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Abstract
Background
Long-acting injectable cabotegravir plus rilpivirine (LAI CAB/RPV) has several potential benefits over daily oral formulations for HIV treatment, including the potential to facilitate long-term adherence and reduce pill fatigue. We aimed to assess facilitators of and barriers to LAI CAB/RPV implementation and delivery through the perspectives of physicians and clinical staff, and the experiences of LAI CAB/RPV use among people living with HIV (PLWH) at a Ryan-White supported safety-net clinic in North Texas.

Methods
We conducted semi-structured interviews with recruited clinic staff (physicians, nurses, and support staff) involved with LAI CAB/RPV implementation and PLWH who switched to LAI CAB/RPV and consented to participate in individual interviews. Data were collected from July to October 2023. Our interview guide was informed by the Reach, Effectiveness, Adoption, Implementation, Maintenance (RE-AIM), and Proctor Implementation Outcomes frameworks. Qualitative data were analyzed using a rapid qualitative analysis approach to summarize key themes.

Results
We recruited and interviewed 15 PLWH who transitioned to LAI CAB/RPV and 11 clinic staff serving these patients. PLWH conveyed that emotional and informational support from family or a trusted clinician influenced their decision to switch to LAI CAB/RPV. PLWH also reported that injectable treatment was more effective, convenient, and acceptable than oral antiretroviral therapy. Clinic staff and physicians reported that staff training, pharmacist-led medication switches, flexible appointments, refrigeration space and designated room for injection delivery facilitated implementation. Clinic staff cited medication costs, understaffing, insurance prior authorization requirements, and lack of medication access through state drug assistance programs as critical barriers.

Conclusions
Our study offers insights into real-world experiences with LAI usage from the patient perspective and identifies potential strategies to promote LAI CAB/RPV uptake. The barriers to and facilitators of LAI CAB/RPV program implementation reported by clinic staff in our study may be useful for informing strategies to optimize LAI CAB/RPV programs.
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Contributions to the literature:

	Prior studies have identified potential barriers to LAI CAB/RPV implementation, but none addressed multi-level factors that may impact LAI CAB/RPV sustainment.

	We evaluated LAI-CAB/RPV implementation and assessed the experiences of LAI CAB/RPV use among PLWH who switched to injectable therapy.

	Patients, physicians and clinical staff endorsed LAI CAB/RPV use, but several barriers were reported including medication costs, understaffing, prior authorization requirements, and lack of medication access through state drug assistance programs.

	Our findings address multi-level factors that may impact LAI CAB/RPV implementation and sustainment which may inform the development of strategies to facilitate scale-up of LAI CAB/RPV, particularly in safety-net settings.





