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Background: There has been a proliferation of digital health interventions (DHIs) focused on addressing 
human immunodeficiency virus (HIV) prevention and treatment outcomes, including couples-based 
interventions with same-gender male couples. However, the barriers and facilitators of implementing 
couples-based HIV and sexually transmitted infection (STI) prevention interventions using digital platforms 
in community-based organizations remains largely unknown. The goal of this study was to explore the 
implementation determinants of Our Plan, a couples-based DHI designed for new relationships of same-
gender male couples and dyadic, sexual partnerships. 
Methods: Qualitative interviews were conducted with 40 organization leaders, healthcare providers, 
and staff at acquired immunodeficiency syndrome (AIDS)-service and community-based organizations in 
13 states serving populations in Ending the HIV Epidemic jurisdictions. Interview items and follow-up 
questions were guided by the Consolidated Framework for Implementation Research (CFIR) to inquire 
about implementation determinants of Our Plan.
Results: Most participants highlighted several relative advantages of Our Plan: increasing capacity to 
support couples, potential synergy with existing programs, and opportunities to increase patient engagement. 
Participants also discussed relative disadvantages: misalignment with organizational values in the provision 
of patient-centered models of care and low interest from some priority populations. Participants emphasized 
the need for adaptability of Our Plan to fit within their local contexts, which encompassed support for both 
implementers and end-users, cultural tailoring, and privacy and security features. The desired evidence 
needed to implement Our Plan focused on data on impact, acceptability, and usability and functionality from 
communities most heavily impacted by the HIV epidemic. The majority of participants described how Our 
Plan could be integrated within service delivery and aligned with their organization’s aspirational values; 
however, some noted that their organizational culture valued in-person interactions, particularly among 
patients experiencing structural vulnerabilities. Finally, participants discussed how the implementation of 
Our Plan would require additional training and funding for staff to support end-users and a relationship with 
the developers so that they could demonstrate their investment in the communities that their organizations 
served.
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Introduction

In the United States (U.S.), sexual minority men (i.e., 
gay, bisexual, and other men who have sex with men) 
continue to be disproportionately burdened by the human 
immunodeficiency virus (HIV) epidemic (1). Modeling 
studies estimated that one- to two-thirds of new HIV 
infections among sexual minority men occurred in the 
contexts of primary partnerships (2,3). As a result of these 
high HIV incidence estimates, there have been several 
couples-based HIV prevention intervention studies designed 
and conducted with adult, cisgender sexual minority male 
couples (4-8), as well as with younger sexual minority men 

where their partners may or may not have participated (i.e., 
couples-focused) in the intervention (9-11).

Despite the promise of couples-based HIV prevention 
interventions deemed efficacious, there has been limited 
uptake of implementing them in person at community-
based organizations. Couples HIV testing and counseling 
(CHTC) has been widely available in the U.S. since 2015, 
including the provision of and access to training and 
technical assistance for organizations aiming to provide this 
service. However, implementation barriers to sustainably 
provide CHTC have been documented, ranging from a 
lack of leadership support, limited time to train counselors, 
and funding and resource constraints, to the inability to 
integrate CHTC into existing services (12).

Simultaneously, there has been a proliferation in the 
development and use of digital technologies to improve 
health [e.g., native applications (apps), webapps, telephone/
video conference, social media websites], including for 
HIV prevention-care continua outcomes, as a mechanism 
to help circumvent barriers to in-person interventions and  
services (13). Several couples-based and couples-focused 
digital health interventions (DHIs) have been developed 
for sexual minority male couples (6,8-10,14). DHIs have 
the potential to offer many benefits, such as overcoming 
geographic and economic access barriers, convenience, and 
privacy (15,16). DHIs also have the potential to overcome 
implementation barriers by minimizing the need for certain 
resources, such as counselors, compared to couples-based 
interventions provided in person. To date, few, if any, 
couples-based DHIs designed to address HIV prevention 
and care continuum outcomes have demonstrated 
effectiveness in real world contexts or have achieved 
widespread use (e.g., 2GETHER, ReACH2Gether, 
Stronger Together), highlighting the urgent need to 
investigate what and how determinants of implementation 
are impacting the state of couples-based DHIs. 

Conclusions: Our Plan was deemed a promising tool among potential implementers. To ensure optimal 
implementation and organizational fit, Our Plan refinement and evaluation must include implementers and 
end-users most impacted by the HIV epidemic throughout the entire process.
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Highlight box

Key findings
• Our Plan, a couples-based digital human immunodeficiency virus 

(HIV) prevention intervention, was deemed a promising tool 
among potential implementers.

• Potential implementers discussed several advantages and challenges, 
all pointing for the need for developers to work in partnership with 
implementing organizations to help ensure optimal uptake and 
sustainability of Our Plan.

What is known and what is new? 
• There has been a growth of digital HIV prevention interventions, 

including couples-based interventions. 
• This is among the first studies to explore the implementation 

determinants of a digital couples-based HIV prevention 
intervention in community-based organizations.

What is the implication, and what should change now? 
• Many potential implementers saw the value of Our Plan as a way 

to augment present programming.
• Addressing barriers regarding the cultural, financial, and socio-

structural realities of implementing organizations and the 
populations they serve is critical to successful adoption and 
potential for scalability of Our Plan and other digital health 
interventions.
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Our Plan is a DHI that addresses the HIV and sexually 
transmitted infection (STI) prevention-care needs of adult, 
cisgender male-male dyads who are in a new relationship, 
defined as being 12 months or less in duration. Our Plan 
is for dyads who represent a variety of romantic-sexual 
partnerships, ranging from boyfriends and couples to more 
casual ‘situationships’ of ongoing friends with benefits 
(FWBs) and sex buddies. Prior research has identified that 
the first year of romantic-sexual partnerships may present 
partners with heightened vulnerabilities to HIV (17). 
One study found considerable variation of when sexual 
minority men and their partners engage in condomless anal 
sex (CAS), share their HIV serostatus, and form a sexual 
agreement—often, all happening within the first 3 months 
and definitively within the first 12 months (18). Sometimes 
conversations and decisions about HIV serostatus and 
sexual agreements happened within the same day or after 
CAS occurred between the couple (18). For these reasons, 
Our Plan is designed for new romantic-sexual partnerships 
as a mechanism for partners to concurrently and 
collaboratively learn—essential skills and topics about their 
sexual health and relationship needs with the end goal of 
couples developing a comprehensive HIV/STI prevention-
care plan to use and adhere to over time. Our Plan also 
provides partners with access to community resources 
and information about local HIV prevention-care services 
through a geo-locator resource finder. To help ensure the 
protection of participant data, Our Plan was deployed on 
Microsoft Azure using secure servers with end-to-end 
encryption protocols. Access to Our Plan was fortified using 
multi-factor authentication paired with robust password 
expiration policies. In addition, the web development 
staff continuously monitored the DHI to ensure Health 
Insurance Portability and Accountability Act (HIPAA)  
compliance and data integrity.

Acquired immunodef ic iency syndrome (AIDS) 
service organizations (ASOs) and community based 
organizations (CBOs) have been critical in addressing the 
HIV epidemic, particularly in Ending the HIV Epidemic 
(EHE) jurisdictions where public resources including the 
availability of medical care, culturally affirming providers, 
and staffing and support services are often limited (19). 
Evidence also demonstrates that counties with the highest 
HIV incidence and the least optimal geographic access 
to HIV prevention and care services are in locations 
deeply entrenched in systemic racism and other forms 
of oppression (20). These organizations have played an 
essential role in addressing the HIV epidemic for decades 

and will continue to be integral to achieving EHE goals 
given their proximity and connections to communities 
most devastated by the HIV epidemic (21), and are critical 
in implementing new strategies for HIV prevention and 
treatment, and critical provision of addressing structural 
vulnerabilities (e.g., housing, insurance navigation, 
transportation) driving HIV inequities (22). Notably, many 
organizations were able to transition services virtually 
using telehealth to continue providing care for their clients 
during the coronavirus disease 2019 (COVID-19) pandemic 
(23,24), which provides potential support for the feasibility 
of implementation of DHIs such as Our Plan.

