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Abstract
Background Latino men who have sex with men (LMSM) are disproportionally affected by HIV infections in the USA. The 
uptake rate of pre-exposure prophylaxis (PrEP) for HIV prevention has remained low among LMSM. Long-acting injectable 
PrEP (LAI-PrEP) may have the potential to improve structural, behavioral, and cognitive barriers to adherence. Given the 
potential benefits of LAI-PrEP and the limited data with this population, the aim of our study was to explore experiences 
and attitudes of LAI-PrEP among LMSM and identify implementation barriers compared to the standard oral presentation, 
align proposed implementation strategies, and propose outcomes to monitor and assess impact.
Methods In this qualitative study, guided by the Consolidated Framework for Implementation Research, we explored health 
care providers perspectives on facilitators and barriers to LAI-PrEP implementation strategies for LMSM. Interviews were 
recorded, transcribed, and analyzed using thematic content analysis.
Results Fear of immigration policies, ability to conceal PrEP medication, health insurance coverage, health information 
fatigue, lack of culturally adapted information, and provider’s lack of knowledge were among the main barriers to LAI-PrEP. 
Most providers discussed the need for adapted and/or tailored training materials for and suggested designing marketing 
materials and specific clinical recommendations for LAI-PrEP.
Conclusion In order to ensure an effective adaptation process that encompasses local and national goals of HIV prevention, 
future interventions should be designed in a way that incorporates culturally relevant information for LMSM. This study 
provides an implementation research logic model to guide future studies.
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Introduction

In the United States, 1.2 million people are currently living 
with HIV, with the number of people living with a diag-
nosed HIV infection increased by 33% during 2009–18, from 
797053 to 1023832 [1, 2]. Data from 2018 show that cisgen-
der Latino men who have sex with men (LMSM) accounted 
for 26% of diagnoses despite accounting for only 18% of the 
US population [2]. Similarly, epidemiological data show that 
the annual number of LMSM newly diagnosed with HIV has 

increased by 7% between 2012 and 2016, and if current HIV 
diagnosis rates persist, about one in five LMSM will be diag-
nosed with HIV during their lifetime [3, 4]. Upon serocon-
version, LMSM also experience disproportionately poorer 
clinical outcomes compared with White non-Hispanic MSM 
in the continuum of HIV care [4].

Since its approval in 2012, daily oral pre-exposure proph-
ylaxis (DO-PrEP) has moved to the forefront of HIV preven-
tion strategies and has been found to reduce likelihood of 
HIV acquisition by 99% with 60% effectiveness in real world 
trials [5–8]. Despite CDC guidelines recommending the 
widespread use of PrEP for HIV prevention, only 7600 Lati-
nos out of a nearly 300,000 estimated Latinos who may have 
benefitted from PrEP filled a prescription for PrEP between 
2015 and 2017 [9]. According to a recently published sys-
tematic review, LMSM face a myriad of barriers to access 
PrEP, including several factors ranging from individual level 
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(e.g., acculturation, fear of medical treatment, and financial 
costs) to the community (e.g., geographical disparities in 
PrEP resources and provider willingness to work with Lati-
nos), that limits engagement with PrEP [10].

Furthermore, low levels of PrEP among LMSM have been 
attributed to structural inequalities, such as state and federal 
restrictions to a range of social, medical, and legal rights 
[11–14]. Even when these barriers are overcome and LMSM 
are prescribed PrEP, there remain numerous challenges to 
sustained PrEP use and adherence, which has been attributed 
to various factors including, the logistical challenges of pill 
storage, forgetfulness, side effects, and social challenges, 
including fear of disclosure and experiences of rejection, 
judgement, and stigma [7, 14]. Moreover, compared with 
White non-Hispanic MSM, LMSM are more likely to report 
disruptions in routine as barriers to adherence [15] and chal-
lenges in their support networks, including partners, family 
members, health care workers, and friends [16]. Rates of 
DO-PrEP discontinuation have also been higher in LMSM, 
compared to White non-Hispanic and Black MSM, in several 
US-based observational studies [15, 17]. Indeed, accord-
ing to a systematic review and meta-analysis that included 
43,917 participants found that 41% of participants discon-
tinued PrEP within 6 months, and there were greater rates of 
discontinuation among Latino and Black MSM [17].