Background
In January 2021, the US Federal Drug Administration approved a combination of long-acting injectable cabotegravir plus rilpivirine (LAI CAB/RPV) as the first complete LAI therapy for maintenance of HIV treatment in virally suppressed patients [1–3]. LAI CAB/RPV was initially approved for monthly administration with an oral CAB/RPV lead-in [2, 4, 5] but subsequently updated to make the oral CAB/RPV lead-in optional [4, 6]. The regimen is delivered either monthly or bimonthly through two intramuscular injections. LAI CAB/RPV has the potential to facilitate adherence by alleviating the pill fatigue associated with oral antiretroviral therapy (ART), reducing stigma, and increasing privacy for people living with HIV (PLWH) [7, 8].
Prior studies [7, 9–18] have identified potential barriers to LAI CAB/RPV implementation, including workflow changes [10, 12], provider concerns about potential drug resistance [11–14, 18], and administrative difficulties with medication approval and billing [7, 9, 12, 18]. Nevertheless, these studies have certain limitations. First, sustainability on LAI CAB/RPV implementation has not been addressed in published studies [7, 9–13, 17]. Thus, it is unclear how multi-level factors to initial implementation may impact the long-term sustainability of LAI CAB/RPV delivery. Furthermore, several studies [7, 15–17, 19, 20] only assessed implementation anecdotally without reporting data on implementation outcomes. Similarly, studies [9, 10, 12, 13] that used determinant frameworks were mainly focused on understanding contextual factors that influence implementation outcomes before or during the early stages of implementation. A few studies were also conducted before FDA approval or prior to implementing LAI CAB/RPV in real-world settings [10, 13, 14]. Finally, patient preferences of LAI CAB/RPV were primarily studied in the context of clinical trials [21–23] or included PLWH who had not received LAI CAB/RPV [10, 12–14, 24–40].
Our health system recently implemented an LAI CAB/RPV program, which presented an opportunity to address these limitations and extend prior research by evaluating the implementation process. Our goal was to gain insight into how LAI CAB/RPV was implemented, what worked well, and what could be improved for scale-up and sustainable provision of LAI CAB/RPV in health systems. Therefore, we aimed to (1) explore the experiences of LAI CAB/RPV use among PLWH who switched to injectable therapy and (2) assess facilitators and barriers to implementing an LAI CAB/RPV service delivery program from the perspective of clinic staff involved in that delivery at a Ryan-White funded HIV Clinic in an Ending the HIV Epidemic in the U.S. (EHE) jurisdiction.

Methods
Study design and setting
We used the RE-AIM (Reach, Effectiveness, Adoption, Implementation, Maintenance) [41] and Proctor et al. implementation outcomes frameworks [42] to guide our qualitative evaluation of factors influencing LAI CAB/RPV implementation and sustainability. Specifically, we assessed all five constructs from RE-AIM and the acceptability construct from the Proctor et al. framework (Table 1). The North Texas Regional Institutional Review Board approved this study (IRB approval 2023-023). We followed the Consolidated Criteria for Reporting Qualitative Studies (COREQ) guidelines [43] [Additional file 1].

Table 1Implementation outcomes and their description


	Implementation outcome measure
	Description
	Framework used
	Participant type

	1.   Acceptability
	Acceptability is the perception of patients and clinic staff that LAI CAB/RPV treatment is agreeable, relevant, suitable, and satisfactory.
	PROCTOR
	PLWH

	2.   Reacha
	Reach is the extent to which LAI CAB/RPV is received by its target group. Qualitatively, the reach dimension involves understanding why people accept or decline participation. Are we reaching those who would benefit most from LAI CAB/RPV treatment?
	RE-AIM
	PLWH, physicians

	3.   Effectivenessa
	Effectiveness is the influence or impact of LAI CAB/RPV on important patient outcomes, including potential negative effects, quality of life, & economic outcomes.
	RE-AIM
	PLWH, physicians, clinic staff

	4.   Adoptiona
	Adoption refers to understanding why different clinic staff/key agents within an organization choose to adopt LAI CAB/RPV or not in general practices, namely facilitators and barriers.
	RE-AIM
	Physicians, clinic staff

	5.   Implementationa
	Implementation refers to the extent to which LAI CAB/RPV was delivered with fidelity and to understanding adaptations made to deliver injectable treatment, implementation strategies used, and cost.
	RE-AIM
	Physicians, clinic staff

	6.   Maintenancea
	Maintenance explores sustainability problems, i.e., reasons why patients/clinic staff may continue or discontinue LAI CAB/RPV use or delivery in the long term.
	RE-AIM
	PLWH, physicians, clinic staff


aQualitative description of RE-AIM Constructs [72]



Our study was conducted at JPS Health Network (JPS), a large urban safety-net health system in Tarrant County, North Texas, which has over 2 million residents [44]. Tarrant County is an HIV hotspot [45] and a priority jurisdiction for ongoing EHE initiatives [46]. The JPS Healing Wings Clinic, a Ryan White-funded HIV clinic that serves uninsured or underinsured PLWH, began implementing LAI CAB/RPV for HIV treatment in August 2021. Supplementary Text 1 and Supplementary Table 1 provide additional details of the study setting, the JPS LAI CAB/RPV program, and a description of the patient population that switched to injectable therapy since program inception.