While acceptability, feasibility, and preliminary efficacy 
of couples-based DHIs for HIV/STI prevention-care 
have been demonstrated in research contexts (6,9,10,14), 
less is known about the barriers and facilitators for 
implementation within community-based organizations. 
Wide-scale uptake and sustainability of DHIs for HIV/STI 
prevention among couples in real world contexts requires 
a better understanding of what specific determinants may 
help or hinder implementation. The overarching goal 
of the current study sought to identify implementation 
determinants of providing Our Plan within the realm of 
ASOs and CBOs. Qualitative interviews were conducted 
with organization leaders, healthcare providers, and staff 
at ASOs and CBOs to identify themes related to the 
implementation of Our Plan with their patients.

Methods

Participants and procedures 

Qualitative interviews were conducted via Zoom with 
organization leaders, providers, and staff at ASOs and 
CBOs across the U.S. Participants at the organizations 
were recruited through convenience sampling methods, 
whereby they learned about the study from flyers and 
invitation emails. The research team first identified a range 
of ASOs and CBOs by using their personal networks. After 
those options were exhausted, the research team cross-
referenced the EHE jurisdictions with ASOs and CBOs 
that were familiar with the needs of sexual minority men to 
identify additional organizations to contact for recruitment 
purposes. Those who were interested in the study would 
either call or email the research team to learn more about 
the study and screen for eligibility then or complete the 
eligibility screener online. Those who were interested 
and deemed eligible were then scheduled for a one-time 
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qualitative interview conducted over Zoom.
Participants were deemed eligible by meeting all the 

following inclusion criteria: (I) being at least 18 years of age; 
(II) currently employed at least part-time for 6 months at 
a CBO, ASO, or clinic that provides STI treatment and/or 
HIV prevention-care services; (III) having a position with 
their current employer as a medical provider, leadership, case 
manager, HIV test counselor, recruitment/outreach, or other 
staff (e.g., outreach worker); (IV) comfortable participating 
in a video-based interview in English or Spanish over Zoom; 
and (V) able to provide informed consent.

All participants provided informed consent to participate 
and to have their respective interview audio recorded, 
transcribed, checked for accuracy, and de-identified for 
research purposes. Semi-structured interviews were 
conducted by three of the authors between April and August 
2022. The interviews lasted approximately 1 to 2 hours and 
participants received a $50 Amazon gift card for their time. 
The study design and associated procedures were approved 
by Florida International University Institutional Review 
Board (No. IRB-21-0485). The study was conducted in 
accordance with the Declaration of Helsinki (as revised in 
2013). 

Qualitative interviews

The interview items and follow-up questions were guided by 
the Consolidated Framework for Implementation Research 
(CFIR), which explore determinants of the implementation 
of innovations (25,26). The interviews first inquired about 
participants’ knowledge and experiences with DHIs, 
followed by a description of Our Plan and sharing two brief 
videos that lasted approximately 2–3 minutes each. The first 
video explained the purpose and some key features of Our 
Plan whereas the second video provided a demonstration 
of the backend portal of Our Plan, which highlighted how 
data would be managed and tracked. After the videos, 
participants were then asked questions about their opinion 
of Our Plan guided by the CFIR domains. Table 1 provides 
example questions asked in the interviews that map onto the 
CFIR domain. 

Qualitative analysis

Thematic content analyses (27) were conducted by the first 
five authors and Microsoft Excel was used to organize the 
data. First, the team developed a thematic matrix based on 
the CFIR interview guide. The interviewers coded each 

transcript and created a series of main and sub-category 
codes. Participant responses were categorized by each 
code. The thematic matrix was reviewed for completion by 
all five coders. Then, each coder independently reviewed 
participants’ responses by the updated CFIR domains (25) 
and engaged in a consensus process to resolve discrepancies 
through team discussions. After reaching consensus, 
each coder refined their coding. The themes were then 
reviewed as a team and the final structure was reviewed and 
confirmed by all authors.

Results

Sample characteristics

The final sample consisted of 40 participants who 
represented ASOs and CBOs in 13 states serving 
populations in EHE jurisdictions. Specifically, participants 
resided in Alabama (n=3), California (n=4), Florida (n=2), 
Illinois (n=2), Indiana (n=2), Michigan (n=11), Missouri 
(n=4), Nevada (n=1), North Carolina (n=1), Pennsylvania 
(n=1), Rhode Island (n=1), Texas (n=2), and Washington, 
DC (n=6). The majority of participants (45%) were in 
leadership/management positions, 17.5% providers, 12.2% 
case managers, and 27.5% HIV/STI test counselors, pre-
exposure prophylaxis (PrEP) navigators, or outreach 
workers. Participants ranged in age from 22 to 66 years 
[mean (M) =35 years, standard deviation (SD) =10 years] 
and were racially diverse (i.e., 40% Black, 40% White, 7.5% 
multiracial, 2.5% Asian) and 17% identified as Hispanic/
Latinx. Half of the participants identified as cisgender 
women, 42.5% as cisgender men, and 7.5% as transgender 
women. Two-thirds of participants identified as a sexual 
minority person.

Qualitative findings

Innovation domains
The innovation domains refer to the Our Plan intervention 
as a potential  program to be implemented within 
organizations. The most prominent CFIR domains were 
related to innovation: (I) relative advantage, (II) adaptability 
and design, and (III) desired evidence base.
Relative advantage
Relative advantage refers to the degree to which Our Plan 
is better than other available programs or current practices 
within organizations. Most participants highlighted several 
core benefits of Our Plan. Broadly, they perceived these 
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Table 1 Example interview questions

CFIR domain Question

Experience with DHIs So, to start off, would you tell me a little bit about what experience, if any, you have with mHealth or 
these types of online health interventions? 

Intervention characteristics When you think about an app to help empower same-gender male couples to communicate and 
make decisions about their sexual health and well-being, what do you think needs to be included?

What needs to be included to meet community/client needs?

What needs to be included to be able to implement within your existing services?

Now that I gave an overview of the program, what initial thoughts or questions do you have?

Intervention characteristics, evidence 
strength & quality

What type of supporting evidence or proof do you think would be needed about the effectiveness 
(i.e., makes a positive difference) of the app to get staff on board?

Intervention characteristics, relative 
advantage

How does the Our Plan intervention compare to other similar existing programs in your setting or 
organization?

Intervention characteristics, 
adaptability

What kinds of changes or alterations do you think would be needed so that Our Plan would work 
effectively in your setting?

What changes, if any, do you think would be needed for this app to work well for your clients?

Individual characteristics, knowledge 
& beliefs about the intervention

In what ways do you think Our Plan could be integrated into your organization?

Outer setting, patient needs & 
resources

How well do you think Our Plan would meet the needs of the individuals served by your 
organization?

How do you think the individuals served by your organization would respond to Our Plan?

Inner setting, structural 
characteristics, culture

How would the infrastructure of your organization (age, maturity, size, or physical layout) affect the 
implementation of Our Plan?

How do you think your organization’s culture (general beliefs, values, assumptions that people 
embrace) would affect the implementation of Our Plan in your setting?

Inner setting, readiness for 
implementation

If your organization decided to use Our Plan, what would you need to successfully implement it?

What resources would you need?

Who would you need buy-in from at your organization to implement successfully?

Characteristics of individuals, self-
efficacy

How confident are you that you could use Our Plan with your clients/patients?

What would make you feel comfortable or confident using Our Plan in your organization?

CFIR, Consolidated Framework for Implementation Research; DHIs, digital health interventions. 

advantages to include (I) increase capacity to support 
couples, (II) synergy with existing programs, and (III) 
increase reach and engagement with patients. 

One of the most prominent advantages of Our 
Plan described by participants was that it would allow 
organizations to better support couples (see Table 2). Most 
organizations offered various degrees of sexual health 
services, ranging from primary care settings with limited 
sexual health services to ASOs and lesbian, gay, bisexual, 
transgender, and queer/questioning (LGBTQ+) serving 
CBOs that offered specialized programming for HIV 

prevention-care. Participants in primary care settings who 
offered limited sexual health services described Our Plan 
as an important program to promote general conversations 
around sexual health, as well as engage in tailored 
discussions about patients’ sexual health needs (e.g., viral 
suppression, exploring HIV prevention options).

