer
ambassadors” within Dime Mas who could influence
LMSM’s PrEP, HIV testing, and behavioral health treat-
ment uptake (Q9). They underscored the importance of
peer ambassadors being relatable and reflecting the diver-
sity of LMSM (e.g., language, race, employment status,
sexual orientation, gender expression, nativity, citizen-
ship). Although participants generally agreed peer ambas-
sadors would be important as a component of Dime Mas,
they were mixed on whether Dime Mas implementers
needed to identify as LMSM and also in some cases
expressed concerns about the feasibility of always having
an LMSM implementer. There was, however, consensus
that if an implementer was not LMSM, they needed to be
trained to communicate affirmation and respect (Q10).

Two additional considerations related to networks and
communications arose related to the continued develop-
ment and implementation of Dime Mas. First, participants
indicated Dime Mas would be well received due to its
affiliation with an academic institution and because it
was developed in partnership with community organiza-
tions. Second, participants (mostly stakeholders) described
the need to bridge networks between HIV and behavioral
health organizations in Miami to implement Dime Mais.
Stakeholders explained that their organization might not
have the resources to meet every LMSM’s needs, therefore
if they implemented Dime Ma4s, they wanted to be
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Table 2. Participant characteristics.

Table 2. (Continued)

Latino MSM  Stakeholders Latino MSM  Stakeholders
Demographic characteristic (N=13) (N=12) Demographic characteristic (N=13) (N =12)
Race® Awaiting residency 2 (15.4%)
White 12 (92.3%) 10 (83.3%) Student visa | (7.7%)
Asian 0 (0%) | (8.3%) Expired visa 1 (7.7%)
Black/African American 0 (0%) 2 (16.7%) Temporary protected | (7.7%)
Native American 0 (0%) I (8.3%) immigrant (DACA/dreamer)
Decline to answer 1 (7.7%) 0 (0%) Role within organization®
Ethnicity Outreach worker 2 (16.7%)
Hispanic or Latino/a/x 13 (100.0%) 9 (75.0%) PrEP Navigator 5 (41.7%)
Haitian/Creole or 0 (0%) | (8.3%) HIV test counselor 6 (50.0%)
Afro-Caribbean Administrative Assistant I (8.3%)
Black Manager I (8.3%)
Not Hispanic/Latino or Haitian/ 0 (0%) 2 (16.7%) Director 2 (16.7%)
Creole or Afro-Caribbean Supervisor 3 (25.0%)
Black Another role | (8.3%)
Gender identity Years in role
Male 13 (100.0%) 11 (91.7%) Mean (SD) 7.58 (6.87)
Female 0 (0%) | (8.3%)
Sexual orientation *Note that total may add up to more than 100% because participants could
Gay 12 (92.3%) 6 (50.0%) check all that apply.
Bisexual 1 (7.7%) 0 (0%)
Heterosexual 0 (0%) 4 (25.0%) networked with other HIV and behavioral health organiza-
Queer 0 (0%) 2 (16.7%) tions to deliver HIV and behavioral health treatments to
Not listed 0 (0%) | (8.3%) LMSM (Q11).
Education level
Some college 5 (38.5%) 5 (41.7%)
College/university 8 (61.5%) 6 (50.0%) Navigation of health information and systems
High school diploma 0 (0%) I (8.3%) Due to a lack of access to knowledge and information,
Languages comfortable speaking® participants felt that HIV-prevention and behavioral
English 8 (61.5%) 12 (100.0%) health services could be burdensome and complex for
Spanish I (84.6%) 6 (50.0%) both LMSM and stakeholders to navigate. Given the lack
Employment status of access to knowledge and information about PrEP, HIV
Full time (More than 30 h) 12 (92.3%) . . .
Looking for work | (7.7%) tes’tlng, and behav10.ra1 health treatments, they felt .Dlme
Income (past month) Mis needed to provide clear and accgrgte 1nf0@at10n to
Less than $200 | (7.7%) fill knowledge gaps, address misinformation, and
$200-$499 1(7.7%) enhance LMSM’s ability to navigate the healthcare
$500-$999 | (7.7%) system (Q12). To enhance Dime Md4s implementers’
$1000-$1999 2 (15.4%) knowledge and ability to navigate LMSM through the
$2000 or more 8 (61.5%) healthcare systems via Dime Mas, they needed workflows,
Insurance status materials for outreach and delivering Dime Mads, inter-
ACA 2 (15:4%) active and engaging training, supervision, and ongoing
Medicaid only l (7'7%0) support from the study team (Q13).