Study recruitment
Study participants were recruited between July and October 2023 until information saturation was reached and no new relevant knowledge was obtained from new participants [47].
Eligible patients were English-speaking adults living with HIV who received care at JPS Healing Wings Clinic, switched to LAI CAB/RPV after meeting clinical criteria for switching, and provided a valid phone number. The clinic pharmacist initially invited potentially eligible PLWH to the study. The research team then contacted these PLWH by phone to verify interest. PLWH interested in the study received a one-time web link via text message to complete an informed consent and a screening questionnaire to verify eligibility. PLWH were sent up to three text message reminders for their scheduled interview. PLWH who completed the interview were offered a $25 Walmart gift card as compensation for their time.
We used purposive sampling to recruit stakeholders from the Healing Wings Clinic. Eligible clinic staff included clinicians, front-line staff, and administrators with direct or supportive roles in LAI CAB/RPV implementation. The research team sent a recruitment invitation email to eligible participants, which included a one-time web link to complete an informed consent. Once the consent process was completed, participants were scheduled for an interview. We sent a recruitment reminder to clinic staff who had not responded after two weeks. The clinic staff were not offered any compensation.

Data collection and analysis
We invited 33 PLWH and 26 clinic staff. In total, 15 PLWH and 11 clinic staff participated in the study. PLWH were predominantly male (67%), racial-ethnic minorities (67%), and had a median age of 40 years (interquartile range: 33–52). Clinic staff were primarily female (73%) and included two HIV physicians, three nurses, and six support staff.
The research team followed a pre-interview script and semi-structured interview guides informed by RE-AIM [41] and Proctor et al. [42] constructs (see Table 1, Supplementary Text 2). For PLWH, the interview guide (Supplementary Text 3) explored perceptions of and experiences with LAI CAB/RPV and the degree of acceptability of the treatment. We used probing questions to elicit feedback on their experiences with LAI CAB/RPV. The interview guide for physicians and clinic staff (Supplementary Text 4, 5) included questions that elicited feedback on implementation lessons learned, clinic adaptations to enable program delivery, LAI CAB/RPV adoption among physicians, and factors impacting LAI CAB/RPV implementation and sustainability.
All participants completed a 20–30-minute interview via Zoom [48]. We used video conferencing instead of in-person interviews to save time and travel expenses, provide flexibility and allow participants to be more comfortable in familiar settings [49–51]. Interviews were audio-recorded and transcribed verbatim by research staff using NVivo 12 software (Lumivero; Denver, CO).
We used a rapid deductive analysis approach [52–55] to generate a summary for each interview transcript and identify themes, using summary template which included pre-specified domains based on the RE-AIM and Proctor et al. constructs. Two Ph.D researchers (MA and ET) independently coded each interview to identify blocks of text representing constructs from the RE-AIM and Proctor et al. frameworks. Data were aggregated across participants. MA and ET discussed the data, resolved discrepancies, and agreed on the emergent themes. We did not seek feedback or share transcripts with participants.


Results
Table 2 summarizes representative quotes organized by RE-AIM and Proctor et al. constructs.
Table 2Representative quotes organized within RE-AIM and Proctor et al. constructs as reported by PLWH, physicians, and clinic staff during interviews


	Construct
	PLWH Quotes
	Physician and Clinic Staff Quotes

	Acceptability
	“…I was tired of taking so many pills. On top of HIV, I have high blood pressure and other things. So I was just tired. I wanted something different. And that’s why I decided to get the shot.” (Female, 52 years, Hispanic).
“…They hurt really. This time they hurt this time really bad. I don’t know if he just stuck me really good or I don’t know. I usually have a high pain tolerance for it, but they’re in my right and left hip. And I will have a hard time walking today and yesterday.”
( Female, 44 years, Non-Hispanic).
“Just because remembering to take a pill almost every day seemed impossible. So it seemed like it’d be just a better idea to come to the doctor every two months to get a shot versus remembering to take a pill every day.”
(Male, 26 years, Non-Hispanic Black).
	N/A