“This topic is not really being hit on by PCP appointments 
[...]. I think that the whole concept to arriving in a treatment 
plan would be an advantage and help them improve their sexual 
health behaviors and also start considering how their behaviors 
are impacting others. Because everyone is HIV positive and not 
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Table 2 Innovation domain themes

Innovation 
characteristics

Definition Participant quotes

Relative advantages

Advantages Advantages included 
the potential to 
increase capacity 
to support couples, 
provide synergy with 
existing programs, 
and the opportunity 
for increased reach 
and engagement with 
patients

“Yeah, definitely, definitely [I would recommend Our Plan to clients]. Even in sexual health, 
it’s often been very individualized. “Let me talk to you about what you’re doing and who...” 
And just that something specifically is developed for partners, I think that... Not that there’s 
nothing like that, but it is different than often we’re one-on-one with people talking to them. 
So I think it’s a good option for helping people look at their own relationships and what 
they want to do as partners, just not as an individual.” (46-year-old queer White woman; 
organization president in the Midwest) 

“If we have a patient, which we have several, that have partners and their partners they 
have not disclosed their status to their partners but that’s something let’s say that they want 
to do, I could see the social worker working something like Our Plan into maybe like their 
case management plan, where they work towards the goal of disclosing to their partner and 
maybe like enrolling in Our Plan and using that as a tool to kind of help them have these 
conversations with their partner.” (32-year-old bisexual Black woman; clinic project director 
in the South)

“[Our Plan] would be another tool in the toolbox of, and also we have this great online 
platform where you can organize your tailored plan. It gives you a lot of buzzwords to like 
advertise your care because I mean certainly, online care and organization that’s tailored to 
the individual patient is the future of healthcare. Right. So, I mean, it just gives an additional 
positive for seeking care at that practice location.” (35-year-old gay White man; program 
coordinator in the South)

Disadvantages Potential 
disadvantages, 
including misalignment 
with the values of the 
organization in the 
provision of patient-
centered models of 
care, and low interest 
from important priority 
patient populations

“A good chunk of our clients are on compassionate release, some have been in prison for 
long period of times, that I think also adds to their lack of technological literacy, so I think we 
often are actually trying to help certain clients, teach them more about technology and stuff, 
but I think [mobile health is] not our go-to just because we know that there’s that barrier of 
understanding there.” (23-year-old straight mixed-race woman; volunteer flow in the South)

“For groups of people who have been, how would you say it, structurally denied a lot of that, 
[chuckle] just based on resources and what our culture values and all of that, the idea that 
we would be able to connect with someone just digitally, without some sort of person-based 
relationship just feels unrealistic to me.” (38-year-old queer white woman; medical provider in 
the Midwest)

Adaptability Adaptability to fit the 
organizations local 
contexts or needs 
included robustness of 
support offered through 
Our Plan, cultural 
tailoring, and privacy 
and security

“Making sure the examples you use or reflect people who are similar to our population is like, 
as you tell little story about someone who got tested for gonorrhea or something, make sure 
it kind of looks like an experience that people in our area would use, make sure this health 
statistics are things that actually matter and are presented in a way that makes them seem 
like they matter as well as being up-to-date.” (29-year-old nonbinary White person; research 
coordinator in the South)

“We need to haves faces of Black male masculine presented couples, stuff like that appeals 
for the people here.” (29-year-old straight Black woman; trans health coordinator in the 
Midwest)

“I assume this is already in there, but it should be very clear that if you’re providing an answer 
on what is going to be shared with your partner and what isn’t gonna be shared. Because 
you would never want someone to get the false impression that they’re writing down some 
information and that’s for themselves, and then it get shared with their partner. They didn’t 
realize it. Right? Because that can put someone into a position where they can be harmed.” 
(23-year-old straight White man; community health worker in the South)

Table 2 (continued)
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Table 2 (continued)

Innovation 
characteristics

Definition Participant quotes

Evidence base

Impact Evidence to 
demonstrate whether 
Our Plan is effective 
at reducing HIV/STI 
testing rates, engaging 
in prevention behaviors, 
and does not negatively 
impact relationship 
functioning

“I would think it would be successful, working well, if people were coming and making 
their... Coming in for HIV, STI testing at least every three months and making their PrEP 
appointments every three months.” (32-year-old queer Black man; administrator in the West)

“I mean, I’d definitely be interested in knowing if there’s any data on oh, if the group that used 
this app has got tested more often or... If people are less likely to contract an STI, I mean, 
that would be amazing if it did that. Or was more likely to increase condom use.” (23-year-old 
straight White man; community health worker in the South)

“I think more data around how that’s actually impacting the behaviors would be cool. So, just 
the overall idea of once they create a plan, how are they sticking to it, and what behaviors 
are they actually changing, what behaviors are they not changing, just so I would know what 
behaviors are being changed by, what shall I do?” (23-year-old bisexual Black man; volunteer 
fellow in the South) 

“If there’s an assessment done where this is like contributing negatively to people’s 
relationships, then I would wanna stop that.” (25-year-old straight Black woman; program 
analyst in the Midwest)

Acceptability Evidence on how Our 
Plan is received by end-
users

“Hearing positive feedback from clients, especially when... Like if they share like, “Oh, this 
module was so good. I’ve learned a lot about myself,” or, “This is a conversation I’ve had with 
my partner,” so I know it’s anecdotal, but I think that’s always so much more beneficial than 
having a survey response, like satisfaction. ’cause when people have really benefited, they’re 
more likely to express that.” (31-year-old straight White woman; director in the West

“To just have someone do that and then say like, ‘Hey, this has helped out me and my 
partner. Maybe allowing a feedback thing inserted into the program. I think just... Yeah, those 
kinds of personal experiences or anecdotes are good evidence, in my opinion, for support in 
terms of like, if this helps people, then this helps people.” (22-year-old queer Middle Eastern 
man; fellow in the South)

“Just knowing that there’s increased enrollment in the program and following through, that’ll 
kinda be the only way I could gauge that.” (27-year-old lesbian SWANA woman; physician in 
the South)

Usability and 
functionality

Evidence to 
demonstrate the 
potential challenges 
and/or ease of using 
Our Plan by end-users 
and implementers

“I think this is a nightmare scenario of what happened but it’s like... You worry. I think one 
thing that’s popped in my head is you never wanna think that someone is going to use this 
tool as a way of trying to control their partner or be invasive in their life.” (23-year-old White 
straight man; community health worker in the South)

“I guess if we find that it’s too tricky to use, not beginner friendly, yeah, if it... Maybe if it takes 
too much time to walk someone through how they use it, that might deter us from using it.” 
(22-year-old Mestizo bisexual woman; health educator in the South)

HIV, human immunodeficiency virus; STI, sexually transmitted infection; PrEP, pre-exposure prophylaxis; SWANA, Southwest Asian and 
North African. 

everyone’s viral loads are under control.” (23-year-old bisexual 
Black man, volunteer fellow in the South)

ASOs and CBOs also described how Our Plan would 
complement their existing services. Specifically, participants 
said that Our Plan could increase the capacity of other 
existing services, namely HIV testing and prevention 

programs, by addressing gaps in programming for 
couples. Notably, the majority of participants from these 
organizations said that they did not offer services for 
couples, except a few organizations did provide CHTC 
in limited contexts, such as at outreach events. In many 
instances, participants described not having the skills 
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or training to provide relationship-specific support and 
considered Our Plan as a useful tool for directly supporting 
patients experiencing relationship issues. 

“It’s something I’m not good at as a case manager, I’m not 
like trained in that aspect of like... I don’t do a lot of prevention 
work, and I’m not trained on how to help maintain healthy 
relationships, I’m not like a therapist or anything, and I don’t 
think it’s an alternative to therapy, but I do think it would help 
meet their needs because a lot of them can’t afford certain access to 
services.” (22-year-old bisexual Black woman; case manager 
in the Midwest)

Second, Our Plan was described as a promising 
resource to address gaps in existing services. Participants 
viewed Our Plan as salient example of how organizations 
could move away from individualized models of sexual 
health by engaging patients in relationships, identifying 
their health needs, and providing tailored support to 
couples. Participants also appreciated Our Plan’s sex-
positive, collaborative approach to addressing couples 
HIV prevention needs. Several participants affirmed the 
importance of combining pleasure and prevention into 
sex education and felt that the sexual health content, in 
addition to educational resources, would reduce stigma 
and promote healthy communication among patients. 
Similarly, participants also appreciated how Our Plan could 
foster positive relationship outcomes, commenting that 
the relationship education modules and activities could 
provide couples the tools and opportunities to have healthy 
conversations about a variety of topics involving sex, 
prevention options, and boundaries. 