Long-acting injectable PrEP (LAI-PrEP), formulations of 
antiretroviral medication administered periodically by injec-
tion, have the potential to overcome daily adherence chal-
lenges as well as the promise of PrEP/prevention in Ending 
the Epidemic (EHE) [18–20]. A randomized double-blind 
study demonstrated that LAI-PrEP was superior to DO-PrEP 
in preventing HIV infections among cisgender MSM and 
cisgender and transgender women, resulting in 66% (95% 
confidence interval 38–82%) reduction in HIV incidence 
[21]. LAI-PrEP in its current format will require healthcare 
provider-administered intragluteal injections every 2 months 
following two loading doses 4 weeks apart. Preference stud-
ies suggest that up to 70% of US MSM who currently or 
previously used DO-PrEP are interested in switching to 
LAI-PrEP [22] and that nearly 50% of MSM not using PrEP 
would prefer LAI-PrEP as an option [23, 24].

Despite broad recommendations and uptake in other pop-
ulations, scant research has focused on LAI-PrEP use among 
LMSM. Because the majority of LAI-PrEP clinical trials 
and real-world data have occurred among non-Hispanic 
white MSM, barriers to LAI-PrEP among LMSM remain 
largely unexplored [25]. For LMSM, use of LAI-PrEP may 
be further complicated by cultural and structural issues such 
as medical mistrust [26], concerns regarding insurance and 
documentation status, and discomfort discussing their sex 
lives with their doctor or limited access to providers who 
speak in Spanish [27]. As such, we do not know how LMSM 
will respond to LAI-PrEP or characteristics of LMSM most 

likely to adhere to LAI-PrEP. It is also important to under-
stand the challenges LAI-PrEP will impose on providers 
who work with LMSM. Recognizing these potential barri-
ers can lead to the development and/or adaptation of effec-
tive implementation strategies as LAI-PrEP becomes widely 
available.

Given the potential benefits of LAI-PrEP and the limited 
data with this population [25], the primary aim of this study 
was to assess barriers and facilitators of LAI-PrEP among 
LMSM and to understand provider attitudes and concerns. 
Developing an understanding of the determinants that affect 
LAI-PrEP implementation is critical to ending the HIV epi-
demic, as this information can lead to the development of 
effective implementation strategies to increase LAI-PrEP use 
among LMSM. We organized the findings using the Updated 
Consolidated Framework for Implementation Research 
(CFIR) [28]. Innovation deliverers, high-level leaders, and 
implementation facilitators who work with LMSM and pre-
scribe PrEP at a community health clinic were interviewed 
about the challenges with strategies implemented at their 
institution, with the goal of creating an implementation 
research logic model (IRLM) [29] to organize determinants 
which may require new or adapted interventions.

Method

The present study was approved by the Institutional Review 
Board (IRB) from Marquette University in partnership with 
a community health center in Wisconsin. This clinic was 
carefully chosen given their involvement with the Latino 
community, reporting serving approximately 43,00 patients, 
86% being Latino and of those, 70% were primarily Spanish 
speaking in 2019. To participate in the interview, individuals 
must have been 21 years of age and have some form of clini-
cal or community experience with Latinos and at least more 
than one year of experience. No other exclusionary criteria 
were applied. Between December 2020 and August 2021, 
the first author interviewed 18 providers, using non-random, 
purposive sampling to recruit providers with relevant work 
experiences. Each semi-structured interview lasted between 
30 and 90 minutes. Guided by the tenets of inductive the-
matic analyses, it was expected that it would take 15–20 
interviews to reach data saturation for individual interviews 
[30]. The  16th and  17th interview in this project corroborated 
the data from the previous interviews without presenting 
additional themes, suggesting saturation was achieved. This 
was determined using constant comparative methods [31]. 
Each community provider was interviewed once in English, 
Spanish, or a combination of both.