	Reach
	“I have been seeing it on the commercials and TV. And then when I be. …on on YouTube. You know your commercials come on YouTube as well. And I’ve been been hearing about it for like….before I got into it…. for like a few months…”
(Male, 62 years, Non-Hispanic Black).
“So my family was just very excited, very, very happy for me. They were thrilled from a distance. To know that I would just have one less thing to have to worry about in my life on a regular basis.”
(Male, 40 years, Non-Hispanic White).
I heard about it through Healing Wings [clinic] because I’ve been going there forever and they said I would be a good candidate. So I said, Well, let’s do it. I’m wanting to try it. It’s better than taking meds every day. So I got started.”
(Female, 57, Non-Hispanic White)
	“…I like to know that they’ve been consistently making their appointments because I feel like that’s really important as far as them coming in to get their injections.”
(PID 2, Physician).
“Well, one going by, the guidelines being at least being undetectable for at least six months or more. And really, at that point, it’s more on I know they’ve been compliant with care as far as showing up the lab results and office visits, both telehealth and in person. Plus overall compliance with their general care, like any kind of screenings, things of that nature and kind of referrals.”
(PID 13, Physician)

	Effectiveness
	“…There’d be some times where if I was traveling, I’d always try my best to pack it. But it gets lost. Something gets damaged. It’s a fear, right? And then if the virus becomes now resistant because you’ve missed a few medications, it’s just it is a fear that always looms over me every time…And now that fear is gone because I get my injection.”
(Male, 26 years, Non-Hispanic White).
“It’s just a feeling of, I don’t know, more freedom. Feeling better? I don’t know. It kinda makes you feel better about yourself, if that makes any type of sense. Like living a normal…more of a normal life. Not feeling like a…and it’s weird to say, but not feeling like a sickly person, which I’m not sick, but I am sick.”
(Female, 57, Non-Hispanic White)
“I’m glad that I’m not taking the med and I’m on the injectable because it has allowed me to regain my life back, my freedom. I’m not chained up to a pill bottle every night, you know, And it becomes a toll on somebody sometimes when you’re constantly having to think, I need to take this pill to stay alive…”
(Male, 40 years, Hispanic).
“…I was hoping that it would be a success. And it has been. My expectations were exceeded. I was, I was worried at first. Would there be, you know, a day or two or three of side effects or was because it’s a very potent injection. But I haven’t had you know, all those worries are gone.”
(Male, 53 years, Non-Hispanic White).
	“There was a patient on my caseload that was receiving Cabenuva. He was set to graduate from case management, and he said it was life-changing for him. It completely was a game changer because he no longer had to take medications. He didn’t have to set daily reminders on his phone. He didn’t have to send out backup reminders to help him remember to take his medicines. He was busy with work and lots of other things.” (PID 11, Clinic staff).
“it’s more the compliments I get or the positive feedback I get is from the convenience aspect. One less pill. They don’t have to take medicines every day….” (PID 2, Physician)

	Adoption
	N/A
	“As we grow in our Cabenuva patients. I think we now have over 60 of them and we're constantly getting more and more patients. So maybe one nurse specifically for the Cabenuva program, which would be amazing...” (PID 23, Clinic staff).“Again, just positive. You know, it seems like it's what's best for the patient. It would be nice if I keep hearing that, you know, more and more of the plans are starting to approve the medication. And so it would be good if eventually that we move to almost exclusively go on that route.” (PID 21, Clinic staff).“….It's a new territory, it's an injectable, I haven't really you know been practicing with this, you know, until this wonderful invention. And you always got to be concerned with long term side effects that we will pick up in the future. Or could there be resistance that comes down ten years down the line, etc” (PID 2, Physician).

