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Abstract

Background Pre-exposure prophylaxis (PrEP) for HIV prevention is highly effective, but disparities in PrEP access
remain considerable, particularly among Black and Latino men who have sex with men (MSM). To address this,

the University of Miami Mobile PrEP Program was created, offering mobile HIV prevention/PrEP services in

areas throughout South Florida where HIV incidence is high and PrEP access is geographically limited. Using a
community-centered participatory approach, the program strategized and executed expansion into the Liberty City
neighborhood of Miami. This study qualitatively assessed factors affecting Mobile PrEP implementation as perceived
by community stakeholders, clients, and program staff.

Methods Forty-one in-depth interviews were conducted with 21 Mobile PrEP clients, 10 key informants from local
health organizations, and 10 program staff. Interview questions queried perceived organizational and positional
barriers and facilitators to mobile clinic implementation. Service satisfaction, setting preferences, social factors, and
likelihood of recommending Mobile PrEP were also assessed. A thematic content analysis was performed using the
Consolidated Framework for Implementation Research (CFIR) taxonomy as the guiding constructs for the analysis.

Results Participant statements indicated that providing no-cost services, convenient location, program-covered
rideshares, individualized patient navigation, and a community-centric approach to patient care, which included staff
members with shared lived experiences to increase positive interactions and renewed trust among poorly served
communities, were facilitators of PrEP access and intervention uptake. The importance of program familiarization
with the community before implementation, particularly for Black and African American communities, who may
experience unique barriers to accessing sexual healthcare was strongly emphasized by participants.

Conclusions The Mobile PrEP intervention was found to be an acceptable and accessible mode of HIV/STI
preventive care. The importance of pre-implementation community engagement and preparation is emphasized.
Future research is needed to refine understanding of the intervention’s components and evaluate implementation
determinants in other highly impacted neighborhoods.
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Contributions to the literature

This manuscript would add to the literature in implementa-
tion science by:

- Demonstrating the effectiveness of a community-centered
participatory approach in expanding PrEP access among
Black and Latino MSM in geographically limited areas with
high HIV incidence rates.

- Highlighting facilitators and barriers to Mobile PrEP imple-
mentation as perceived by community stakeholders, clients,
and program staff.

« Providing evidence that a Mobile PrEP intervention is an
acceptable and accessible mode of HIV/STI preventive care.

Background

Pre-exposure prophylaxis (PrEP) for prevention of HIV
is highly effective; daily adherence to PrEP medication
can reduce the risk of HIV infection by more than 90% in
real-world settings [1, 2]. Since the authorization of PrEP
for HIV prevention by the Food and Drug Administra-
tion in 2012, PrEP utilization rates have increased con-
sistently [3]. However, disparities in PrEP access among
groups disproportionately impacted by HIV, especially by
geography, race and ethnicity remain considerable [3-6].
Increased PrEP uptake among these highly impacted
communities could substantially reduce the incidence of
new HIV infections [3-6].

South Florida’s Miami-Dade and Broward Counties
have among the highest incidence of new HIV infections,
concentrated epidemics among Black and Latino MSM,
as well as geographic/spatial concentration by zip code
and census tract [7]. However, many clinic-based services
remain geographically limited, have constrained hours,
are logistically difficult to access, and are offered in facili-
ties that may be perceived as stigmatizing [8, 9]. Further,
recent immigrants, the uninsured, and people identifying
as racial or ethnic minorities (groups overrepresented
among new HIV cases) may have additional structural
and social barriers to PrEP services [10].

To address these barriers, we designed a mobile HIV
prevention/PrEP service delivery system: the University
of Miami Mobile PrEP Program (“Mobile PrEP”) [11].
In 2020-2021, working with the Florida Department of
Health and based on available HIV molecular cluster
data, we planned and executed an expansion of Mobile
PrEP services to a new site in the Liberty City neighbor-
hood of Miami. Preparation for expansion to this new site
included a community-centered participatory approach,
working with stakeholders and community partners to
develop an implementation strategy to address the key
determinants influencing local PrEP engagement at this
site. In this manuscript we describe the findings of our

qualitative assessment of Mobile PrEP implementation
determinants from the perspectives of community stake-
holders, clients, and Mobile PrEP staff. These findings
may serve as a guide for others contemplating delivery of
PrEP services through mobile or other community-based
approaches.

Methods

The mobile PrEP clinic

Established in 2018, the University of Miami Mobile
PrEP Clinic is a customized mobile clinic that provides
low-barrier PrEP, nPEP, STI, and HIV care services in five
highly impacted neighborhoods in Miami-Dade. Services
include assistance with transportation, general health
screening and wellness, HIV and STD testing, laboratory
monitoring and medication prescribing with patient-
centered navigation, and ongoing support by multilin-
gual staff [10, 11]. During the COVID-19 pandemic, the
option for telehealth services for Mobile PrEP clients was
also available. Initial sites for service delivery were cho-
sen by evaluation of HIV incidence and prevalence by zip
code as well as community consultation regarding areas
with perceived low availability of HIV prevention ser-
vices. In 2019, we began work with the Florida Depart-
ment of Health to further refine selection of additional
sites through use of HIV molecular cluster data.

Molecular cluster prioritization

In collaboration with the Florida Department of Health
(FDOH), Mobile PrEP was deployed as a cluster-response
tool for geographic regions identified as priority loca-
tions for an ambulant clinic intervention based on the
density of HIV cases within a given ZIP code or census
tract area. Specifically, FDOH uses the Enhanced HIV/
AIDS Reporting System (eHARS) to collect and main-
tain demographic and enhanced interview data from
newly identified HIV cases. Additionally, FDOH uses
the web-based bioinformatics tool Secure HIV-TRACE
to compare genetic sequences of HIV and construct
transmission cluster networks of persons with geneti-
cally similar strains of HIV, indicating recent and rapid
transmission [12]. These sequence tests are analyzed for
population-level trends in case-clustering and resistance
to antiretroviral therapies. Our preliminary assessment
in 2019 found all active PrEP Mobile Clinic sites were
in areas within the three highest density quintiles. From
among the highest quintile areas without current Mobile
PrEP deployment, novel priority location for Mobile PrEP
was identified in the Liberty City area of Miami. Details
of the derivation of the molecular cluster prioritization
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algorithm are described in a separate manuscript that is
under development.