“I like that aspect of like, hey it makes those negotiations of 
what we both wanna do to keep ourselves and each other safe, I 
love the... I like that approach of like, Oh, we aren’t really on 
the same page, how do we get to a place where maybe we come 
together and we have a plan that feels comfortable for both of us, 
I like that aspect of that. Because those negotiations and coaching 
clients on how to have those conversations is definitely a part 
of what we do.” (52-year-old White genderqueer person; 
manager in Midwest)

Finally, participants described a range of benefits that 
Our Plan could provide to their organization in terms of 
increasing patient engagement. They described Our Plan 
as a useful tool to help improve the quality of care, reduce 
stigma, and reach a broader patient population. Participants 
from organizations with limited digital infrastructure 
indicated that several Our Plan features would give staff 
more opportunities to stay in contact with patients and 
ensure the likelihood of sustained engagement in services. 

The most relevant features for engagement were short 
message service (SMS)-messaging between staff and patients 
and in-app referrals to clinic services (e.g., PrEP counseling, 
mental health counseling). 

“You know, it might increase actual activity in the clinic 
because it seems like you can communicate with your clinic 
via text and get faster responses. It would be cool to schedule 
appointments. I think you would actually get more clientele if you 
can go on there, talk to your PrEP, a navigator or... And schedule 
appointments. That’s better than sitting on hold.” (37-year-old 
bisexual Black woman; testing counselor in Southwest)

Participants discussed how Our Plan could improve 
quality of care by addressing challenges related to limited 
staffing and resources. Many participants mentioned that 
limited staffing and resources present challenges (e.g., 
high turnover rates) that make providing comprehensive 
sexual health services difficult, such as not having the time 
to answer patients’ questions or disrupting continuity in 
treatment plans. 

“Well, I guess instead, some organizations have a higher 
turnover rate or if their staff... And so if this helps offset the 
load of the existing counselors or navigators, then I think that 
can really help the organization improve their quality of work 
and help clients execute the personalized plans that we create 
for them or that we create together, I should say. I think other 
organizations’ capacity would improve or would increase.” 
(22-year-old queer Mestizo woman; health educator in the 
South)

Some participants also described how Our Plan could 
help overcome stigmas (e.g., sex negativity, homophobia) 
and privacy concerns that often negatively impacts many 
patients’ willingness to engage in conversations about sexual 
health.

“So I tell our patients who especially have had a lot of issues 
with stigma and self-stigma and they don’t wanna... Their 
experience with initially interacting with HIV care was pretty 
traumatic, that we obviously want you to feel better about 
accessing medical care, but if you just really don’t wanna talk to 
people, this is a sweet way to do it ’cause you can get what you 
need, you can get the medical care and you’re not forced into... You 
don’t have to deal with the anxiety of, “I gotta call my doctor.” 
I’d rather you message them and get it done, than sit there for 
two months and fret over calling.” (38-year-old bisexual White 
woman; program coordinator in the South)

One participant described how Our Plan could offer 
some degree of respite for patients who might not feel 
comfortable talking about sex with a provider directly. 
Other participants mentioned that Our Plan is a positive 
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step towards destigmatizing sex and centering patient’s 
agency in their own healthcare. 

“I think is a cool thing and getting to go at their own pace. 
And maybe also if it’s something they... As much as in the role 
that I am, I want people to feel very open talking about their 
sexual health and to destigmatize it. I also understand that 
especially when it’s between partners they’d want that to maybe 
be more private, so I think the fact that it is, again, they have the 
agency to do it on their own with their partners and not to have 
us mediating or whatever.” (23-year-old straight mixed-race 
woman, volunteer in the South)

When it comes to organizational reach, Our Plan 
represented an opportunity to attract a variety of patient 
populations. Most participants mentioned that Our 
Plan would entice younger patients who prefer or are 
comfortable using online platforms in their daily lives. 
Patients described as computer-literate were considered 
another audience interested in the accessibility and 
convenience of a mobile app or digital health interface. 
Patients facing transportation challenges (e.g., poor 
infrastructure, safety, distance to clinic) would similarly 
benefit from digital health services.

However,  par t i c ipant s  a l so  descr ibed  severa l 
disadvantages they perceived about the potential use of Our 
Plan, such as misalignment with the organization’s values 
in the provision of patient-centered models of care, and 
low interest from important priority patient populations. 
The most prominent disadvantages of Our Plan related 
to the value of in-person interactions for provider-patient 
relationships, especially in the context of organizations 
serving populations facing structural vulnerabilities of 
housing and/or economic instability. Participants cited 
multiple examples of how patients experiencing structural 
vulnerabilities would not be able to consistently access 
and potentially benefit from Our Plan due to inconsistent 
smartphone access, a lack of privacy in their current 
housing, or low computer literacy, as well as needing to 
attend to more pressing needs in their lives.

“Some people don’t have that flexibility [in regards to privacy 
to complete Our Plan]. Their kids are there or their partner are 
there, everyone’s working from home, they don’t have a space 
where they can maybe go and talk about the thing that they need 
to talk about in private.” (46-year-old queer White woman, 
organization president in the Midwest)

Many participants described how their organization 
preferred patient-centered, in-person interactions to 
adequately support patients experiencing structural 
vulnerabilities. Participants discussed the importance of 

fostering in-person connections and how this connection 
was integral to fostering a successful provider-patient 
relationship.
Innovation adaptability
Participants gave numerous suggestions for how Our 
Plan would need to be adapted and tailored to fit the 
organization’s local contexts or needs. We found three sub 
themes with adaptability, which included: (I) robustness of 
support offered through Our Plan, (II) cultural tailoring, 
and (III) privacy and security. 

Regarding Our Plan’s  robustness ,  part ic ipants 
emphasized that Our Plan should offer additional, 
scaffolding features and services to address patients’ needs 
more holistically, especially for organizations serving 
patients experiencing multiple structural vulnerabilities. 
One of the most frequently cited desired features was a 
more holistic resource list. Participants offered a variety of 
suggestions to make Our Plan’s resource list more useful for 
patients with multiple, competing needs, such building out 
medical service resources beyond HIV/STI testing, HIV 
care, and education on PrEP and post-exposure prophylaxis 
(PEP). Participants discussed the importance of including 
other important resources such mental health (e.g., gender-
affirming materials, counseling referrals), legal services, 
social services (e.g., housing, nutrition, and health insurance 
navigation), and sex-positive relationship resources [e.g., 
Bondage and Discipline/Dominance and Submission/
Sadism and Masochism (BDSM) safety]. Moreover, 
participants wanted the ability to curate resource lists to 
reflect local contexts, such as including services offered 
by their organization or partner agencies, and to vet and 
edit the listed resources for quality, appropriateness, and 
accessibility. 

“Oh, there’s these few different organizations and they all say 
that they do the same thing, but some of them, people tell you, “Oh, 
I keep calling them and it’s like a black hole.” But other ones, 
people are actually like ‘no’. So I mean, if they’re actually kind of 
tried-and-true resources that people have been able to successfully 
access. I think any resources... Because the app is concerned about 
not being stigmatizing and about being specific to the LGBTQ 
or MSM community. Then making sure that those resources 
are also people who are whatever. Those resources are also quite 
friendly, all those things.” (23-year-old straight White man, 
community health worker in the South)

Other salient examples of desired features in Our Plan to 
support their patients include components for direct linkage 
to complimenting services within the organization, such as 
PrEP navigation or couples therapy, a live chat feature to 
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ask questions and practice conversations, and accountability 
tools (e.g., checklist for prevention plan, reminders for 
medical appointments or medication dosing). 

“With the lack of planning skills that adolescents have and 
follow through skills that adolescents have, the reminders, the 
checklist, and the accountability, the plan is great, let’s make 
the plan together. And then both of us can go back into the app 
together and be like, “You totally didn’t go to the doctor.” And 
then like, “Oh yeah, I forgot.”” (38-year-old bisexual White 
woman; program coordinator in the South)

In regard to the organization, there was a practical 
need for interoperability with digital infrastructure such as 
electronic health records to more seamlessly integrate Our 
Plan into existing services (e.g., healthcare visits) and reduce 
staff burden. Participants also described the importance 
of being able to customize the admin portal dashboard to 
meet their organizational workflow and data and accounting 
reporting needs. 