	Implementation
	N/A
	“I know it is challenging. It's very expensive. Our pharmacist handles all that for us. But I know it takes a significant amount of time to get all the prior authorizations done, so would speak better on that.” 
(PID 21, Clinic staff).
“Well, specifically for our population is has got to be affordable. You know, and we can say that about any med in this world at this point. But this is a new medication. It needs to be placed on THMP [Texas HIV medication program] formulary. It needs to be accessible to a wider range of patients outside of just insurance patients”
 (PID 2, Physician).
“But it would be nice, you know, for patients who are medically eligible to not have to jump through the financial eligibility hoops, insurance coverage, hoops.” 
(PID 4, Clinic staff).
“…Um, it's[implementation] been very favorable. Um, I have definitely the resources and the specified area needed to give the medications. We have a designated room that we give it in..” (PID 24, Clinic Staff).
“…..For the most part, from my standpoint, it's been very easy. I'll give all the credit to Dr. X for kind of developing the infrastructure there. So from a provider standpoint, it's been very easy, smooth, really no hiccups from our standpoint.”
(PID 2, Physician).
“…Well, we are very lucky because we have doctor X. So like as far as determining insurance issues and things for people, I mean, she's doing all of that. I mean, I kind of know the guidelines to some extent, but everything gets sent to her. So she's been amazing for acquiring it for our patients… (PID 13, Physician)




Acceptability
Overall, LAI CAB/RPV users expressed a high level of satisfaction with injectable treatment and found it to be more convenient and flexible than oral ART. They also confirmed that injectable therapy offered several advantages over daily dosing of oral ART, including reduced pill burden, decreased anxiety and fear of missing treatment doses, and fewer refills. These benefits motivated the patients to switch to injectable treatment. Participants perceived injection-site pain and soreness as the most common side effects experienced with injectable treatment use; however, this was predominantly at the first injection.

Reach
We evaluated how PLWH learned about LAI and identified key attributes HIV physicians seek in LAI CAB/RPV recipients. The majority of LAI CAB/RPV users heard about injectable treatment through their HIV physician. Several PLWH reported hearing about LAI CAB/RPV through TV commercials or social media before discussing it with their HIV physician. Most PLWH endorsed having social support (emotional and informational) from a family member or a trusted clinician as an enabling factor that influenced the decision to switch to LAI CAB/RPV. Physician interviewees stated that they followed national guidelines for patient selection, but a key patient characteristic that guided their referral was patient adherence to general care and lab visits.

Effectiveness
Effectiveness examined the impact of LAI CAB/RPV on important patient outcomes, including potential adverse effects, quality of life, and economic outcomes. PLWH expressed satisfaction with switching to LAI CAB/RPV, as it alleviated the daily pill burden and minimized the psychosocial impact associated with daily oral therapy. PLWH emphasized that injectable treatment provided a feeling of freedom, empowerment, and normalcy in contrast with previously feeling chained to a pill bottle. Some PLWH expressed the benefit of being able to travel for leisure or work. Patient-reported challenges with injectable treatment, as expressed by PLWH, included headaches, diarrhea, and weight gain. PLWH also expressed fear of losing health insurance or covered co-pays, challenges with getting injectable treatment funded by their insurance, and long waiting periods for prior authorization approval. Some users expressed being initially scared and wary of LAI since it was a new medication. Despite these challenges, users expressed that injectable treatment met and exceeded their expectations.
Clinic staff reported varying opinions regarding the potential effectiveness of LAI CAB/RPV on patient outcomes and healthcare practitioners’ satisfaction with LAI CAB/RPV. In general, clinic staff perceived injectable therapy as a positive intervention and described its implementation as going well for their patients. Both physicians and some staff perceived reduced pill burden, improved adherence, and greater convenience as the most common benefits reported by their patients. Based on feedback from their patients, clinic staff and physicians cited injection site soreness, insurance costs and prior authorization as common challenges of injectable use.