Procedure

To gain a more comprehensive understanding of the
determinants of PrEP delivery in the Liberty City neigh-
borhood through the Mobile PrEP program, we con-
ducted qualitative, in-depth, semi-structured interviews
with key informants, Mobile PrEP clients, and clinic
staff. Approval was obtained from the University of
Miami Institutional Review Board. Forty-one interviews
were conducted from July 2020 through March 2022:
21 Mobile PrEP clients; 10 key informants in leadership
positions at local community-based health organizations;
and 10 Mobile PrEP staff who were client-facing and/or
in a managerial position with the program. Convenience
sampling was used to recruit participants from each
group. Interviewees were approached in-person during
normal clinic operations.

Interview guide development and implementation

The interview guide was developed collaboratively by the
study’s principal investigator and two junior researchers
based on previous studies conducted by this group [8].
The guide was designed with the Consolidated Frame-
work for Implementation Research (CFIR) [12] as a
framework, and the Interview Guide Tool developed by
Center for Clinical Management Research CFIR Research
Team. Using a framework of 39 constructs over five
domains, CFIR assesses determinants of implementa-
tion based on the context of the intervention [12]. The
guide included both open- and closed-ended questions to
assess implementation factors including satisfaction and
feedback regarding venue access and services received;
preferences regarding setting to receive services; social
factors impacting service initiation and maintenance
(e.g., perceived stigma); and likelihood to recommend the
service to others.

The informant interview guide queried perceived
organizational and positional barriers and facilitators to
mobile clinic implementation, including referrals to local
clinical sites and impact on other clinical prevention ser-
vices. Interview questions and stems for each group are
presented in Supplementary Material 1.

All key informant and staff interviews were con-
ducted through the teleconferencing software program,
Zoom Video Communications using secured university
accounts. Client interviews were completed using both
virtual and in-person strategies to allow for the inclusion
of clients with limited electronic access. Calls were con-
ducted in English by two trained female staff members
who each held a Master of Public Health (MPH) degree.
Both staff members had more than five years of experi-
ence conducting and publishing qualitative research.
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Interviews were recorded and transcribed verbatim by
the study team for qualitative analysis. Interview dura-
tion ranged from 30 to 60 min.

Analysis

Thematic content analysis was performed using the tax-
onomy of the CFIR as the guiding constructs for the
analysis. Two co-authors independently assessed the par-
ticipant transcripts to identify and code participant state-
ments, indicating key determinants of implementation.
As with the interview guide, the codebook was based on
a template developed by the Center for Clinical Manage-
ment Research [12]. Transcripts were coded and content-
analyzed line-by-line using the CFIR matrix; constructs
and themes were identified within the CFIR domains.
Two analysts coded and reviewed the transcripts in
batches of five files at a time. Meetings were held after
each batch for consensus coding, in which both coders
reviewed the same transcript to ensure consistent code
application, discuss coding disagreements, and review
any newly identified codes. A third analyst was also asked
to review the coded transcripts and assess the agreement
and reliability of the identified themes after each round.
An abridged version of the CFIR coding instrument was
developed in the present study based on the feedback
from participants, as some constructs did not apply to
Mobile PrEP program implementation. All statements
were coded into 33 of the 39 constructs.

The directionality and strength of the identified con-
structs were also assessed. Directionality was denoted
using a positive, negative, or neutral valence to charac-
terize the influence of the determinant on implementa-
tion. Strength was measured on a scale of zero to two
to characterize the degree to which a determinant influ-
ences implementation. For example, a statement with a
code of -2 would indicate a strong barrier to implemen-
tation. A consensus process was used to assign a rating
to each construct based on the level of agreement among
interview participants, the strength of language used, and
use of concrete examples in their responses. A matrix of
construct ratings was created once the findings from all
participants were collected. The matrix was then used
to identify potential patterns across participant groups,
looking at the strength of the constructs characterizing
Mobile PrEP, and the positive or negative influence they
have on implementation.

Results

A total of 41 individuals, including 10 community stake-
holders, 10 Mobile PrEP staff members, and 21 Mobile
PrEP clients participated in one-on-one interviews. Of
the 39 CFIR constructs, 17 were identified as relevant
barriers or facilitators to intervention implementation
or PrEP utilization. As displayed in Table 1, responses
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| Clients | Stakeholders |  MP" Staff

INTERVENTION CHARACTERISTICS
Relative Advantage +1 +1 +2
Adaptability +1 +/- +1
Complexity +1 -1 +/-
Design Quality & Packaging +1 +1 +1
Cost +1 +1 +/-
OUTER SETTING
Needs & Resources Served by Org. +1 -1 +1
External Policy & Incentives i -1 +/-
INNER SETTING
Structural Characteristics -1 -1 +/-
Networks & Communications +1 +1 +1
Culture -1 -1 +1
Implementation Climate
Tension for Change +1 -1 +1
Compatibility +1 +/- +2
CHARACTERISTICS OF THE INDIVIDUAL
Knowledge & Beliefs about the +/- -1 +/-
Intervention
Individual Identification with +2 -1 +1
Organization
PROCESS
Planning & Engaging -1 +1 -1
Executing & Reflecting +1 i -1
T Green and + indicate facilitators/positive progress in implementation
process “Mobile PrEP
Red and — indicate barriers/incomplete progress in implementation process abbreviation
+/— indicates a near equal mix of positive and negative comments

Table 1 CFIR Constructs & Ratingst Identified by Participants in the Mobile PrEP Implementation Interviews

related to barriers and facilitators varied significantly
among stakeholders, staff, and clients, with stakeholders
identifying significantly greater barriers to implementa-
tion when compared to clients, who largely identified
facilitators to uptake in the community.

Intervention characteristics

Relative advantage

Participants in the stakeholder and client groups gener-
ally viewed Mobile PrEP as a useful method of service
delivery within the community. Some features of the
program, described by all participant groups as advan-
tages, were convenience, hours of operation, ease of the
process, and mobility: As one community key informant
stated, “..About this mobile thing, that’s the way! I mean,
you can’t beat on the corner... [they] eliminate all the
excuses that’s holding people back.”

Several community stakeholders contrasted the Mobile
PrEP system with negative experiences with attempting
to get PrEP in other settings: “It’s [acquiring PrEP] a dif-
ficult process at clinics... I mean the clinics that say they
provide [PrEP]... I mean, I feel that they don’t provide
it” A Mobile PrEP client also commented, “The [Mobile
PrEP] process goes just right. You don’t have a headache.
You ain’t gotta worry about where your medicine['s] at.
Just come get your checkups and then you're good to go...”.