“I would definitely like the data tools. I think probably sharing, 
with you all and like building like what we actually need. And 
adding that... Those features to where like, perhaps I can just 
go in and those features are already within that administrative 
side that I’m just clicking for like that month or gathering 
data.” (35-year-old gay Black man, project coordinator in 
Midwest)

Participants highlighted multiple opportunities 
for modifying content to better reflect their patient 
populations’ lives and environments, or cultural tailoring 
Several participants wanted to be able to customize Our 
Plan’s educational content to include specific statistics and 
examples that directly acknowledge patients’ geography 
and cultural identities and ground their expectations, such 
as localizing HIV statistics to reflect relevant trends (e.g., 
impact of HIV on Black communities in the South) or 
including stories that speak to common challenges among 
patient populations (e.g., substance use in relationships). 
Some participants described the importance of attending to 
intersectional identities and inclusiveness (e.g., inclusiveness 
of transgender men, those in polyamorous relationships and 
sex work). Most participants underscored the importance 
of Our Plan to be culturally tailored to be more inclusive 
of diverse communities, including using more visuals of 
people, cultural references, and stories or examples that 
reflect different cultural backgrounds. In the words of one 
participant: 

“I think people like to see others that look like themselves in 
these types of things especially for a Latino gay man, he... I think 
he would really like to see... They would like to see representation 

of themselves in these kinds of resources...And when you’re 
increasing that visibility and representation of those communities, 
you’re usually able to build trust much easier and so maybe 
they’ll be more likely to use it, because they see it as like, “Oh, 
this has been catered for me.” It’s not just another thing that 
was translated into Spanish, it’s like, “Oh, okay, I could actually 
use this.”” (22-year-old bisexual Mestizo woman; health 
educator in the South)

Relatedly, participants mentioned the importance of 
being able to tailor or alter the images, videos, and content 
of Our Plan to reflect the communities most impacted 
by the HIV epidemic to increase acceptability and trust 
amongst the communities they serve. Lastly, regarding 
privacy, participants identified a need for improvement to 
safeguard against potential security breaches and protect 
patients’ confidentiality, especially given the sensitivity 
of relationship topics among patients. While participants 
enjoyed Our Plan’s collaborative features, there was a 
concern that partners would not have control of information 
that would be shared with their partner. In addition, there 
was also a general concern about data access within and 
out of organizations. Some participants suggested explicit 
messaging about what, when, and how information will 
be shared with partners to avoid unintended relationship 
conflict or intimate partner violence. 
Evidence base
Participants spoke about multiple different types of evidence 
that would be needed to demonstrate effectiveness and 
subsequently their willingness to implement Our Plan at 
their organization (see Table 2). Participants emphasized the 
need for qualitative data from end-users and organization 
staff and often mentioned practical evidence rather than 
theoretical. These types of evidence were broken down 
into three subthemes: (I) impact, (II) acceptability; and (III) 
usability and functionality.

In regards to impact, the majority of participants 
mentioned that they would want to know whether Our Plan 
was effective in increasing HIV/STI testing and reducing 
HIV incidence. Within this subtheme, participants often 
noted the importance of “success stories” demonstrating 
that Our Plan was effective in helping couples create and 
maintain a prevention plan.

“They’ll [staff] want to see what the data is around, rates 
for HIV and STIs. They’ll wanna see if this platform has had 
any impact on that at all, for the individuals using it, they’ll 
wanna see any success stories as a result of this platform being 
used.” (61-year-old gay Black man, prevention manager in 
Midwest)
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Across the interviews, acceptability data in the form of 
personal testimonies from couples who completed Our Plan 
was the most robust and requested type of evidence that 
they would want. Participants also noted the importance 
of knowing whether Our Plan had any negative impact on 
relationships or contributed to intimate partner violence.

“I think this is a nightmare scenario of what could happen but 
it’s like... You worry. I think one thing that’s popped in my head is 
you never wanna think that someone is going to use this tool as a 
way of trying to control their partner or be invasive in their life.” 
(23-year-old straight White man; community health worker 
in the South) 

Acceptability also included metrics on user engagement 
(e.g., completion of modules), enrollment and retention, as 
well as whether clients enjoyed Our Plan both in terms of 
content and information, as well as the online modality.

“I like the numbers [laughter] but I think patient stories are 
important because the numbers don’t tell everything, the numbers 
don’t tell about the experience as much. And I have found that 
in our world, the patient experience affects everything. I mean, 
it affects adherence, it affects retention and care and everything 
is affected by how the patient feels about it. The HIV world is 
not just straight up medical... I think that patient stories are 
important too. So to answer your question, a combination of both 
[numbers and patient stories].” (38-year-old bisexual White 
woman; program coordinator in the South)

Usability and functionality evidence was described as 
important for end-users as well implementers. Specifically, 
participants discussed the need to have documented 
evidence that demonstrates how technologically challenging 
or easy it is to use Our Plan from organizational staff and 
clients who have already used it. 

“If there’s too many technical difficulties, if they just flat 
out say, ’cause a lot of our clients are very straightforward, “I 
don’t like it. What is this? It doesn’t make sense to me,” if we 
just get a lot of negative feedback [I wouldn’t continue using it 
with clients].” (29-year-old straight woman; trans health 
coordinator in the Midwest)

Participants also noted the importance of immediate 
feedback and resolutions by the Our Plan developers if 
problems arose and how long the wait times would be, 
which could aid in their reluctance to implement and use 
the program.

“And then on my side, if I got to... If I need to talk to someone 
to fix something, if I had the AT&T experience, where you’re on 
hold for two hours and never get a person I’m just hanging up 
and I’m saying, forget it. [chuckle] So whoever I need to talk to, 
to fix stuff, I need to be able to talk to, to fix stuff.” (38-year-old 

bisexual White woman; program coordinator in the South)
Across each of the “evidence-base” subthemes, 

participants noted the importance of transparency of 
reporting end-users’ demographic information, with a 
specific desire for evidence to come from people of color. 

“Just like how much engagement is there over time on, 
specifically among Black, same gender loving men, because as you 
know yourself, a lot of times studies are not inclusive of or focused 
on that community.” (35-year-old gay Black man; project 
coordinator in the Midwest)

Inner setting
The inner setting refers to the ways in which participants 
could envision Our Plan being implemented within their 
organization. The three most prominent inner setting 
domains were: (I) the compatibility of Our Plan within 
existing services, (II) culture in determining whether Our 
Plan aligned with the values of the organization, and (III) 
the required materials and equipment to implement Our 
Plan. 
Compatibility
Compatibility refers to the degree to which Our Plan fits 
within workflows, systems, and processes at implementing 
organizations. In general, participants described different 
types of programs and opportunities to integrate Our Plan 
within their current programming but also noted potential 
facilitators and barriers to integrating Our Plan within 
their organization. The majority of participants discussed 
how they could imagine Our Plan fitting into the existing 
HIV/STI prevention services, including testing and PrEP 
delivery or within primary care service. Others suggested 
that Our Plan could fit within behavioral services, within 
a research division, and/or outreach services and events. 
One participant mentioned that Our Plan would be best 
implemented during front desk interactions.

As shown in Table 3, participants reported several 
facilitators or benefits to implementing Our Plan within their 
organization. Participants described three primary benefits 
to Our Plan, specifically serving as a means to help couples 
get engaged in care and take ownership of their health, 
facilitating conversations between partners about their sexual 
health, and improving care coordination and retention in 
care. Regarding care coordination, one participant described 
how Our Plan may even be beneficial to support their clients 
experiencing intimate partner violence. 