The in-depth interviews followed a semi-structured inter-
view guide collectively developed by the research team 
and grounded in CFIR [32]. The interview guide included 
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a series of questions and prompts to assess the multilevel 
(organizational- and consumer-level) aspects that need to 
be addressed for LAI-PrEP implementation. CFIR’s five 
main domains and multiple constructs used were intended 
to capture barriers to and facilitators of implementation. 
The domains we explored included innovation character-
istics (e.g., relative advantage of LAI-PrEP over DO-PrEP, 
perceived adaptability of LAI-PrEP to meet the current 
local needs of Latinos, and potential complexity in the steps 
required to implement LAI-PrEP in their clinic) individual 
characteristics (e.g., knowledge and beliefs about the inter-
vention and personal attributes such as motivation and capa-
bility to support LAI-PrEP), inner setting (e.g., capacity of 
the organization, the organizational implementation climate, 
and capacity for change), outer setting (e.g., patient needs 
and extent to which these needs are prioritized), and pro-
cess (e.g., characterized by plans to ease implementation 
and engagement of community stakeholders). The inter-
views had open-ended questions reflecting patient, commu-
nity, and healthcare providers’ perspectives and perceptions 
about LAI-PrEP implementation. Prior to data collection, we 
pretested the interview guides with the clinic managers who 
were not participating in the study.

Data Analysis

Data analysis followed a thematic analysis approach utiliz-
ing several grounded theory techniques, including inductive 
analysis, cross-case analysis, and analytical coding of tex-
tual data [33, 34]. In addition to the primary researcher, one 
peer debriefer, one auditor, and an independent coder were 
involved in coding and interpreting the data. During the open 
coding phase, the peer debriefer and primary researcher 
reviewed the audio recordings, and transcripts for salient 
categories of information until saturation were reached 
using constant comparative methods [31]. The initial codes 
evolved around the interview guide, each interview memo, 
and categories specific to each CFIR domain. For quality 
assurance, the primary researcher and an independent coder 
coded two separate transcripts with the codebook. Interrater 
reliability was high according to Cohen’s kappa statistic [35] 
for the coded text with an overall value of K = 0.84. Finally, 
themes were defined based on CFIR domains and clustering 
of code application.

Study Results

Participant Demographics

Between December 2020 and August 2021, eighteen inter-
views were conducted with 18 providers, including eight 
HIV/STI prevention outreach specialists (44.4%), two 

dieticians (11.1%), three primary care nurses (16.7%), three 
community social workers (16.7%), and two administra-
tive providers (11.1%). There was variability in the years of 
experience of each provider in their current position (range 
2–30 years). The sample was majority Hispanic/Latino 
(77.8%), followed by White (16.7%) and Bi-racial/Mixed-
race (5.5%). In the sample, 61.1% were born in Mexico (n 
= 11), 22.2% were born in Puerto Rico (n = 4), and 16.7% 
were born in the continental U.S (n = 3). Additional provider 
demographics are provided in Table 1.

Innovation Characteristics

Many providers highlighted that LMSM could benefit from 
LAI antiretrovirals, given some of the practical benefits. 
They described LAI-PrEP as particularly beneficial because, 
even with social support, adherence to DO-PrEP could be 
challenging: “Many of them get distracted with work or you 
know a family incident happened and they can’t go to an 
appointment, and then, it's been two, three months since 
they’ve taken the pill” (Design). Compared to DO-PrEP, 
providers also expressed an injection would lessen the bur-
den of having to conceal their medication at home (Rela-
tive Advantage). They noted that LMSM in their clinic have 
been hesitant to engage with DO-PrEP given their concern 
that their parents would see their medication and would out 
them. A smaller subset of providers also compared LAI-
PrEP to forms of medication for birth control and suggested 
that LMSM may be more open to this format of medication.