Staff echoed this perception: “The feedback that we get
is that it [Mobile PrEP] does overcome many of the barri-
ers that are encountered in other systems... it does enable
people to get on PrEP who might otherwise not be able
to... it does meet a need in the community for a niche for
services that are available this way.
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Adaptability

Ability to provide services in varied settings, including
clinic-based, mobile, and virtual platforms, were cited
as important factors for engagement and accessible care.
Most participants found the mobile clinic’s process to be
flexible and tailorable to clients’ needs. A client noted,
“.. This can be a big help... promoting telehealth. Because
right now you do the video on your cell phone. You still
got to come in and do the labs... But, then after that, they
can just send the prescription to whatever pharmacy you
want...”.

Staff also reinforced the adaptability of the program.
One staff member commented, “It’s super easy for most
patients... we can provide them with a Lyft to come in. If
they can’t come in, we have telehealth services... We can
send them a box to get their labs done... Whatever barrier
you might have, we try to find a way to overcome that...”.

Some community stakeholders suggested that it is nec-
essary for program/staff to adapt to the level of client
knowledge and understanding seen in this specific com-
munity to encourage uptake of the Mobile PrEP inter-
vention. These participants believed that knowledge of
PrEP as HIV prevention was low among their commu-
nity and that this may create a barrier to utilization of
Mobile PrEP services. As one participant stated °..You
got to meet them where they're at. You have to go reach
the population where they are. You know they don’t know
anything about PrEP. You have to start from scratch.

Complexity

While many stakeholders understood that PrEP delivery
is a complex process involving clinical evaluation, labora-
tory studies, and medication prescription, they perceived
that the Mobile PrEP strategy alleviated much of this
complexity from the client perspective. As one commu-
nity stakeholder indicated, “I think that accessing PrEP is
cumbersome... There’s a lot of requirements that people
need to meet in order to get it ...and logistic steps that they
need to take....

However, of clients interviewed, 20/21 participants
reported that acquiring PrEP through the Mobile PrEP
program was ‘easy,” and many clients attributed this to
ancillary services provided by the program, such as navi-
gating insurance and prescription routing to and coor-
dination with pharmacies to fill their prescriptions. One
PrEP client indicated, “It was extremely easy..when I
went to my next appointment, they had [my medication]
on hand for me. That was great!”

Staff participants echoed responses from the client
group. They reiterated that those processes associated
with completing a PrEP visit and obtaining medica-
tion were designed for a convenient and uncomplicated
client experience by reducing client burden as much as
possible. One staff member commented, “it’s very easy to

Page 5 of 12

access our services, we're very accommodating, we're able
to squeeze them in... same week or same day sometimes.
So, I think it’s very easy for patients....

Staff relayed, however, that creating and maintaining
this low-barrier environment for clients could be chal-
lenging. As one staff member stated, °..It might seem
seamless but, it’s not seamless... there’s a lot of work that
goes into it/ and another commented, “Mobile PrEP is
fairly complicated. It’s a pretty extensive operation. There
are a lot of moving pieces, a lot of different people that go
into the process of getting the patient their PrEP. So, it does
come with its challenges...” Some participants in the staff
group believed that certain aspects of these protocols
could be simplified: T think there is room for streamlin-
ing and steadiness... it makes it hard... when you have to
adjust to the situation and change your protocols”

Design quality & packaging

Participants in the key informant and client groups
believed that a mobile unit situated in the community, in
and of itself, was attention grabbing. These participants
believed that a mobile unit may promote curiosity among
community members which, in turn, may lead to engage-
ment with the intervention and eventually utilization. As
one community stakeholder stated, “It’s a good idea. I feel
like if a person needs PrEPB, the PrEP mobile will be some-
thing that will get their attention. It's a good way of get-
ting people to see what PrEP is about..” Indeed, another
Mobile PrEP client noted that they accessed services
because of Mobile PrEP’s visibility in the community,
“Yeah, I noticed it [the mobile unit] every time I passed
by..”.

Clients suggested that confidentiality and having posi-
tive interactions with Mobile PrEP staff were impor-
tant factors that may influence utilization. Some clients
described initial hesitancy to seek services with Mobile
PrEP. However, it was stated that these feelings dissipated
after engaging with staff and familiarization with the
mobile clinic. Some aspects of the mobile clinic design,
such as ability to enter and exit through different doors,
were noted as positive factors “.. it made me more com-
fortable when I seen that... you enter through one side and
use the exit through the back... and then the guys did their
job pretty nice” Space constraints, a feature inherent to a
mobile clinic, was viewed as a potential drawback to the
intervention. One staff member relayed, “People have
expressed that they don'’t like the mobile unit because of
the space itself; it’s very small. I guess out of claustropho-
bia or the issue of confidentiality...”.

Cost

Perceived cost of PrEP services was a reported barrier
for many clients prior to communicating with Mobile
PrEP staff. One client expressed “If it's not close I ain’t
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going and if I got to pay I ain’t going” The ability to access
care through the Mobile PrEP program at no cost was
expressed as an advantage by many clients, stakehold-
ers, and staff. One client recommended, “Always tell
us its free. When she [Mobile PrEP CHW] was com-
ing door-to-door, she let you know the service is free. Just
come on out..” A Mobile PrEP staff member reinforced,
“An advantage is that we are completely free, whether
you have insurance or not the patient doesn’t have to pay
anything”

Outer setting
Needs & resources of those served by mobile PrEP
Statements made by key informant and client partici-
pants highlighted their knowledge of the HIV preva-
lence in the area and awareness of the impact of HIV in
their community. Also, participants noted that there was
a dearth of initiatives focused on HIV prevention and
providing PrEP. They believed that there was a need for
Mobile PrEP and that these factors would drive its uti-
lization. As one client commented “..its [HIV] more
prevalent in our community than most. People are sexu-
ally active at an earlier age [...] just the availability
to have a site that people can go into [and] doesn’t take
long..” A community stakeholder reinforced, “..our HIV
rates in Miami are really, really, high compared to other
places. So, yes, we do need to prevent... because people are
unaware of their status... just having PrEP as a method or
having people out there testing people for HIV..”.
Participants in the staff group generally believed that
Mobile PrEP meets the needs of the communities they
serve. Many participants reported that experiential and
cultural similarities between Mobile PrEP staff and com-
munity members made Mobile PrEP a good fit for its cli-
ents. They believed that clients identify with staff because
of shared experiences and that Mobile PrEP was a needed
and valuable resource. This belief was informed by client
feedback and available data. As one staff member com-
mented, A lot of patients have their own lived experi-
ences, they come with very traumatizing stories and the
way that we address those patients that come with those
circumstances is very unique to our program. Not every
program has people that have the lived experiences of
their patients and that can lend that extra support... I
believe that that is what keeps a lot of our patients want-
ing to come back to us... they know they have a trustwor-
thy person that they can be completely honest with in
regards to the sexual health and the things they may have
done and regrets they may have... they know that we won’t
judge them, and we'll get them help as best as we can”
Another staff member indicated, “Many of us are part
of the community or have experienced getting healthcare
in Miami and know the barriers that exist. We make it
easy for the patient” Another reinforced the importance
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of having staff with language fluency appropriate for the
community, “We have different patient populations. We
have Spanish-speaking populations. We have some Cre-
ole-[speaking] patients... and you know we meet that need
through our staffing. Because we have a very diverse popu-
lation in South Florida...”.