“Right. Or like, have you felt safe in your relationship, going 
through all these topics? If not like, how can we support you in 
that? Like maybe if there’s an interest in therapy for folks, having 
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Table 3 Inner setting themes

Inner setting Definition Participant quotes

Compatibility

Facilitators Perceived benefits 
to integrating Our 
Plan within existing 
workflows, systems, 
and processes at 
the implementing 
organization, including 
engagement, facilitating 
sexual health 
engagement, and 
care coordination and 
retention 

“So I think this will help re-engage clients and allow them to make their own decisions and take 
their health into their own hands. So maybe not rely on the counselor as much. When they are at 
home or have free time they can look at this, but obviously they can still call a counselor if they 
have any questions.” (22-year-old Mestizo bisexual woman; health educator in the South)

“We do have conversations about sexual health. I don’t think we have them as often, so I think it 
would help. We talk a lot about medication adherence and stuff but we don’t talk as much about 
how to be open with your partner and things like that.” (23-year-old mixed-race bisexual woman; 
volunteer fellow in the South) 

“I think it would probably increase collaborations, you know, based on the kind of conversations 
you’re having with clients. There might be a need to loop more people in... I’m thinking 
specifically, like the thing that came to mind was, oh, like we might need to, collaborate with the, 
health department or the STI clinic to get somebody tested or treated, it might refer somebody 
in for behavioral health services or couples counseling or, you know.” (52-year-old White 
genderqueer person; case manager in the Midwest)

Barriers Perceived concerns 
to integrating Our 
Plan within existing 
workflows, systems, 
and processes at 
the implementing 
organization, including 
losing human touch, 
client burden, and 
intimation by DHI

“When the peer role models were doing it and they could possibly be the ones that are trained, 
and put on phones or in front of a video camera, that it’s still as long as they you are trained 
well, and they can see somebody face to face even on their phones, can still say to them in a 
human connection sort of way, “Okay, this is what we are gonna do.” And it doesn’t have to be 
a long conversation, but it’s just that, culturally, a lot of our people feel the coldness of online 
interventions. And they need the human touch so they can open up and they can admit to using 
needles well or they can... What other risk behavior they’re involved in that maybe they didn’t 
wanna press those buttons on this other opportunity.” (49-year-old gay Latino male; director in 
the South)

“An intake already takes almost an hour and a half to get people to sign paperwork, and now 
you wanna add this extra layer, if that’s your question, it’s like it’s just not feasible ’cause a lot of 
our clients just wanna get in and get out. Unfortunately for some of our clients, coming to this 
building can be stress inducing and traumatic because it reminds them of their status... Our Plan 
is not a fit for us.” (55-year-old White gay man; health educator in the Midwest)

“It’s intimidation. Some clients may be intimidated by the app and some case workers may be 
intimidated for their clients regarding the app. So, that could be discouraging. Yeah. That would 
discourage them from referring clients.” (36-year-old gay Black man; program coordinator in the 
Midwest)

Culture

Facilitators Perceptions that Our 
Plan was aligned with 
organizational culture, 
which included a focus 
on communication, 
sex-positivity and de-
stigmatizing messaging, 
and open to trying new 
innovations

“I think everybody would be on board with this. I think we do... I think our goal is to educate 
people and this is a really good tool in helping people communicate and become educated about 
their own health.” (37-year-old queer Black man; HIV testing counselor in the West)

“I mean, again, I wouldn’t think it would affect because we actually, like when we did educational 
sessions we would talk about that every relationship is different and you have to respect 
everybody’s decision on what they want to do or how they want to do it. So by not closing out 
or putting in a box or judging or stigmatizing this partner and this couple, it would actually be 
beneficial for the study.” (35-year-old White gay man; program coordinator in the South)

“I think we’re really advanced and we really take pride in you know... I guess, being 
comprehensive with all of the things that we teach or implement or educate folks on, and I just 
think that as a whole, our organization is really open to anything that would benefit, have the 
greater good of the community, so anything that could be educational or helpful or provide a 
resource to people in need.” (29-year-old Black straight woman; project director in the Midwest)

Table 3 (continued)
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Table 3 (continued)

Inner setting Definition Participant quotes

Barriers Perceptions that Our 
Plan was misaligned 
with the organizational 
culture, which included 
preferences for in-
person interactions, 
lack of interest in 
couples-based 
programming, limited 
education in harm 
reduction strategies, 
discomfort discussing 
sexual health, limited 
technology literacy, high 
staff turnover, and the 
potential to reinforce 
implementing staff bias

“I think we have some staff who might be a little bit resistant to it just ’cause we have some staff 
who are not the biggest on like using technology for things and prefer to do things in person.” 
(22-year-old bisexual Black woman; case manager in the Midwest)

“I think our culture is slightly anti-couple in... Anti-couple in the same room, we kind of try... I 
think where we have an emphasis on individual health, like you know with PrEP and stuff like that. 
It’s all about taking the power into your own hands, and especially in the room, it’s like we can 
talk openly and honestly about what you really think about your couple, or do you think they’re 
sleeping around, do you think they’re not being truthful to you. A lot of the patients who do 
come in are suspicious of their partner, don’t trust their partner, stuff like that, that’s why they’re 
in there. So I think there’s a reason that we don’t have couple services.” (22-year-old Middle 
Eastern queer man; fellow in the South)

“I think one thing to... And that’s always a burden, it’s just turnover. We have physicians like 
myself who are in training, and so I just happen to be staying on at my organization. But for those 
who aren’t, there’s this sort of constant need to keep people apprised of what’s going on, like... 
Well, we just hired... There’s this new incoming class of residents, and they’re all gonna be seeing 
these patients in the clinic. So how can we quickly train them on it, and make sure they’re aware 
of it so they can offer it to people?” (33-year-old straight mixed-race woman; medical provider in 
the Northeast)

Materials & resources

Staffing Desired staffing would 
require additional 
funding and included 
ongoing technological 
support, and funding for 
implementing staff to 
support end-users

“Somebody who’s able to troubleshoot ’cause a lot of times people will call the clinic if there’s 
problems with like research apps that we use, you know, unable to open it, they’re crashing, like 
tech support.” (37-year-old queer Black man; HIV testing counselor in the West)

“Through that process for people to maybe kind of get them engaged in that. And definitely like 
some support for the couple itself, like through the process, you know. So having team members 
that are ready to support them, that have questions. And, but I do think that it really helps if we 
have like couples that come in.” (35-year-old gay Black man, project coordinator in the Midwest)

Training Desired training needed, 
including multiple areas 
as well as ongoing and 
immediate support with 
the Our Plan developers

“We would need training on the administrative side and also training in how to help people on 
the patient side. So I think like having people competent in both of those and some guidance in 
getting there.” (34-year-old pansexual White trans man; RN in the Midwest)

“Education for staff, integrational materials for how to talk about this with clients.” (23-year-old 
straight White man; community health worker in the South)

STI, sexually transmitted infection; DHI, digital health intervention; HIV, human immunodeficiency virus; RN, registered nurse. 

those resources available with their social workers and having to 
look ’em up blind but like, you know, people decide they wanna 
work on couples therapy or if there’s new concern for... In a part, 
whether personal violence, like how do we, again, support clients 
who might be going through things they haven’t previously.” 
(33-year-old straight Black/mixed race woman; medical 
provider in the Northeast)

The primary barrier or concern reported was “losing 
human touch”, as some participants described how 
their organization had a strong preference for in-person 
interactions with their clients. Specifically, several 
participants described how their clients found online 

interventions without a human connection to feel “cold”, 
“impersonal”, and “intrusive”.

“I just don’t think for our clientele, I’m just being honest, I 
think for our clients, our patients, it’s a little too intrusive. It’s a 
little... And not only is it intrusive, it’s very impersonal. You know 
what I mean? It’s like people want a human being, they want 
that human contact.” (55-year-old gay White man; health 
educator in Midwest)

Other barriers included that the intake process 
was already burdensome and offering a DHI may be 
intimidating for their clients, leading implementers to be 
reluctant to offer Our Plan to their patients. 
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Culture
Culture refers to the degree to which participants perceive 
that Our Plan is aligned with the values, beliefs, and 
norms within their organization. Participants explicitly 
mentioned that Our Plan fit in their organizational culture 
and specifically described their values around fostering 
communication, including communication with partners. 

“We really value communicating. So I think this is just an 
extension of communicating and it would teach our clients to 
like communicating with each other and like their partners and 
stuff like that. So I think it fits right into our culture so yeah.” 
(22-year-old straight Black woman; HIV tester and outreach 
coordinator in the South)

Participants also mentioned how the sex-positive and de-
stigmatizing framing of Our Plan was aligned with their 
current or aspirational organizational values.