As with DO-PrEP, providers shared their concern for the 
cost of LAI-PrEP. Providers discussed that for many LMSM 
in their clinic, prevention for HIV is not a primary worry, 
and rather, many of them are more distressed about legal 
and/or financial burdens at home. Providers suggested LAI-
PrEP might result in increased costs to the patient, given that 
many public/government health insurance programs do not 
cover LAI-PrEP. One provider stated the following:

They could be more worried about some potential 
additional bills associated with the costs. I think there 
might be some additional interest if people are able 
to get their injections from community stakeholders 
or covered publicly since it isn’t covered for a lot of 
people and because we already have a stronger rela-
tionship, and it may be cheaper than having to go to a 
hospital for example.

Further, respondents noted that the best practice guide-
lines most used for Wisconsin Providers, such as those 
posted by the Department of Health Services’ AIDS/HIV 
Program, have not yet issued LAI-PrEP recommendations 
(Evidence Base). Many providers expressed concerns that 
LAI-PrEP has not yet been properly evaluated for use among 
Latinos. They wanted to be reassured that LAI-PrEP would 
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result in equivalent or improved outcomes to the current 
standard of care (DO-PrEP) before implementing it into their 
practice. Finally, as these recommendations are established, 

many providers suggested a need for accessible and trusted 
locations such as their community clinic or pharmacy for 
testing and injection administration. Most providers sug-
gested that visits to their primary care provider or a larger 
hospital could be a potential barrier for many patients As 
such, providers favored recommendations for LAI-PrEP that 
would permit patients to see their provider of choice for 
administration (Adaptability). One provider noted the fol-
lowing for these practice guidelines:

We need more guidelines so that we can be more flex-
ible and who can give the injections. Like, I work in 
case management, and we don't bill insurances and 
we meet with our clients for a very long time. They 
feel more comfortable with somebody who they've 
already established that rapport with. Doctor's visits 
are mostly limited to 15 to 30 minutes. So, then they 
don't get that opportunity as much with the providers 
to connect. So, I think there'd be a lot of benefits to 
community members being trained and shown how to 
properly administer the injectable. But we can’t do that 
until we have information that a system like that can 
work, and how much we can tailor it, you know.

Outer Setting

Providers described the outer setting in terms of the struc-
tural characteristics of the Latino population in the Midwest. 
One of the most prominent concerns was the environment 
in which LMSM are embedded within that may affect their 
engagement with HIV preventative care. Many providers 
commented that local support would heavily influence how 
much Latinos are willing to engage with LAI-PrEP, indicat-
ing that public approval or acceptance would be important. 
One such source, especially among Latinos in rural com-
munities, is that of the church and/or religious center (e.g., 
“PrEP is not discussed at church, it is, an opportunity for 
us to introduce injection PrEP, so that we can work together 
and shape the conversation”) (Local Attitudes).

For the Outer Setting, providers also stressed broader 
concerns specific to local and national immigration policies. 
Several providers shared stories of some of their patients 
skipping clinic appointments due to fear of Immigration and 
Customs Enforcement (ICE) raids and deportation (Policies 
& Laws). One case manager explained that “we have a cou-
ple of clients that were here and then they were not because 
they heard of a raid and would not come back until much 
later”. Because of these stressors, many providers were con-
cerned that Latinos would not return for their second or third 
dosage of PrEP and would be lost in care. Here, one provider 
discusses how immigration policies may affect LAI-PrEP:

I had a patient that withdrew from PrEP yesterday 
because they are going through the process of immi-