External policies & incentives

Some key informant and staff participants commented
on how external policies align with the Mobile PrEP
intervention and how they may influence uptake. Key
informant participants believed that ancillary policies
that function to increase HIV testing would translate into
uptake of the intervention. Participants from the staff
group believed Mobile PrEP was in direct alignment with
the national “Ending the HIV Epidemic” initiative as well
as the Florida Department of Health’s “Four Pillars” ini-
tiative, and that this facilitated its implementation, “The
Ending the HIV Epidemic initiative has been very help-
ful because its goals are very much in alignment with
the goals of our program... thinking about the metrics for
elimination of HIV transmission, that gives us a concrete
framework in which to place our intervention and to say
that we are also aligned with those... and I think it’s help-
ful to put that context around the intervention as well.
We're also in alignment with the four pillars of the Florida
Department of Health in terms of HIV prevention and I
think it’s important to present our information and our
program in that way... It helps to provide a way to see its
wider application”

Staff also noted that Mobile PrEP addressed gaps in
HIV prevention services that were recognized by outside
agencies, ‘It was the response that everyone was asking
for, to get to these communities that weren’t able to access
healthcare for other reasons. So, I think that we are able to
do that... to go to these areas that have the high incidences
of HIV?

Inner setting

Structural characteristics

Participants from all groups reported that transportation
was a significant barrier to accessing health care. As one
community informant stated, “There [are] limited pub-
lic transportation options, which makes it more difficult
to get to the clinic. On top of that, you need to have time
to prepare to get there” Participants indicated that the
mobile nature of the intervention, in addition to no-cost
transportation services offered, mitigated this barrier.
Further, statements made by participants from the cli-
ent group suggested that clients were more comfortable
utilizing Mobile PrEP as it was located in familiar and
convenient surroundings. One client stated, “If it be any
other way Id have to travel. Id have to get on a bus, or two
buses to get an HIV test... when the services are provided
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here in the neighborhood, in the community, it works out
very well”

Another client echoed, “..Because it’s close to home,
I'm still in my neighborhood and I feel safe” Staff agreed
that transportation could be a barrier for many poten-
tial clients, and that the Mobile PrEP program was able
to overcome this barrier by positioning services in the
neighborhood. As one staff member noted, “..We go out
into the community. We go out to the areas that are most
affected. Some patients... don’t have the resources to go to
medical settings like the health department”

Networks & communications

Many participants, across groups, recognized the impor-
tance of forming collaborations with organizations
that provided additional services and who were already
established within the community to allow for expanded
bundling and fostering trust, as one participant stated,
“Collaborate with someone that’s present in the com-
munity... Because we can’t do this ourselves. We have to
learn how to collaborate” Some participants believed that
collaborating with local drug treatment centers, specifi-
cally, may be a high yield strategy to encourage uptake of
Mobile PrEP services. It was stated that treatment cen-
ters were uniquely positioned to deliver health education
to their clients and so collaborations with these organi-
zations may prove valuable. As one stakeholder iterated:
“You can go to a drug treatment center that’s not providing
PrEP.. you get that MOA with the center... the treatment
center will let them [their clients] know... they’ll put it on
the schedule that PrEP mobile will be here on Octoberth
from nine to five. They would then be charged to teach
what PrEP is and then allow the clients to make a decision
whether that's something they want”

Participants also recognized that collaborating with
established organizations assists the program with iden-
tifying community-specific gaps in care. As one staff
participant mentioned, “..collaborating with our public
health programs helps us to know where those [high inci-
dence] spots are... where we're going to meet that target
population” Staff also noted the influence of community
municipal support on the program’s development: “The
City of Miami Beach helped us launch the PrEP pro-
gram... they were involved in helping us launch our PrEP
program. They saw the need for it in their city...”.

Culture

Participant statements highlighted how the history and
culture of the community may influence intervention
uptake. Participants suggested that past experiences with
the medical community and generational trauma, espe-
cially among communities of color, may act as a barrier
to engagement with the healthcare system. As one par-
ticipant stated” “..Especially in communities that are
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predominantly African American, thee’s a ...history of
mistrust towards health care....

Other participants discussed the influence of cultural
norms surrounding sex and sexual identity, and how the
associated stigma can deter many from utilizing preven-
tive measures and services offered by mobile PrEP. One
participant noted, °.. and then the stigma with the words
HIV or AIDS... ‘Cause I get people when I tell them about
PrEP.. they’re like “Oh no, not no HIV ... I'm not gonna
come in contact with somebody like that”

Again, although participant statements did not indi-
cate there was stigma related to utilizing the mobile
PrEP intervention specifically, stigma associated with
lack of knowledge and understanding of HIV preven-
tion (PrEP) versus treatment (ART) was also believed to
inhibit uptake of the intervention. As one client partici-
pant relayed, “Some people are afraid to take the medicine
cause they don’t want nobody to know they’re taking it.
‘Cause people might think they have HIV. Especially fam-
ily members [...]”.

Implementation climate

Tension for change

There was a consensus among all groups that there is an
urgent need for HIV prevention initiatives in this specific
community and South Florida generally. Further, partici-
pants believed available interventions needed increased
promotion and visibility. Statements made by partici-
pants conveyed exasperation at current HIV rates and
reluctance of the community to utilize preventive mea-
sures. As one participant stated, “Everybody needs to be
aware of it. You mentioned at the beginning that the num-
bers done went up. Yall need to get on this van, I don’t
care who watching! ... and people are going to be hesitant,
but we have to stay proactive... We got a clinic here, we
need to come, people are sick... yall got to come get the
help!” Others expressed urgency for service roll-out, “7
feel like it’s great for the areas that they are placing it in,
but I think they should expand, expand, expand..”.