Adoption
We assessed reasons for and intention to adopt LAI CAB/RPV among clinic staff. Some clinic staff and physicians’ decision to adopt LAI CAB/RPV was attributed to their involvement in implementation and having many patients who were potential candidates for injectable therapy. Common concerns clinic stakeholders mentioned included rapid growth, understaffing, and changes in billing requirements for injectable therapy. One physician cited concern for unknown potential long-term effects of LAI CAB/RPV.

Implementation
Key implementation findings are summarized in Supplementary Table 2. Physicians perceived a positive overall experience with implementation. Clinic staff with a role in implementation also described their experience positively. Several staff perceived themselves as not having a high level of involvement in implementation. Both physicians and staff perceived that injection-related visits increased the nurses’ workload. One of the most frequently cited barriers to implementation was the time the clinical pharmacist spent obtaining and tracking insurance authorizations. Clinic staff felt this was an administrative burden that made implementation challenging and caused significant delays in initiating patients.
Another challenge commonly cited by clinic staff and physicians was the affordability of LAI CAB/RPV and its exclusion from the Texas AIDS Drug Assistance Program (ADAP) formulary. Some staff also mentioned limited medication access for uninsured and low-income patients due to lack of drug coverage from ADAP. Despite challenges, clinic staff and physicians identified key facilitators: staff training, pharmacist-led switches, flexible appointments, refrigeration space, and a designated injection room. Physicians and clinic staff attributed implementation success to the clinical pharmacist managing medication switches and patient education. Some clinic staff noted that retraining nurses on injection delivery, offering flexible appointments, and providing refrigeration space and a designated injection room supported implementation.

Maintenance
PLWH and clinic staff were asked about the sustainability of injectable treatment, the integration of LAI CAB/RPV into clinic operations, and willingness to continue using injectable therapy long-term. Maintenance themes are summarized in Table 3. On an individual level, PLWH declared a desire to continue using LAI but mentioned that financial barriers related to insurance and co-pay could threaten their treatment maintenance. PLWH suggested several strategies for sustaining LAI use in the future, including expanding LAI CAB/RPV access to more patients, increasing timing between shots to a bi-annual schedule, and offering at-home injectable kits, different formulations of LAI CAB/RPV, and alternative anatomic sites for injections (e.g., thigh or arm).

Table 3Participant recommendations to sustain and expand injectable treatment potential for success


	PLWH (n = 15)
	Physician (n = 2)
	Clinic Staff (n = 9)

	• Remove financial barriers related to insurance and copays
	• Provision of real-life data to overcome practice inertia
	• Insurance reform
 o Standardize eligibility requirements for injectable treatment across insurance carriers

	• Increase access to more patients
	• Increase patient eligibility and reach
	• Expand clinical eligibility and reach
 o Street medicine integration
 o Include patients in case management and adherence counseling
 o Include the uninsured
 o Patient advertising

	• Offer at-home injectable kits
	• Patient education
	• Patient education to create awareness and available coverage
• Expand staff training and additional physicians should be trained and involved

	• Increase timing between shots to bi-annual
	• Staffing: Consistent trained nurse staff/no attrition
	• Create an autonomous clinic for injectable treatment

	• Include other anatomic sites for injections
	 	• More stakeholder ownership
 o Designate clinic staff to partake in program ownership
 o Have dedicated staff to manage prior authorizations and the PAP process
 o Dedicated staff to manage injection appointments

	• Other formulations of LAI CAB/RPV
	 	• Provide case management and support services, especially for medically fragile patients. E.g., patient navigation

	 	 	• Provide a compassionate environment and care


PAP Patient assistance program, LAI CAB/RPV Long-acting injectable cabotegravir plus rilpivirine



Clinic staff perceived that the LAI CAB/RPV program was well-integrated into clinic operations but felt that more physician involvement could increase the number of patients initiated. One physician stated that seeing real-life data may have encouraged speaking with patients a bit earlier. At the institutional or health system level, clinic staff suggested the following to improve and expand LAI CAB/RPV implementation success: insurance reform, including standardizing eligibility requirements across insurance carriers; expanding clinical eligibility; patient education; staff training; and provision of dedicated staffing to manage injection appointments and insurance pre-approvals.