Table 1  Demographic data for health care providers

Percentages may not add up to 100 due to rounding

Categorical variables n %

Age range
 18–24 1 5.5
 25–34 6 33.3
 35–44 3 16.7
 45–54 7 35.3
 55+ 1 5.5
Gender identity
 Cisgender man 5 27.8
 Cisgender female 10 55.5
 Non-binary 3 16.7
Race/ethnicity
 Latinx or Hispanic 14 77.8
 White, non-Hispanic 3 16.7
 Multiracial/another 1 5.5
Born in the USA
 Yes 8 44.4
 No 10 55.6
Country of origin
 Mexico 11 64.7
 Continental USA 3 16.7
 Puerto Rico 4 22.2
Education level
 High school diploma or GED 1 5.5
 Associate degree 3 16.7
 Bachelor’s degree 9 50.0
 Graduate or professional degree 5 27.8
Role
 Social worker 3 16.7
 Nurse 3 16.7
 Administrative 2 11.1
 Dietician 2 11.1
 HIV/STI prevention specialist 7 35.3
Years of employment (current)
 1 to 3 years 5 27.8
 4 to 6 years 2 11.1
 7 to 10 years 2 11.1
 11 to 20 years 3 16.7
 20 + years 6 33.3
Awareness of PrEP
 Yes 14 77.8
 No 4 22.2
Awareness of LAI-PrEP
 Yes 8 44.4
 No 10 55.6
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gration and need to send their health history and they 
were worried that PrEP was going to be under health 
history and that immigration was going to assume that 
they have risky behavior essentially and that that was 
going to affect their, their immigration process. So, I 
could imagine how an injection might be even worse 
since it might be tracked more.

Finally, many providers discussed the ongoing effect 
of the COVID-19 pandemic on preventative care, stress-
ing that many people are fatigued with health information 
(Local Conditions). They worried that LAI-PrEP would be 
seen by many as another vaccine or government enforced 
public health recommendation. These concerns then raised 
questions about how to re-engage with communities that 
are untrustful of medical care. As illustrated in the follow-
ing quote, providers suspected that Latinos who saw the 
COVID-19 vaccine as ineffective might also be less likely 
to use/trust LAI-PrEP:

Since COVID, people do not want to come in or get 
more medication. People don’t want to hear about 
another injection or vaccine, especially since many of 
them complained about still getting COVID or having 
to miss more work because of side-effects. So, with 
PrEP injections, they would probably feel the same 
way, and not trust it. Like I got 3 COVID vaccines and 
still got COVID? And the same for HIV.

Inner Setting

Providers discussed current programs at their clinic that 
could be implemented to support LAI-PrEP awareness and 
uptake for Latinos. Some of the providers worried about 
their ability to discuss and find information in Spanish for 
LAI-PrEP (Available Resources). Some posited that stand-
ardized clinical guidelines for PrEP in Spanish are very 
poorly translated and are often too comprehensive for many 
of their patients to understand, though none of the providers 
reported familiarity with existing LAI-PrEP guidelines in 
Spanish. Further, in the event of more complex social cases, 
providers expressed that given their limited resources, LAI-
PrEP might not be considered as essential service (Relative 
Priority). Many providers highlighted that since many of 
their resources are free to patients that they then have to 
prioritize programs that support people with HIV or with 
services that aid with shelter and documentation. Providers 
often drew on their own clinical experiences and empha-
sized that many of their clients need immediate support for 
essential care:

I think the demand for this [LAI-PrEP] is there, but it 
might not be the most important social need, so we as a 
group have to decide which services we support more, 

and that all of course has on impact on the things we 
can offer. I see that too in some of my work with my 
clients with HIV, and how they aren’t able to request 
the time necessary to take care of themselves. You must 
think about where they work and what benefits they 
have; do they have PPO [Preferred Provider Organi-
zation] to use to be able to get care? Are the clinics in 
those communities able to accommodate different work 
hours so that people do not have to take time off, that 
is another challenge, is being able to go to a clinic that 
is only open from 8-5.

Many providers also suggested the ways in which clinical 
care should transition from a “disease-based” approach to 
a “patient-centered” format that would allow for providers 
to understand and assess the physical and social environ-
ment in which their patients are embedded within (Culture; 
Recipient-Centeredness). According to informants, success-
ful implementation of LAI-PrEP is dependent on whether 
clinics are able to also address care equally in a holistic way. 
That is, in addition to LAI-PrEP, are clinics able to assist 
their clients with navigating an unfamiliar health care system 
or provide resources for example to reduce fears related to 
accessing public services due to potential changes in public 
charge rules. One provider noted the following:

I think all medical interactions are issue based, fol-
lowing the disease model, where they see a doctor 
and something's treated, and then it's done and they 
either get better or are lost in treatment. And I think in 
order to shift that mindset, we need to approach it as 
open communication. For PrEP with a pill or injec-
tion, part of that mindset is how we approach it. So, 
if we approach it, as something that is part of their 
environment and their overall care, then great, we can 
get them on it, but we've also got a whole bunch of cool 
things, including support for housing or educational 
resources in Spanish. We want to encourage them to 
take advantage of everything, because if they don’t 
have a roof over their head, then it won’t work, and 
they won’t come back.

Characteristics of Individuals

“Individuals” in CFIR refers to those involved in the delivery 
of LAI-PrEP and includes both their perspective as implemen-
tors of the innovation and their account of innovation recipi-
ents and their characteristics. Providers cited a general lack of 
knowledge as a barrier that could impact not only their capac-
ity to counsel patients on the risks, benefits, and alternatives 
to LAI-PrEP but also their motive to recommend LAI-PrEP 
(Innovation Deliverers; Capability and General Knowledge 
About & Attitudes Toward Innovation). Some stated that they 
had only received a cursory overview of LAI-PrEP during 
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prior clinical trainings and requested for additional resources 
at the completion of the interview. Even for providers who felt 
more well-versed and were directly involved in HIV clinical 
care, discussing LAI-PrEP dosing posed another challenge. 
Respondents shared that unless they were very informed on 
the pragmatics of LAI-PrEP, then they would be unlikely to 
discuss this method as a form of prevention with their patients 
(Innovation Deliverers; Motivation).

Moreover, many providers voiced several perceived 
patient-level barriers for LAI-PrEP that are categorized 
as individual characteristics Respondents expressed that 
many patients would not have the educational background 
to understand how LAI-PrEP functions to prevent HIV (e.g., 
“With the injection, I can see how confused people would 
be, like is it going to wear off? Is there going to be a time 
where I won’t have the full protection?) (Innovation Deliv-
erers; Capability and General Knowledge About & Atti-
tudes Toward Innovation). Many providers also perceived 
patients to have low motivation to return for their second or 
third dose, stressing that some patients might believe that 
one dose is enough for some HIV protection (Innovation 
Recipients; Capability). Additionally, some providers were 
concerned that many of their patients with transient and/or 
migrant work would have less access to a provider for their 
dose (Innovation Recipients; Opportunity). These concerns 
were most related to providers’ perceptions of low patient 
knowledge:

The trick would be getting people to come back in time 
for the injections to work. Retention rates would be 
an issue because they wouldn’t understand how sen-
sitive the timeline is for it to be effective. Because if 
someone comes for a dose and they miss the next dose, 
and then they come back for the next one, after that, 
they might not understand that because they missed 
the middle dose. They're starting over, right? So, like, 
if you didn't understand what was happening biologi-
cally, why would you think that because you missed 
this dose that you could, you couldn't just come back 
for the next one.

Process

Respondents provided suggestions for supporting implemen-
tation of LAI-PrEP for Latinos. Several cited the essential 
role of a Navigator or Community Advocate in promoting 
LAI-PrEP in communities, suggesting that it is necessary for 
familiar people to market LAI-PrEP to patients (Engaging 
Innovation Recipients). Others emphasized the importance 
of marketing, reference materials in Spanish, and tailored 
infographics to support implementation. Providers stressed 
the need for complementary interventions such as mobile 
applications and/or media campaigns for LAI-PrEP that 

have been developed for Latinos, rather than materials that 
were simply translated from English (Adaptation; Tailoring 
Strategies).