While staff and community stakeholders clearly
expressed a recognized community-level HIV risk and
need for new PrEP service options, several participants
noted that potential clients did not always recognize indi-
vidual risk and did not feel urgency to utilize HIV pre-
vention strategies, “... Even with condoms... I have people
saying, 1 don’t need any condoms: I'll say, Are you sexu-
ally active?” ‘Yes! ... ‘Do you know their status?” ‘No. So, 1
say ‘You need condoms! Do you get tested often?” ‘Maybe;
...You know that kind of thing. So, the ignorant part of why
they should have this extra protection is still there’.

Compatibility
Key informant participants believed strongly that cli-
ent-facing staff needed to be compatible with their
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community. They recommended that program staff
familiarize themselves with the Liberty City community
prior to program initiation. Many felt that it would be
optimal to utilize community health workers for initial
community engagement and to guide the program’s com-
munity relations. Some suggested that available initia-
tives did not make enough of an impact because persons
implementing these initiatives lack an understanding of
the community. As one community key informant noted:
“The programs that they have in place, do not relate to
the population that they are serving. They have no con-
nection with the population that they're serving” Another
advised, “..Make sure that your outreach workers [have] a
nonjudgmental attitude because [they] might walk up to
somebody that will cuss them out. They got to be able to
keep their cool”

All participants from the client group, who had inter-
acted with and received services from Mobile PrEP,
recalled positive interactions with Mobile PrEP staff.
These participants expressed satisfaction with services
they received and felt that the model of care was appro-
priate for them. There was consensus that Mobile PrEP
was compatible with their community. One client partici-
pant stated, “I don’t have any complaints about any of you
guys... You educate us on any new services and anything
that is provided for us here [in] low-income neighbor-
hoods... The staff is always on point” Other clients men-
tioned trust: “I trust you guys. I didn’t have to worry..”
and a positive approach, ..t was chilling, you know what
I'mean. They wasn’t all negative you know what I mean...”.

Characteristics of the individual

Knowledge & Beliefs about the mobile PrEP intervention and
PrEP medication

Individual attitudes towards the mobile PrEP interven-
tion and participant awareness of Mobile PrEP and its
benefits varied among interview groups. Statements
made by client participants indicated that this group had
little to no knowledge of mobile PrEP or its services prior
to placement of the mobile unit in the area. However,
after engaging with the intervention, client participants
seemed to develop a positive view of mobile PrEP. Most
client participants reported increased knowledge and
understanding of mobile PrEP services after interacting
with mobile PrEP staff. As one client described: “.. They
[mobile PrEP staff] made it easy for me to understand
what it was that they were doing in the community... And
it was pretty cool. It was a nice experience overall” Other
client participants described staft’s approach to educa-
tion and offering mobile PrEP services improved their
perception of the intervention and encouraged uptake:
“To be honest, at first I was a little unsure but after deal-
ing with the workers there, I was 100% confident. It was
nothing else to think of after that.” Additionally, clients
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seemed to recognize and appreciate efforts made by
staff to talk to and not at them. As another client noted:
“Everybody was nice, they gave me information ...and they
gave me the option to go ahead and explore PrEP”

Key stakeholder and staff participants described how
knowledge and beliefs about the PrEP medication itself,
rather than the mobile PrEP intervention, may influence
community utilization. For example, although staff mem-
bers were aware of the strength of evidence in favor of
PrEP and its efficacy, and were in support of the mobile
PrEP intervention, they believed that lack of knowledge
about PrEP among community member might hinder
uptake: “..I'm not necessarily sure if PrEP education in
every community is the same. I know in White MSM com-
munities and even White Latin MSM community, people
are very educated on PrEP and know that they need it.
But in other communities this is something completely
new to them? Stakeholders described similar concerns:
“From my experience... just from what I've done as far as
outreach... the average African American male or female
know nothing about PrEP’

Identification with the organization

Program staff were a significant positive influence in pro-
gram implementation among participating clients. Many
clients expressed that their positive experiences with the
staff fostered commitment and adherence to the inter-
vention, with one client stating, “They made me feel like
I wanted to get those services. They made me want to [...]
keep coming back”

When asked about their willingness to endorse the
mobile PrEP clinic, stakeholders remarked that the inter-
vention should demonstrate reliability and consistency
before they would align themselves with the initiative.
Many described past experiences where clients, who
were referred to other organizations, faced barriers to
care when they attempted to access PrEP. “For me, with
referring clients anywhere [I think] is this a trustworthy
and credible establishment?” and it doesn’t mean that you
have to be like the most known organization in the world
or the community, but like the credibility....

Process
Planning & Engaging
Clients felt that community engagement should be con-
ducted consistently and believed that community famil-
iarization would encourage uptake of the initiative by
community members: “In the future, what you can do is
broadcast mobile PrEP more often and let them [the com-
munity] know they can go through UM

Similarly, there was general consensus among stake-
holders that community engagement should be made
a top priority, with many remarking that engaging the
community would foster trust in the PrEP program, and
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would be a critical first step to community buy-in: “Defi-
nitely knowing the community. Wherever you're going
to be you have to know the people in the community...
instead of going there and wanting to provide the service
right away, 1 think if there would be an opportunity first
for them to get to know who’s there... So, doing that foot-
work and walking around and seeing who’s here... what
kind of people live here. and things like that”

Executing & reflecting

Many clients recognized that they themselves could
function to promote the intervention and asserted that
they would and did promote mobile PrEP: ©..a lot of
those cats that was coming through... Cause they saw me
going over there and was asking me... I would tell them
what was going on and they went and got checked out.
Just because they saw me over there. I was like yeah man
I think you should. Everybody was like, “Hey, if Skeet went
over there... Skeet a cool dude. Man let’s go over there and
check it out”.

When asked specifically if participants would recom-
mend the program to other members of their community
and social networks, all interviewees asserted that they
would. Many indicated that a major reason for this was
because they were treated with respect by Mobile PrEP
staff: “As far as me getting treated with respect... I have no
other choice but to recommend [mobile PrEP] to people’.

Discussion

Our findings from this in-depth exploration of the expe-
riences of Mobile PrEP clients, staff, and key community
stakeholders illuminate a range of barriers and facilita-
tors that may influence implementation of a mobile clinic
for HIV prevention services within one resource poor
and medically underserved community in South Florida.
Framed by the CFIR, participants’ narratives detailed
how aspects of the intervention’s design and community
characteristics work to overcome or preserve structural
and social barriers to intervention access. Understanding
these determinants is critical for the design and success-
ful implementation of future HIV/STI prevention initia-
tives within similar settings. Additionally, participants
have offered several recommendations for improving
intervention uptake within this community.