PVT/HMO from worldspouse 5 (38.5%) Given the burdensomeness and complexity of the health-
Uninsured 4 (30.8%) .. . . J
Nativity care sy.stem, participants described the need for Dime Mas
Us 2 (15.4%) to be simple and easy to access for LMSM (e.g., accessible
Chile | (7.7%) in multiple ways, not overly time-consuming), and for Dime
Colombia 4 (30.8%) Mis to simplify the process of obtaining PrEP, HIV testing,
Dominican Republic | (7.7%) and behavioral health treatments. For example, they felt that
Mexico | (7.7%) after the initial Dime Mads session, implementers should
Nicaragua 2 (15.4%) follow up with LMSM to address barriers they encountered
Venezuela 2 (15.4%) to getting services and reduce the complexity of navigating

US citizenship status these challenges, with some likening this to case management
US citizen 6 (46'2?’) (Q14). Burdensomeness and complexity were also a consider-
Permanent resident 2 (15.4%) ation for implementers and within organizations. Stakeholders
(Continued) made suggestions for reducing the complexity and burden of
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implementing Dime Mas, including creating flexible proto-
cols, ensuring Dime Mads integrates with the existing infra-
structure of the organization, and receiving support from the
Dime Mas developers when implementing (Q15, Q16).

Resources and models of service delivery

The resources available to LMSM, implementers, and
organizations within the local community were a concern
for the development and implementation of Dime Mas.
Given the lack of available resources some LMSM may
have (e.g., phone, time, transportation, financial), partici-
pants underscored the need for Dime M4s implementers
to be able to refer LMSM to free services and other
support services that can facilitate access (e.g., free trans-
portation to their clinics; QI17). Organizations also
needed the financial resources and support to implement
Dime Mas, with participants commenting on the variability
in resources within different organizations and the influ-
ence of external funding (e.g., CDC funding priorities)
on resources. One resource that participants felt particu-
larly strongly about was ftechnology and telehealth,
which they felt were more available in the context of
COVID-19 and could facilitate the implementation of
Dime Mis (Q18).

Motivation to engage

Motivation and self-efficacy were additional considera-
tions in developing and implementing Dime Mais.
Participants recommended Dime Mas include activities,
such as goal setting, to increase LMSM’s motivation to
obtain PrEP, HIV testing, and behavioral health treatments.
Participants also described the importance of attending to
Dime Ma4s implementers’ motivation (Q19) and building
implementation motivation among leadership (e.g., ensur-
ing managers and supervisors are motivated to implement
Dime Mas and invest in staff training). One way of build-
ing motivation was to provide rewards and reinforcement
for participating in and implementing Dime Maés. For
example, participants suggested providing training certifi-
cates for implementers and organizations (Q20). Another
strategy for building motivation and self-efficacy would
be to leverage trialability, including offering implementers
firsthand experience with Dime Més as part of their train-
ing and piloting Dime Mas before proceeding to full-scale
implementation (Q21). The degree to which Dime Mais
would add value for consumers, organizations, and the
overall community could also influence implementation
motivation, with many noting that it would add value by
enhancing the reach of needed services to LMSM (Q22).

Discussion

Our findings inform refinements to one multilevel imple-
mentation strategy to scale up and out HIV-prevention
and behavioral health treatments to LMSM, while also
highlighting themes potentially relevant to developing

other implementation strategies for the same purpose and
demonstrating a community-engaged approach to doing
so. The applicability of our findings beyond refining
Dime Mas is underscored by the fact that the EHE plan
calls for implementation research to enhance the reach of
evidence-based tools such as PrEP and HIV treatment to
populations most impacted by the HIV epidemic (Fauci
et al., 2019). As such, our findings and overall approach
could be utilized to inform implementation research
efforts aligned with the EHE plan. Finally, this project
illustrates one approach to designing for implementation;
Dime Mas is being developed to meet both consumer
and implementer/organizational needs, which may
prevent a ‘“voltage drop” (Chambers et al., 2013) as
Dime Maés proceeds through the translational pathway.

Pinto and colleagues (2021) describe the need for dissem-
ination and implementation research models to include con-
structs of community engagement, and the relative gap
between the community engagement and the dissemin-
ation/implementation literatures. Although our findings
inform refinements to the implementation strategy that we
are currently developing and other potential implementation
strategies to achieve similar goals, another contribution of
this work is that it demonstrates a community-engaged
approach to developing an implementation strategy.
Specifically, we included both consumer and implementer
perspectives to shape the development and implementation
plan for Dime Mas, reflecting the strategy of “communica-
tion” identified by Pinto and colleagues. We will further
expand on this community engagement as we refine Dime
Mais, seeking ongoing feedback from our Community
Advisory Board of LMSM and implementing partners,
reflecting Pinto and colleagues’ strategies of partnership
exchange, leadership, and collaboration.