Implementation Research Logic Model

Through analyzing the information gained in the qualita-
tive interviews with providers, our study team developed 
an IRLM [29] to guide implementation and evaluation of 
strategies to support LAI-PrEP uptake among LMSM. 
Within the model, we identify provider-proposed strate-
gies for LAI-PrEP framed within the Expert Recommenda-
tions for Implementing Change (ERIC) [36]. With respect 
to implementation strategies (Fig. 1), most providers dis-
cussed the need for adapted and/or tailored training materi-
als for LAI-PrEP. Further, providers suggested designing 
marketing materials and specific clinical recommendations 
for LAI-PrEP that requires additional implementation strat-
egies to address the multilevel barriers to HIV prevention 
and care for Latino MSM (i.e., language barriers, stigma, 
and provider mistrust). The dearth of trainings and materi-
als in Spanish for LAI-PrEP described by participants also 
reinforced the need for tailored education. Given some of 
the barriers that were discussed in the inner setting, many 
providers suggested that more technical assistance is needed 
to improve/assist with referrals, which would allow for con-
sistent recruitment, integration, and retention. Indeed, pro-
viders noted how much of their time is used up in ensuring 
that patients are appropriately referred to, even within the 
same clinical system. Furthermore, providers attended to 
structural barriers within both the Inner and Outer settings, 
such as documentation status and clinical hours of operation, 
that need to be considered in selecting implementation strat-
egies. Notably, providers discussed ways in which access to 
LAI-PrEP is dependent on providers having the interper-
sonal skills and education necessary to address political and/
or social concerns. We hypothesize these strategies would 
increase key implementation outcomes including adoption 
and sustainment and result in clinical outcomes including 
an increased uptake of LAI-PrEP and overall lower HIV 
incidence among LMSM.

Discussion

In identifying barriers and facilitators to LAI-PrEP imple-
mentation, we contribute to the growing implementation 
research literature examining determinants of LAI-PrEP. 
While others have identified barriers and facilitators of 
LAI-PrEP implementation for cisgender women [37], het-
erosexual men [38], MSM in the military regardless of 
race [39], and transgender women [40], few have exam-
ined determinants of LAI-PrEP for LMSM. Azhar et al. 
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[25] identified determinants to participation in LAI-PrEP 
trials for cisgender MSM, transgender women, and gender-
nonconforming people, including LMSM. However, deter-
minants of trial participation may be very different based 
on the inner setting context, as well as innovation charac-
teristics, as compared to uptake of and adherence to the 
innovation. To the best of our knowledge, one other paper 
examines perceived determinants of LAI-PrEP for LMSM; 
however, this study utilized qualitative methods with a 
small group of Black, Latino, and White non-Hispanic 
MSM [41]. Our study adds an identification of barriers 
for uptake and delivery through interviews with providers 
specifically for LMSM.

These barriers include perceived worries regarding the 
cost of LAI-PrEP. While data collection occurred prior to the 
approval of Apretude (cabrotegravir) for LAI-PrEP and its 
official release for public use, new information about costs 
of LAI-PrEP has been documented. Apretude’s price range 
is estimated to be nearly four-thousand dollars per injec-
tion, with two doses needed in the initial month and then 
one dose every other month (Sharfstein et al., 2022). While 
ViiV Healthcare, the manufacturer of Apretude, provides 
a cost-sharing program to assist patients in affording LAI-
PrEP, this program is only available to those with insurance 
and in particular with insurance that covers at least part of 
the cost of Apretude [42]. As of 2022, Latinos had the high-
est uninsured rate of all racial/ethnic groups in the U.S. at 
17.7% [43]. Thus, researchers, clinicians, and policy makers 
must develop strategies to mitigate or entirely cover the cost 
of LAI-PrEP to increase uptake and adherence for LMSM, 
including those who are undocumented.