Affordability is an already well characterized individ-
ual-level barrier to PrEP uptake [13] which the Mobile
PrEP intervention was designed to overcome. Indeed,
low/no cost services provided by Mobile PrEP was
described, by all three participant groups, as a major
facilitator of access and uptake. However, participants
from the client group believed that community mem-
bers who have not interacted with the intervention may
perceive high costs for Mobile PrEP services which
may inhibit buy-in and engagement. These views are
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supported by the literature [14—17]. A narrative review
that assessed barriers to the wider use of PrEP in the US
found that financial concerns, held by individuals before
they attempted to access PrEP specifically, was a com-
mon barrier to PrEP seeking reported by most studies
included in the review [18]. These findings indicate that
awareness of low/no cost services may be a requisite pre-
cursor to intervention utilization and directly linked to
intervention uptake. Future prevention initiatives that
will provide free services within a similar context, should
aim to disseminate feature-specific information (i.e., that
services are provided at no cost) among all community
members and not just those suitable for intervention use.
This may help to build both community knowledge of
and community-level support for such initiatives.

Positioning Mobile PrEP in a location that was con-
venient and easy for members of the community to
access and offering program-covered rideshares were
also viewed as major facilitators of intervention uptake
by participants from all three groups. There was a clear
preference among client participants for accessing care in
their neighborhood. Further, client and stakeholder par-
ticipants iterated that vehicle ownership and accessibil-
ity was low in the community and public transportation
in the Miami metro area was unreliable and cumber-
some to use. Studies of healthcare access, including those
assessing access to PrEP among priority and low-income
populations, have found lack of transportation to be a
significant barrier [18—21]. Further, Miami-Dade’s public
transit system lags behind those of many other US cities
in accessibility and convenience [22, 23]. These findings
suggest that overcoming geographic barriers, either by
positioning of services (as in Mobile PrEP) or provision
of transportation [24], is critical to facilitating access to
care for priority populations.

Policy barriers related to insurance and pharmacy ben-
efits can prevent the receipt of PrEP medication after
receipt of a PrEP prescription [20, 25]. A study of new
PrEP prescription holders in New York City reported that
systemic issues, including failed attempts at navigating
insurance/pharmacy systems, accounted for the largest
category of reasons for discontinuation [25]. This is con-
gruent with our finding that individualized patient navi-
gation, aimed at overcoming insurance/pharmacy related
barriers, was an important component of the Mobile
PrEP intervention. Participants from all three groups in
our study described Mobile PrEP as uncomplicated and
easy for clients to use. Factors that influenced this view
were Mobile PrEP’s ancillary services, such as navigat-
ing client insurance, identifying financial assistance pro-
grams, and connecting with pharmacies to coordinate
prescription routing. This was in contrast to experiences
reported by some client and stakeholder participants
who had encountered insurance/pharmacy barriers that
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stopped them from receiving medication in other set-
tings. Patient-specific tailoring of services, including
appointment times at non-traditional hours and flexible
meeting modalities (e.g. virtual appointments) were also
viewed as highly acceptable characteristics that reduce
common barriers to engaging in care. Future research is
needed to further assess the contributions of these com-
ponents, to increasing intervention uptake.

Participants in the key informant and client groups
relayed that the appearance and presence of the mobile
unit in the community, in and of itself, was attention
grabbing. They believed that it stimulated curiosity
among community members which may facilitate indi-
viduals’ engagement with and introduction to the Mobile
PrEP intervention. Other studies have provided some
description of how the appearance of mobile clinics, in
related contexts, may affect client acceptance of an inter-
vention [26]. However, the present study provides a bet-
ter understanding of how mobile clinic appearance may
increase community engagement. While its’ outward
appearance was found to be a strength among partici-
pants, there were also discussions of how its design may
pose unique challenges to maintaining client confidenti-
ality. Participants in the client group suggested there was
increased potential to overhear private conversations
within the finite design of the mobile clinic, which may
act as a deterrent to intervention uptake. Reviews of sim-
ilar mobile health clinic interventions have reported such
spatial and structural constraints, which are inherent to
operating in a confined space [27]. Considerations for
obscuring noise and scheduling, however, can mitigate
many of these barriers. As examples, playing ambient
sound and staggering appointment times, to mask con-
versation and minimize client occupancy, are strategies
that can be employed to protect client privacy in this and
similar nontraditional settings.

Emphasis was placed on the importance of community
familiarization, prior to intervention implementation,
from stakeholder participants. For key minority popu-
lations, such as Black and African American communi-
ties, experiences of stigma, systemic bias, and fears of
rejection or ostracization can be crucial barriers to seek-
ing out PrEP and thus a barrier to intervention uptake.
Although it was not yet available when we conducted this
study, the introduction of injectable PrEP to the biomedi-
cal HIV prevention landscape could act to mitigate some
of these barriers. Additional work to evaluate imple-
mentation issues related to long-acting injectable PrEP
administration in the mobile clinic setting is needed.

Participant statements highlighted how Black culture
and the history of the Black experience in America may
negatively influence intervention uptake. Mistrust of the
healthcare system stems from a long history of medical
mistreatment among Black Americans that dates back
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to the era of slavery and persists to this day [28]. Recent
studies show Black patients are consistently undertreated
for pain, receive less time with providers, and experi-
ence more structural barriers to care relative to patients
of other racial demographics [29]. Community-led ser-
vices, such as Mobile PrED, are a potential solution that
has been shown to be feasible, popular, and effective at
overcoming systemic barriers to achieve improved health
outcomes.

Notably, as fellow members of the communities
served by Mobile PrEP, many participating staff mem-
bers believed their shared lived experiences in accessing
sexual healthcare within the local context provided them
with the insight needed to deliver care to a tradition-
ally hard-to-reach patient population. This community-
centric approach to patient care has facilitated greater
positive interactions between clients and staff and fos-
tered renewed trust among clients who have been poorly
served by the health care system. Staff also relayed, how-
ever, that creating and maintaining this low-barrier envi-
ronment for clients could be challenging. Further public
health efforts, such as nesting PrEP education within
broader prevention and health promotion efforts, will be
needed to simplify and streamline the process of com-
munity-based PrEP initiation [30, 31]. Ultimately, these
reports highlight the need for sociocentric familiariza-
tion and suggests academic knowledge alone should not
be the sole foundation on which community initiatives
are developed.