“So I think we’re actually at a really cool place right now 
where a lot of folks who are not interested in sex positivity and 
thinking about pleasure and thinking about people as people 
having sex and interactions with one another have left the field 
because they’ve realized they don’t have that value. We’ve now 
been welcoming more people and we’re explicitly asking about 
that. So I think right now we’re building a culture where that’s 
a foundation. Everybody that gets hired is learning about sex 
positivity and pleasure and how we talk to people about sex.” 
(30-year-old White nonbinary person; clinic manager in the 
Midwest)

In addition, a few participants explicitly mentioned their 
organization valued trying new programs for their clients.

“I think as an organization at large, there’s a receptiveness to 
this sort of wanting to be innovative and on the cutting edge of 
service delivery, so I think that would be advantageous to getting 
people to take this up and wanna offer it to clients. I’m trying 
to think if... I really don’t think there’d be many people pushing 
back, just because, again, we’ve seen what it means to open doors 
for people.” (33-year-old straight mixed-race woman; medical 
provider in Northeast)

Barriers or misalignments between organizational 
cultures and Our Plan varied. Participants noted that 
there could be a potential lack of interest in couples-based 
programming, particularly among staff who might be 
implementing it, coupled with limited education in harm 
reduction strategies, discomfort in discussing sexual health, 
limited literacy about and using technology, as well as high 
staff turnover with concerns about who would train new 
staff. There was also concern that staff implementing Our 
Plan may not taking the time to fully understand their 
client’s needs before suggesting the program, resulting 

in unintentionally or inadvertently profile clients for the 
program based on their own misperceptions and views 
towards individuals. One participant captures this idea and 
emphasizes the importance of checking in beforehand to 
gauge if and how using an DHI, like Our Plan, could help 
meet their client’s needs. 

“Having people that work in this field and still holding onto 
bias and misconceptions around queer people and trans people and 
all the things within that. And I think if I’m offering an app, 
it’ll just be like, Oh, okay, you are Black and gay or you’re this or 
that. Or you came in here, this... You know, you clearly need this. 
Versus, we have this app. How do you feel? What do you need, 
would this work for you? I think just doing more of that and not 
so much of this because of my own perceived misconceptions and 
ideologies, you clearly need this. And I think that’s like... That’s 
even with condoms, like we’re constantly throwing condoms at 
people. And, even for me, when I first came out, it was like, ‘you’re 
gay, you are gonna get HIV.’” (35-year-old gay Black man; 
project coordinator in Midwest)

Some participants also described how their organization 
valued in-person interactions. This was particularly 
evident among organizations that served patients who were 
experiencing structural vulnerabilities. For example, one 
participant described how their patients often experience 
homelessness without consistent access to phones or the 
internet, which would require them to come into the 
organization to engage in the program. 

“Yeah, so we do have a great number of clients experiencing 
homelessness that lose their phones all the time or their phones get 
turned off, and don’t have access to the internet. So that would be 
a barrier with implementation for those clients. So it may not be 
the most feasible thing for them to do unless they come in and do 
it on a computer since it’s web based.” (32-year-old queer Black 
man; administrator in the West) 
Materials and equipment
The materials and equipment domain refers to the supplies 
that participants described as needing to be available to 
implement and deliver Our Plan. Participants described 
the need for staffing and training resources to implement 
any DHI, and specifically Our Plan. Given staffing 
shortages and high staff turnover, participants discussed 
how the implementation of Our Plan would require 
additional funding for staff to support end-users, along with 
technological support.

“I think that there would have to be some sort of funding that 
is paired with an intervention like this. If this is going to be used 
for a larger study and as something to prove that it is worthwhile, 
then we should also get some support in terms of technical 
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assistance in using it, in terms of funding a part-time person to 
be the person who is the manager of this intervention if it really is 
going to be implemented in a major way.” (30-year-old White 
nonbinary person; clinic manager in Midwest)

Participants also discussed the need for a relationship 
with the Our Plan developers that demonstrates developers’ 
investment in the communities that the organizations serve 
beyond academic accolades. 

“I think something I have recently somewhat seen just 
disconnects in the academic world, are you kinda losing some of 
that personal touch when some people, like the white-collar world, 
do not see with the blue collar world. So just make sure you make 
that connection in a meaningful, truthful and honest way that 
maybe the person promoting it is also someone that uses it or 
someone that has a partner that they also say they would benefit 
from if they had used it when they were younger or something like 
that. Giving a personal story to show the efficacy of it.” (25-year-
old gay Asian man; study coordinator in the South)

The majority of participants mentioned training 
as a necessary and needed resource to include for the 
implementation of Our Plan. Training included several 
different components (e.g., how to implement Our Plan, 
couples’ communication skills, LGBTQ+ and sexual health 
promotion cultural competency), that were specific to 
Our Plan but also spanned other topics and skills relative 
to offering services to couples and partnered individuals. 
Participants also mentioned the need for ongoing and 
immediate support and connection with the developers as 
questions or challenges arose during implementation. 

“I mean, I think definitely there would need to be some type of, 
opportunity for the training so to say, you know what I mean? So 
that it’s not just something that’s just thrown at us and like, ‘Hey, 
here, you go figure it out. Figure it out if you want to.’ But, so I 
think that’s really helpful. Just any type of some... Making sure 
that there is support. So that if questions on our end, like the back 
office type end come up, that it’s there, they’re okay. We can reach 
out here and it’s not gonna take three weeks for this question to be 
answered. And, you know what I mean?” (43-year-old mixed 
race trans woman; prevention coordinator in the Midwest) 

Discussion

Findings from the present study provide important and 
useful information about implementation determinants 
of Our Plan—a couples-based DHI designed for new 
relationships of same-gender male couples and dyadic, 
sexual partnerships. ASOs and CBOs play a critical role in 
addressing HIV inequities, and DHIs have the potential to 

help improve client reach, provide additional educational 
information, and help complement the services offered at 
these organizations. Yet, what is required to make this a 
reality—that is, involving and/or integrating DHIs with 
ASOs and CBOs for HIV prevention-care—requires careful 
attention and consideration. Our findings relate to one 
example of DHI and what might be needed to bridge the 
gap of ‘virtual’ with ‘in-person’ services to subsequently 
expand and enhance HIV prevention-care in the US.

Overall, potential organization implementers thought 
Our Plan could be one way to address service and 
programming gaps via a couples-based DHI, which aligned 
with their organizations’ mission and culture to provide 
HIV prevention and care in a holistic manner. Given 
documented barriers to providing in-person services for 
couples, such as CHTC (e.g., limited staffing and challenges 
with service integration) (12), most potential implementers 
were excited about the potential to offer a couples-based 
DHI that focused on communication skills with sex positive 
framing, and saw the benefits of increasing their capacity 
to support couples. Importantly, participants discussed 
several plausible configurations for integrating Our Plan 
into existing workflows that could bolster organizational 
capacity (e.g., increased referrals, improved retention, 
reducing staff effort). Their thoughts and excitement 
collectively confirmed that efforts to develop couples-based 
and couples-focused DHIs for sexual minority male couple/
dyad groups have and will continue to be central to HIV 
prevention and treatment efforts writ large (6,8-10). 

It is important to note that insights and feedback 
from potential implementers may have stemmed from 
their limited exposure to Our Plan (i.e., very brief videos 
providing an overview of the DHI), including some of 
the recommendations they had about what would be 
needed for their organization to successfully use this DHI. 
Nonetheless, potential implementers discussed the need 
for Our Plan to offer sufficient safeguards to protect their 
clients’ privacy and safety, specifically around information 
sharing in the relationship and partners working together 
as a couple/dyad. Their concern for future clients’ safety is 
warranted. The videos showcasing Our Plan did not include 
two important aspects about it: (I) the data security features 
that were used to host and access it, and (II) the informed 
consent and onboarding process that each partner/couple 
had undergone before experiencing the intervention within 
the DHI. 

As noted in the Introduction, Our Plan used several data 
security features for both types of end users (participants/
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clients, admin/research team members), as well as protocols 
to ensure HIPAA compliance. For brevity purposes, the 
videos did not showcase these details about Our Plan 
and as a result, potential implementers would not have 
known about these features. It is recommended that these 
important data security features of a DHI be highlighted to 
potential implementers, including how the features work 
and what purpose they serve. 