Interview participants also spoke to the need to address 
structural and social determinants of health or those upstream 
factors that influence implementation and uptake of clinical 
innovations downstream for intersectionally marginalized pop-
ulations. Factors, including educational attainment, immigra-
tion status, access to Spanish-speaking and/or Latino provid-
ers, and employment, among others, influence not only PrEP 
use [44], but LMSM’s everyday survival. Multilevel stigmas, 
including participant-mentioned anticipated stigma regarding 
familial, partner, or friend reactions to discovering one is on 
PrEP as well as stigma of discussing sex with a provider, con-
tinue to hinder efforts to increase uptake of even DO-PrEP 
[44, 45]. These structural and community-level barriers can 
be addressed through equity-focused behavioral interventions 
and structural interventions. The recent NIH request for appli-
cations to use implementation science to address social and 
structural determinants of health and improve HIV outcomes is 
one step in hopefully moving in this direction [46]. In addition 
to developing new interventions, researchers can use imple-
mentation science models and frameworks of innovation adap-
tation to develop racially and culturally tailored interventions 
and strategies for LMSM. For example, researchers can utilize 
Stirman, Baumann, and Miller’s (2019) FRAME-IS [47, 48]. 
This framework provides researchers a step-by-step process 
to modify interventions and document adaptations for future 
replication in practice and research [48]. Researchers can 
also look to previous adaptations of interventions to increase 
uptake and adherence for DO-PrEP to identify whether they 
will work as is or need modification to meet the unique deter-
minants of LAI-PrEP implementation. One example includes 
“Proyecto Compadre,” a tailored, peer navigation intervention 

Fig. 1  Implementation research logic model to improve LAI-PrEP uptake among Latino MSM
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for LMSM, involving peer-led navigation, social media recruit-
ment and dissemination, tailored educational material, and 
attention to stigma and medical mistrust [49].

Additionally, a critical analysis of the current evidence on 
culturally adapted interventions for Latinx communities is 
necessary. Growing demands from government bodies and 
funding agencies for more research to include Latinx in their 
data collection, intervention designs, or clinical trials do not 
necessarily reflect on studies that consider the nuances and 
particularities of such a diverse group [50]. Although Latinx 
is a group that shares a series of sociocultural similarities, 
its operationalization in a single category homogenizes peo-
ples, ethnicities, cultures, and languages that do not fit into a 
single adaptation process [51]. The implementation of new 
EBIs needs to consider a critical stance on the cultural adap-
tation of these tools, as well as the inter-Latin variability 
between communities in different settings.

Finally, researchers can turn to health equity implementa-
tion frameworks to ensure that development, adaptation, and 
implementation of interventions and strategies to enhance 
LAI-PrEP implementation in LMSM populations attend 
to equity and community-engagement from the start. The 
health equity implementation framework is an adaptation of 
the Integrated-Promoting Action on Research Implementa-
tion in Health Services (i-PARIHS) framework, which incor-
porates attention to sociopolitical forces, economies, and 
improvements in health equity [52]. Prior to identification of 
barriers, researchers can use an approach like that of Allen 
et al. [53] who apply the Public Health Critical Race Praxis 
methodology [54] to CFIR to develop a race(ism) conscious 
adaptation of the framework. Novel theoretical frameworks 
like Critical “Street Race” Praxis are further ensuring atten-
tion to colorism and racism to capture within-group differ-
ences in analyses of health disparities for Latinos, through 
an application of Latino Critical Race Theory (LatCRT) to 
Public Health Critical Race Praxis [54].

There are several study limitations to consider. First, there 
is the potential for selection bias due to health care pro-
viders voluntary participation and results may have been 
different than those who opted not to be enrolled in our 
study. To reduce the likelihood of volunteer bias, the study 
team ensured anonymity of participants and offered flexible 
interview times including nights and weekends. Second, this 
qualitative study was conducted in a single health-focused 
clinic system with extensive HIV services; thus, results may 
not generalize to other settings.

Conclusion

This research study suggests that the success of LAI-PrEP 
implementation will depend largely on public health efforts 
to address structural and social determinants of health or 

those upstream factors that influence implementation and 
uptake of clinical innovations downstream for LMSM. 
Through analyzing the information gained in the qualita-
tive interviews with providers, our study team developed an 
IRLM to guide implementation and evaluation of strategies 
to support LAI-PrEP uptake among LMSM. Our findings 
are helpful in documenting the data gaps and implementa-
tion considerations for health care providers working with 
LMSM and other stakeholders, as they anticipate scale-up 
of LAI-PrEP in community clinics.
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