This study’s strengths include its exploration of a novel
model for PrEP and sexual health care delivery within a
community disproportionately impacted by HIV and a
wide breadth of stakeholder perspectives to understand
factors that impact implementation and uptake. This
study purposefully evaluated implementation within one
community, in anticipation of a planned expansion of ser-
vices to that neighborhood. While some of the domains
described may apply to mobile PrEP implementation in
many communities, other findings are likely community
specific. For this reason, we believe that assessment and
preparation of each community is an essential compo-
nent of mobile service implementation. Additionally,
not all community stakeholders interviewed were PrEP
candidates and, while invested in enhancing community
health outcomes, may have different perspectives than
the intended users of the service. Finally, we acknowl-
edge that our ability to provide our services at low or
no cost is a unique feature of Mobile PrEP which other
programs may not be able to replicate. This factor may
limit the generalizability of our findings, especially in
regions where cost is a significant barrier to PrEP access
due to insurance challenges or specific program eligibility
criteria.
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Overall, participants in our study found the Mobile
PrEP intervention to be an acceptable and accessible
mode of HIV/STI preventive care for this community.
Work to understand determinants and priorities in a
neighborhood prior to expansion of services provided
useful information for implementation. Future research
to refine understanding of the contributions of different
components of the intervention and to evaluate imple-
mentation determinants in other neighborhoods highly
impacted by HIV are needed.

Abbreviations
PrEp Pre-exposure prophylaxis

nPEP Non-Occupational post exposure prophylaxis

HIV Human immunodeficiency virus

STD Sexually transmitted disease

MSM Men who have sex with men

FDOH Florida Department of Health

eHARS  Enhanced HIV/AIDS reporting system

CFIR Consolidated Framework for Implementation Research

Supplementary Information
The online version contains supplementary material available at https://doi.
org/10.1186/512913-023-10277-1.

[ Supplementary Material 1 ]

Acknowledgements

The authors acknowledge the contributions of the UM PrEP Mobile Clinic
outreach coordinators to this work and the Liberty Square Community Center
for facilitating the mobile clinic site described.

Authors’ contributions
All authors, SB, BY, JB, and SDL, were major contributors to the writing of this
Manuscript. SB and BY coded, analyzed, and interpreted interview transcripts.

Funding

This research was funded by an National Institutes of Health Miami Center
for AIDS Research (P30AI073961) Ending the HIV Epidemic administrative
supplement (awarded to SDL).

Data Availability
Coding, and interview transcripts can be provided by the corresponding
author upon request.

Declarations

Ethics approval and consent to participate

Prior to onset of study activities, approval was obtained from the ethics
committee of University of Miami Institutional Review Board. Written informed
consent was obtained subjects who enrolled in the study. All study methods
were carried out in accordance with relevant guidelines and regulations.

Consent for publication
Not Applicable.

Competing interests

The authors of this manuscript have approved this submission. Additionally,
the authors have no real or perceived vested interests related to this article
(including relationships with pharmaceutical companies, biomedical device
manufacturers, grantors, or other entities whose products or services are
related to topics covered in this manuscript) that could be construed as a
conflict of interest.

Page 11 of 12

Author details

'Department of Medicine, Division of Infectious Diseases, University of
Miami Miller School of Medicine, Miami, USA

2Departmer\t of Medicine, Division of General Internal Medicine,
University of Miami Miller School of Medicine, Miami, USA

Received: 10 April 2023 / Accepted: 4 November 2023
Published online: 27 November 2023

References

1. Golub SA. PrEP stigma: implicit and explicit drivers of disparity. Curr HIV/AIDS
Rep. 2018;15:190-7.

2. Grant RM, Lama JR, Anderson PL, McMahan V, Liu AY, Vargas L, et al. Preexpo-
sure Chemoprophylaxis for HIV prevention in men who have sex with men. N
EnglJ Med. 2010;363(27):2587-99.

3. AIDSVu, Deeper Look. PrEP 2022 [Available from: https://aidsvu.org/
resources/deeper-look-prep/.

4. Elion RA, Fransua M, Stringer HG Jr, Sierra K. Improving HIV Prevention for
Underserved, At-Risk Populations.

5. Shover CL, Shoptaw S, Javanbakht M, Lee S-J, Bolan RK, Cunningham NJ, et
al. Mind the gaps: prescription coverage and HIV incidence among patients
receiving pre-exposure prophylaxis from a large federally qualified health
center in Los Angeles, California: mind the gaps: Cobertura De Recetas E
incidencia de VIH entre pacientes recibiendo profilaxis pre-exposicion de un
centro de salud grande y federalmente calificado en Los Angeles, CA. AIDS
Behav. 2019,23:2730-40.

6. Prevention CfDCa, Surveillance Report HIV. 2018 2018 [Available from: https://
www.cdc.gov/hiv/library/reports/hiv-surveillance.html.

7. Health TFDo. Miami-Dade County Epidemiological Profile 2018 [Available
from: https://www.floridahealth.gov/diseases-and-conditions/aids/surveil-
lance/epi-profiles/index.html.

8. Doblecki-Lewis S, Butts SA, Klose K, Feaster D, Cardenas G, Jones D et al. Pilot
Assessment of a Strengths-Based Patient Navigation Program to Increase
Access to Pre-Exposure Prophylaxis.

9. Doblecki-Lewis S, Liu A, Feaster D, Cohen SE, Cardenas G, Bacon O, et al.
Healthcare access and PrEP continuation in San Francisco and Miami follow-
ing the US PrEP demo project. J Acquir Immune Defic Syndr. 2017;74(5):531.

10. Herbert S, Klose K, Rivera L, Erazo B, Leon BB, King K, et al. editors. 871. Sexual
Health Service Experience and Preferences for Non-Traditional Service Deliv-
ery Among a Predominately Immigrant Latino MSM Population in Miami.
Open Forum Infectious Diseases; 2021: Oxford University Press.

11.  Doblecki-Lewis S, Kobetz E, Butts JB, Torrealba M, Klose K, McGaugh A, et
al. editors. 1965. PrEP On the Go! Implementation Mobile PrEP, STI, and HIV
Prevention Services in South Florida. Open Forum Infectious Diseases; 2019.

12. Damschroder L, Hall C, Gillon L, Reardon C, Kelley C, Sparks J, et al. editors. The
Consolidated Framework for Implementation Research (CFIR): progress to
date, tools and resources, and plans for the future. Implementation science.
BioMed Central; 2015.

13. Hammoud MA, Vaccher S, Jin F, Bourne A, Maher L, Holt M, et al. HIV pre-
exposure prophylaxis (PrEP) uptake among gay and bisexual men in Australia
and factors associated with the nonuse of PrEP among eligible men: results
from a prospective cohort study. JAIDS J Acquir Immune Defic Syndr.
2019;81(3):e73-e84.