Regarding clients’ safety, the consent process entails 
that each individual currently feels safe in the relationship, 
has not experienced any type of emotional, sexual, mental, 
or physical harm from their current relationship partner 
(ever or recent), and does not feel coerced to participate 
in the study or use Our Plan. The feedback from the 
potential implementers highlights the need to provide this 
critical information when showcasing and describing DHIs 
regarding scale up, as well as thinking about what additional 
safeguards might be needed outside of the research 
study context. One possibility would be to maintain the 
aforementioned research informed consent process for 
Our Plan (and similar DHIs for dyads) when offered in the 
real world context. ASOs and CBOs could also consider 
integrating and offering their own consent or informational 
awareness process to their clients for DHI(s) they intend 
to offer or refer to for HIV prevention and care. Another 
option to consider for client safety could entail updating 
core behavioral mechanisms embedded within Our Plan 
that encourage couples to work together to create an HIV 
prevention-care plan that meets both partner’s needs. The 
change would include incorporating design features to give 
clients control over what and how information is shared 
with their partner to avoid unintended adverse events 
such as relationship conflict or intimate partner violence. 
As such, the DHI—pending on users’ preferences—may 
result in being a couples-focused or relationship-oriented 
DHI rather than a true couples-based DHI. The drawback 
of offering this design feature is that it changes the core 
principle of providing couples-based interventions to 
couples and sexual dyads where the overarching goal is 
to help partners be on the ‘same page’ about their sexual 
health. 

Potential implementers also underscored the importance 
for Our Plan to better reflect the identities (i.e., through 
images) and needs [i.e., content with related resources 
(BDSM)] of the local communities served by their 
implementing CBO or ASO. Human-centered design 
principles and members of the community of focus were 
used to guide and provide input toward the development 

of Our Plan, including its current iteration. Despite these 
efforts and in light of what potential implementers shared, 
the images in the DHI lacked sufficient representation of 
all community types served by the potential implementing 
CBOs and ASOs, nor comprehensive content with 
relevant resources. Cultural tailoring and providing other 
major updates to the base form of a DHI has long been 
noted as a necessity as well as a significant challenge (28). 
The challenge of DHIs to meet the needs of varying 
communities by CBO/ASO is centered on providing a 
design that allows flexibility to ‘add’, ‘remove’, and/or 
‘update’ images, content, and resources for cultural tailoring 
purposes, and whether needs of varying communities can 
be met from the same DHI. A related challenge centers on 
who or what entity would hold responsibility and needed 
resources to change and/or update a DHI for any given 
CBO or ASOs. Another approach would entail involving 
potential implementers in the development of the DHI 
from the onset (i.e., bottom-up) (29,30), which may aid in 
creating a practical design that permits more flexibility to 
tailor and allow sufficient representation of communities 
served by the implementing CBO and ASOs.

From an organizational-level perspective, there 
were also perceived barriers to implementing Our 
Plan. Consistent with prior findings (23,24), potential 
implementers discussed how their organization had 
experienced difficulties switching to virtual services during 
the COVID-19 pandemic. These potential implementers 
had concerns that Our Plan would not complement their 
organization’s holistic, person-centered models of care 
and work within their culture, primarily because of the 
necessity for in-person connections with clients. From their 
perspective, many of their clients experience significant 
structural vulnerabilities, and may not have the technology 
literacy or data plans necessary to use a DHI such as Our 
Plan. In the U.S., it has been estimated that approximately 
21 million people do not have fixed broadband internet 
access and rely on mobile devices for online access (31), 
which significantly limits digital connectivity (32). For 
example evidence suggests that 25% of Latinx and 23% 
of Black individuals are solely reliant on smartphones for 
internet access compared to 12% of White individuals (33). 
And while many people living in poverty have some form 
of internet access (34), individuals with lower income levels 
are more likely to solely rely on smartphones compared 
to those with higher income-levels who also have access 
to broadband internet connections (35). Notably, these 
patterns occur at the neighborhood level whereby evidence 
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suggest that neighborhoods with low-level incomes have 
the lowest internet subscription rates (36) and nearly half 
of low-income households rely on limited cellphone data 
plans or public wifi hotspots for online access (37). While 
DHI have the potential to increase access to health services 
by seemingly addressing a host of social determinants of 
health in low-income and rural communities, disparities 
in digital connectivity represent a fundamental challenge 
to the ensuring that the benefits of DHI like Our Plan are 
equitably distributed and accessed among communities 
that might benefit from it most. The COVID-19 pandemic 
confirmed research about digital divides among populations 
experiencing structural vulnerabilities among organizations 
that them as well (38). Though many organizations had 
adopted DHIs, specifically telehealth, to maintain continuity 
of care-services during the COVID-19 pandemic, research 
has noted that many of the organizations who serve 
communities most heavily impacted by the HIV epidemic 
have their own set of challenges for digital access, often 
lacking technological literacy and resources (i.e., digital 
connectivity) to effectively use DHIs (38). Organizational 
implementers emphasized the importance and need to 
form strong partnerships between developers/researchers 
and stakeholders (e.g., implementing staff, end-users) 
throughout the entire research-to-implementation process 
to help ensure the usability, uptake, and impact of Our 
Plan, including among populations experiencing structural 
vulnerabilities (39). 

Regardless of the organizational culture and client 
population, potential implementers noted that in order 
to integrate Our Plan into their organization’s existing 
services, a few requirements would need to be met. First, 
the interoperability of Our Plan’s platform must be able to 
co-exist or ‘talk’ with the CBO/ASO’s information systems 
used for electronic health records and case management, 
for example. Ongoing technological training and support 
for staff and end-users would also be needed amongst 
potential implementation organizations. Lastly, potential 
implementers expressed the potential that Our Plan could 
be billed through existing federal funding sources (e.g., the 
Ryan White HIV/AIDS Program). The aforementioned 
practicalities have previously been documented about the 
integration of DHIs within healthcare settings (40,41), and 
are particularly important for smaller organizations with 
limited resources (42). 

Taken together, our findings highlight the potential 
for Our Plan, as a couples-based DHI by potential 
implementers in community settings. Study findings 

also highlighted importance of utilizing Health Equity 
Implementation Frameworks in the development-
implementation process (43-45).  Implementation 
determinants were often intertwined with principles of 
social justice. As such, Our Plan and other DHIs must 
account for different the cultural factors related to the 
implementers and end-users, potential bias in clinical/
service encounters, and the larger social context of the 
organization that are critical for implementation success. 

Limitations

The current project is among one of the first couples-based 
HIV prevention DHIs to inquire about the determinants 
of implementation during the developmental phase. The 
findings from this work must be considered in light of 
the project’s limitations. Although we were able to reach 
several organizations across different EHE jurisdictions, 
we were unable to reach all jurisdictions, thereby limiting 
generalizability of the findings. In addition, participants 
were from organizations that our team had personal 
connections with or were willing to participate in the 
project. Interviewers were selected who were not part of 
the development of Our Plan or had any investment in 
its success, which allowed participants to openly share 
their opinions. Nonetheless, social desirability bias may 
be possible. We chose individual interviews to learn about 
potential implementers unique perspectives about Our 
Plan within their organizational context. Future evaluation 
research may consider using focus groups to generate a 
shared understanding of implementation determinants of 
Our Plan. Our Plan currently does not include specific 
accessibility features; however, the next iteration will 
include accessibility features to improve experiences for 
people with disabilities, which include careful consideration 
of color choices and audio. Finally, we inquired about 
hypothetical implementation where participants only saw a 
brief overview of Our Plan without having full access to or 
the ability to use the DHI. Thus, study findings may reflect 
this limited exposure to the DHI and may differ compared 
to potential implementers being able to use Our Plan as 
both types of users (i.e., client/participant couple vs. CBO/
ASO staff). 

Conclusions

In an era in which DHIs, including couples-based DHIs, 
continue to be developed to address HIV prevention 
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and care continua outcomes, our findings highlight the 
importance of working closely with potential implementers 
and end-users throughout development phases and planning 
early for sustainable scale up. We found high interest in Our 
Plan from potential implementers to address gaps in service 
needs for couples. Many potential implementers saw value 
in Our Plan as a supplement to existing in-person services. 
Addressing barriers regarding cultural, financial, and socio-
structural realities of implementing organizations and the 
populations they serve is critical to the success of adoption 
and potential scalability of Our Plan. Taken together, our 
findings underscore the importance of including principles 
of implementation-dissemination early on and throughout 
the research development process to help ensure the uptake 
and sustainability of couples-based DHIs, such as Our Plan.
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