Our findings support many elements of the initial
version of Dime Mads (Figure 1), while also informing
refinements. For example, we originally planned to
include a peer ambassador component of Dime Mais
based on our DIMELO findings and others’ research sug-
gesting the importance of peer influence among racially/
ethnically diverse MSM (Mutchler et al., 2015;
O’Donnell et al., 2002; Quinn & Voisin, 2020). The
current study suggests the need to expand and formalize
the peer ambassador component to a greater extent than
planned, which may also help address the stigma fre-
quently discussed in the current study.

Similarly, we planned to provide Dime Mas implementers
with a referral list to enable tailored referrals based on
LMSM'’s needs (e.g., clinics that would not identify them
as MSM, could deliver PrEP remotely, had bilingual provi-
ders, offer free transportation). We learned through the
current study that this component also needs to be more
robust and tailored to the local LMSM community. We are
now in the process of developing a navigation tool, tailored
to the needs of LMSM and stakeholders, to ensure they can
identify local resources aligned with their needs. Based on
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our findings, we anticipate including within this tool a
“review” feature that allows LMSM to comment on the
degree to which organizations met their needs (e.g., were
affirming, culturally competent, helpful). This tool can be
used independently or within Dime Més and similar imple-
mentation strategies.

Additional refinements to Dime M4s are informed by
the convergence of the “available resources” and “cultural
context” themes we identified. For example, given that
some LMSM had privacy concerns linked to stigma (also
observed by Harkness et al., 2021b), as well as a potential
lack of resources to access in-person services, combined
with the increased availability and infrastructure for tele-
health, we plan to offer Dime M4s as both an in-person
and remote service, depending on participant preference.
This is consistent with other research suggesting remote
service delivery can enhance reach for behavioral and
sexual health services among certain sexual minority
men (Rogers et al., 2020; John et al., 2017), whereas
others may prefer in-person (Turner et al. 2019).
Although these findings are specifically relevant to Dime
Mas, they can inform the development of other implemen-
tation strategies with similar goals.

The findings also informed key decisions for imple-
menters. Although we originally planned only to have
LMSM implementers, our findings suggest this may not
always be feasible. This echoes findings of minor
improvements in care outcomes or overall perception of
care for patients who were administered care from provi-
ders of the same race, ethnicity, or sexual orientation (see
Cabral & Smith, 2011; Maramba & Nagayama Hall,
2002; O’Shaughnessy & Speir, 2018; Shin et al,
2005). Our findings suggested it would be ideal for
LMSM to be implementers; however, non-LMSM
could implement Dime Mias if they were
LGBTQ-affirming and skilled in working with Latino
clients. At least some implementers in each organization
implementing Dime Mads need to be Spanish-speaking to
ensure reach to monolingual Spanish-speaking LMSM.
A related concern is considering the resources available
within an inner setting before implementing Dime Mas,
a  well-documented implementation  determinant
(Damschroder et al., 2009). Stakeholders raised import-
ant points such as the extent to which they had
Spanish-speaking staff who could serve as implementers,
the time existing staff had to implement a more intensive
program like Dime M4s, and the constraints placed upon
them given the need to deliver services for which they
received higher rates of reimbursement. As such, an add-
ition to the provider-level implementation strategy is
building a formal “implementation readiness assess-
ment” to be conducted during the “preparation phase”
(Aarons et al., 2011) of implementing Dime Mais.
Relatedly, we plan to conduct a cost analysis of Dime
Mais within our future pilot trial to understand the
resources needed for implementation.

Secondarily, we observed that themes identified in this
study, including cultural context, relationships and net-
works, and navigation of health information and systems
are linked and can be addressed simultaneously through
Dime Maés and related implementation strategies. For
example, enhancing LMSM’s ability to navigate health
information and systems and increasing their awareness
of their peers’ use of services may address stigma and
further facilitate access to affirming resources. This is con-
sistent with findings that among LMSM, stigma is asso-
ciated with lower PrEP use intentions, an effect that
PrEP knowledge may protect against (Hernandez
Altamirano et al., 2020).