14.  Brinkley-Rubinstein L, Peterson M, Arnold T, Nunn AS, Beckwith CG, Caston-
guay B, et al. Knowledge, interest, and anticipated barriers of pre-exposure
prophylaxis uptake and adherence among gay, bisexual, and men who have
sex with men who are incarcerated. PLoS ONE. 2018;13(12):20205593.

15. Jain JP, Strathdee SA, Patterson TL, Semple SJ, Harvey-Vera A, Magis-Rodri-
guez C, et al. Perceived barriers to pre-exposure prophylaxis use and the role
of syndemic factors among female sex workers in the Mexico-United States
border region: a latent class analysis. AIDS Care. 2020,32(5):557-66.

16.  Park CJ, Taylor TN, Gutierrez NR, Zingman BS, Blackstock OJ. Pathways to HIV
pre-exposure prophylaxis among women prescribed PrEP at an urban sexual
health clinic. J Assoc Nurses AIDS Care. 2019;30(3):321-9.

17. Roth AM, Aumaier BL, Felsher MA, Welles SL, Martinez-Donate AP, Chavis M, et
al. An exploration of factors impacting preexposure prophylaxis eligibility and
access among syringe exchange users. Sex Transm Dis. 2018;45(4):217-21.


https://doi.org/10.1186/s12913-023-10277-1
https://doi.org/10.1186/s12913-023-10277-1
https://aidsvu.org/resources/deeper-look-prep/
https://aidsvu.org/resources/deeper-look-prep/
https://www.cdc.gov/hiv/library/reports/hiv-surveillance.html
https://www.cdc.gov/hiv/library/reports/hiv-surveillance.html
https://www.floridahealth.gov/diseases-and-conditions/aids/surveillance/epi-profiles/index.html
https://www.floridahealth.gov/diseases-and-conditions/aids/surveillance/epi-profiles/index.html

Butts et al. BMC Health Services Research

20.

21

22.

23.

24.

25.

(2023) 23:1311

Mayer KH, Agwu A, Malebranche D. Barriers to the wider use of pre-
exposure prophylaxis in the United States: a narrative review. Adv Therapy.
2020;37:1778-811.

Brown EE, Schwartz M, Shi C, Carter T, Shea JA, Grande D, et al. Understanding
why urban, low-income patients miss primary care appointments: insights
from qualitative interviews of West philadelphians. J Ambul Care Manag.
2020:43(1):30-40.

Doblecki-Lewis S, Butts S, Botero V, Klose K, Cardenas G, Feaster D. A random-
ized study of passive versus active PrEP patient navigation for a heteroge-
neous population at risk for HIV in South Florida. J Int Association Providers
AIDS Care (JIAPAC). 2019;18:2325958219848848.

Nydegger LA, Dickson-Gomez J, Ko Ko T. A longitudinal, qualitative explora-
tion of perceived HIV risk, healthcare experiences, and social support as
facilitators and barriers to PrEP adoption among black women. AIDS Behav.
2021,25:582-91.

McCann A. Cities with the best & worst public transportation. Volume 10.
WalletHub; September. 2019.

Yan X, Bejleri |, Zhai L. A spatiotemporal analysis of transit accessibility to low-
wage jobs in Miami-Dade County. J Transp Geogr. 2022;98:103218.
Chaiyachati KH, Hubbard RA, Yeager A, Mugo B, Shea JA, Rosin R, et al.
Rideshare-based medical transportation for Medicaid patients and primary
care show rates: a difference-in-difference analysis of a pilot program. J Gen
Intern Med. 2018;33:863-8.

Unger ZD, Golub SA, Borges C, Edelstein ZR, Hedberg T, Myers J. Reasons

for PrEP discontinuation following navigation at sexual health clinics:

26.

27.

28.

29.

30.

31.

Page 12 of 12

interactions among systemic barriers, behavioral relevance, and medication
concerns. JAIDS J Acquir Immune Defic Syndr. 2022. 10.1097.

Fletcher MR, Hussen SA, Brown D, Grimsley Ackerley C, Henkhaus M, Jones
M et al. Stakeholder-led design of a mobile HIV clinic model to enhance
engagement and retention in HIV care in the Southern United States. AIDS
Care. 2022:1-7.

Yu SW, Hill C, Ricks ML, Bennet J, Oriol NE. The scope and impact of mobile
health clinics in the United States: a literature review. Int J Equity Health.
2017;16(1):1-12.

Cohen W. Medical Apartheid: the dark history of medical experimentation
on Black americans from colonial times to the present. Int J Appl Psychoanal
Stud. 2009;6(4):356-60.

Penner LA, Phelan SM, Earnshaw V, Albrecht TL, Dovidio JF. Patient stigma,
medical interactions, and health care disparities: A selective review. 2018.
Phanuphak N, Sungsing T, Jantarapakde J, Pengnonyang S, Trachunthong D,
Mingkwanrungruang P, et al. Princess PrEP program: the first key population-
led model to deliver pre-exposure prophylaxis to key populations by key
populations in Thailand. Sex Health. 2018;15(6):542-5.

Siegler AJ, Steehler K, Sales JM, Krakower DS. A review of HIV pre-exposure
prophylaxis streamlining strategies. Curr HIV/AIDS Rep. 2020;17:643-53.

Publisher’s Note
Springer Nature remains neutral with regard to jurisdictional claims in
published maps and institutional affiliations.



	﻿Addressing disparities in Pre-exposure Prophylaxis (PrEP) access: implementing a community-centered mobile PrEP program in South Florida
	﻿Abstract
	﻿Background
	﻿Methods
	﻿The mobile PrEP clinic
	﻿Molecular cluster prioritization
	﻿Procedure
	﻿Interview guide development and implementation
	﻿Analysis

	﻿Results
	﻿Intervention characteristics
	﻿Relative advantage


	﻿Adaptability
	﻿Complexity
	﻿Design quality & packaging
	﻿Cost
	﻿Outer setting
	﻿Needs & resources of those served by mobile PrEP
	﻿External policies & incentives

	﻿Inner setting
	﻿Structural characteristics
	﻿Networks & communications
	﻿Culture

	﻿Implementation climate
	﻿Tension for change
	﻿Compatibility

	﻿Characteristics of the individual
	﻿Knowledge & Beliefs about the mobile PrEP intervention and PrEP medication
	﻿Identification with the organization

	﻿Process
	﻿Planning & Engaging
	﻿Executing & reflecting

	﻿Discussion
	﻿References