Despite this study’s strengths, it had limitations.
Although we had broad representation from LMSM born
in several countries outside the United States and with dif-
ferent citizenship statuses, White Latino MSM were repre-
sented to a greater extent than any other group. Despite
being reflective of the demographics of Miami
(Miami-Dade Matters, 2021) and the limitations of asses-
sing race among Latino/a/x people as we did in the
current study (Allen et al.,, 2011), we are working to
increase the representation of non-White LMSM and
exploring other ways of assessing race among Latino par-
ticipants. Additionally, data were largely collected through
focus groups, which have limitations, including potentially
limiting dissenting viewpoints. Finally, we note that the
interview guide included some direct questions that were
less open-ended than our prior formative work (Harkness
et al., 2021a), which evaluated barriers and facilitators to
PrEP, HIV testing and behavioral health treatment in a
more open-ended manner. Based on feedback from
experts in intervention development and implementation
science on our team, we needed to ask direct questions
about specific components of Dime Mas, given our goal
of refining it using community and stakeholder feedback
before developing a prototype. However, we acknowledge
that asking direct questions in a qualitative interview can
be limiting.

We also note the strengths and future directions for this
research. We used an innovative analytic approach, inte-
grating domains from an established implementation
framework with inductively identified themes. This
approach builds on guidance from Woodward and collea-
gues (2019, 2021) for integrating health equity into imple-
mentation science research and could be used in other
health equity implementation research. Given the
“voltage drop” often seen along the translational pathway
(Chambers et al., 2013), this research centers the perspec-
tives of both consumers and implementers, providing
insights into how to tailor the consumer-facing component
to LMSM needs and facilitate the implementation of Dime
Mas. Finally, our process in developing and refining Dime
Mas and the training program is iterative and multiphased.
Based on the current findings, we will develop a prototype
of Dime Mais and the training program and theater test it
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with LMSM and stakeholders; this will provide another
opportunity for feedback and alignment with community
needs, resources, and priorities. Finally, although the
current study guided refinements to Dime M4s and the cor-
responding training program, the identified themes are
potentially applicable to other implementation strategies
that seek to achieve similar goals.

In summary, the current study identified LMSM and
stakeholder perspectives regarding a multilevel implemen-
tation strategy to scale up and out HIV-prevention and
behavioral health treatments to LMSM. The findings
reveal the need for program developers, evaluators, and
implementers to consider the needs of LMSM and stake-
holders while developing and refining the implementation
strategy. The study also illustrates a novel qualitative data
analysis approach that integrates an established implemen-
tation science framework and allows for the inductive iden-
tification of themes.
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Notes

1. Note that we use “men who have sex with men” (MSM), a
behavioral term that includes gay, bisexual, and other sexual
minority men.

2. Note that we are following guidance from del Rio-Gonzilez
(2021) who recommends using “Latino/a/x” to refer to the
overall community, whereas we use “Latino” when specific-
ally referring to men.
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	 &/title;&p;Latino men who have sex with men (LMSM)1 face substantial HIV disparities. For example, LMSM experienced 22% of all new HIV diagnoses in 2019 (Centers for Disease Control and Prevention, 2020). Yet, evidence-based interventions, such as pre-exposure prophylaxis (PrEP), have not been sufficiently scaled up and out to LMSM (Blashill et al., 2020; Harkness et al., 2021b; Kimball et al., 2020). PrEP use in the past year was reported by only 28% of US-born LMSM (Trujillo, 2019). This gap in the successful implementation and dissemination of PrEP perpetuates HIV disparities (Pinto et al., 2018) and inhibits progress toward the Ending the HIV Epidemic (EHE) plan (Fauci et al., 2019).&/p;&p;LMSM are also impacted by behavioral health (i.e., mental health and substance use) disparities, which worsen HIV disparities. The synergistic nature of HIV and behavioral health disparities is a “syndemic,” whereby both epidemics, situated in social inequities, synergistically worsen one another (Singer et al., 2006, 2017). In addition to behavioral health disparities, one type of syndemic driver, LMSM simultaneously navigate the impacts of racism and homophobia, which add to and amplify the multiplicative effects of HIV and behavioral health disparities (Mizuno et al., 2012). The additive impact of syndemic drivers, including but not limited to behavioral health problems, is associated with sexual behavior that can lead to HIV acquisition (Martinez et al., 2016; Mizuno et al., 2012). Yet, as with PrEP, evidence-based behavioral health treatments are insufficiently scaled up and out to LMSM. Among LMSM diagnosed with a mental health disorder, less than half received treatment (Burns et al., 2015), underscoring the need to link LMSM to treatment.&/p;&p;Prior research has identified barriers to LMSM’s PrEP, HIV testing, and behavioral health treatment uptake. Psychosocial (e.g., depression, substance use, childhood sexual abuse, intimate partner violence) and structural (e.g., incarceration, unstable housing, poverty) syndemic drivers are associated with lower PrEP use among LMSM (Blashill et al., 2020). PrEP, HIV, and mental health stigma are pervasive barriers that impede PrEP use, HIV testing, and behavioral health treatment among LMSM (Hatzenbuehler, 2009; Lelutiu-Weinberger  Golub, 2016; Solorio et al., 2013). Low perceived need or relevance of services can also impede PrEP, HIV testing, and behavioral health treatment among LMSM (Breslau et al., 2017; Cook et al., 2014; Harkness et al., 2021a).&/p;&p;Additionally, our formative research (the DíMELO study) with LMSM and stakeholders (individuals who delivered HIV-prevention and behavioral health treatments to LMSM in South Florida) identified barriers and facilitators that need to be addressed to increase the reach of these services to LMSM. The qualitative aim of DíMELO included LMSM (∼50% born outside the United States) and stakeholders and identified implementation determinants (Harkness et al., 2021a) using the Consolidated Framework for Implementation Research (Damschroder et al., 2009). Key determinants of HIV-prevention and behavioral health treatment use among LMSM included complexity of service access, perceived benefits of services, policies influencing service availability, patient needs and resources that could affect service use (e.g., transportation, education, immigration status, mental health/substance use), peer influence (e.g., peer stigma vs. normalization), LMSM and provider knowledge, provider/organizational relationships (e.g., stigma vs. affirmation, trust, personalism), and the availability of services. The quantitative aim of DíMELO surveyed 290 LMSM in South Florida (∼50% born outside the United States) and identified additional determinants of LMSM’s demand for PrEP and behavioral health treatments (Harkness et al., Manuscript Under Review). For PrEP, key facilitators included knowledge, self-efficacy, community norms, and navigation support, whereas low perceived need was a barrier. For behavioral health treatment, key facilitators included a medical provider or personal contact recommending treatment, perceived need, and community norms, knowledge, and attributing mental health concerns to one’s environment or culture. In contrast, those who relied on family/friend support were less likely to engage in behavioral health treatment.&/p;&p;To address the ongoing, synergistic HIV and behavioral health disparities affecting LMSM, multilevel implementation strategies are needed that will: (1) increase LMSM demand for PrEP and behavioral health treatments and (2) equip implementers to deliver consumer-facing implementation strategies to increase LMSM demand for PrEP and behavioral health treatments. Here, we define implementation strategies as “methods or techniques used to enhance the adoption, implementation, and sustainability of a clinical program or practice,” (Proctor et al., 2013, p. 2) with PrEP and behavioral health treatments being the clinical interventions. The current study’s goal is to engage in formative research to refine the consumer-facing and implementer-facing components of one potential implementation strategy to improve the reach of HIV-prevention and behavioral health treatments to LMSM, which we call “Dime Más” (“Tell me More”). Further, we seek to develop the implementation strategy with substantive community input, with community defined as both potential consumers of Dime Más, HIV-prevention services, and behavioral health treatments, as well as potential implementers of Dime Más. This is consistent with Pinto and colleagues’ (2021) guidance, who articulate the need for community engagement to be integrated more fully into existing dissemination and implementation models and efforts.&/p;&p;Based on our findings from the DíMELO study (Harkness et al., Manuscript Under Review, 2021), we developed an initial framework for this implementation strategy, including a consumer-facing and provider-facing component (see Figure 1). We entitled the consumer-facing component, which aims to increase consumer demand, Dime Más. As shown in Figure 1, based on our findings from DíMELO, we developed a preliminary version of Dime Más. The preliminary version is one session (approximately 60 min with three brief monthly boosters to balance ongoing engagement with feasibility) in which an LMSM outreach worker would utilize motivational interviewing, problem-solving, healthcare needs assessment and tailored referrals, and peer ambassador stories to increase LMSM consumers’ PrEP, HIV testing, and behavioral health treatment uptake. The implementation strategy was anticipated to take place in community health clinics (i.e., locations where outreach workers are already employed). Of note, although Dime Más unifies evidence-based behavior change techniques such as motivational interviewing (Naar-King et al., 2012; Outlaw et al., 2010), problem-solving (Gardner et al., 2014), peer education and linkage (Shangani et al., 2017), and self-affirmation (Walton  Cohen, 2011), Dime Más has not yet been tested on its own. The preliminary components of Dime Más were developed based on findings from the DíMELO study; the current study seeks to refine Dime Más using LMSM and stakeholder feedback to enhance its impact and feasibility, while also identifying themes that could apply to other implementation strategies to achieve similar goals.&/p;&fig id=
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