Discussion
Our study provides insights into experiences with LAI CAB/RPV use among PLWH and experiences with LAI CAB/RPV implementation among physicians and clinic staff. Our findings suggest high acceptability of LAI CAB/RPV among PLWH, physicians, and clinic staff. Participants expressed a strong desire to expand access to LAI CAB/RPV. PLWH generally perceived LAI CAB/RPV to have many benefits over oral ART and endorsed improved mental well-being and decreased anxiety. PLWH shared that emotional and informational support from family or a trusted clinician influenced their decision to switch to LAI CAB/RPV. Staff training, refrigeration space, designated injection room, pharmacist-led medication switches and flexible appointments facilitated implementation, but injection site soreness, medication cost, insurance, and medication access barriers were reported as implementation challenges.
Several limitations to our study should be acknowledged. Our findings may generalize to settings with similar populations and clinic structures but may not generalize to all healthcare settings. As with all qualitative interviews, social desirability bias is a possibility. The responses from our interviews may not represent the full scope of perspectives if participation was associated with certain perspectives. For example, a considerable number of PLWH and clinic staff were non-responsive to our invitation or declined to participate in an interview. We speculate that use of electronic consent during recruitment may have impacted PLWH enrollment [56]. In addition, we could not recruit and interview any patients who stopped using LAI CAB/RPV, which may over-represent positive perspectives. Nevertheless, available evidence suggests that few patients have discontinued LAI CAB/RPV in early studies [7, 16, 22, 57]. We also did not share transcripts or invite feedback on our findings, which could have been a valuable approach to validating interview data and improving data quality.
PLWH and clinic staff endorsed LAI CAB/RPV as highly acceptable and beneficial compared with daily oral medication, which is consistent with previous reports [13, 14, 22, 25, 28, 30, 32, 33, 35, 36, 38–40, 58–62]. Despite high acceptability, lack of ADAP coverage for injectable therapy was a commonly cited barrier in our study, which is consistent with other research on LAI CAB/RPV implementation [7, 9]. Currently, LAI CAB/RPV is covered as a medical benefit under Texas Medicaid and several commercial plans, but is not covered under the state’s ADAP [63, 64], which raises concerns about worsening disparities in LAI CAB/RPV access [9]. Rapid inclusion of LAI CAB/RPV on government- based insurance formularies may facilitate access to LAI therapy, particularly in safety-net settings [16].
Fear of losing prescription drug coverage for treatment was a key patient concern for maintaining LAI CAB/RPV, and participants strongly desired expanded medication access for LAI CAB/RPV. Clinic staff and PLWH also reported facing challenges in obtaining pharmacy benefits and prior approvals from payers, as well as significant delays in initiating injectable treatment, which is consistent with reports from early adopters in the southern US [7] but not the western US [19]. Notably, more than half of the Ryan White clients across the country live at or below 100% of the federal poverty line and have no insurance coverage [65]. Equitable access to LAI CAB/RPV may thus be limited without financial assistance. Standardization of insurance coverage policies and authorization criteria for LAI CAB/RPV approval among insurance vendors and removal of payer restrictions are needed to promote equitable access and increase injectable therapy utilization.
Several key implementation lessons emerged from this study, some of which are consistent with recent publications [9, 12] on LAI CAB/RPV implementation. First, from the patient perspective, having social support (emotional and informational) from family members or a trusted physician was an enabling factor that influenced the decision to switch and facilitated reach. Therefore, engaging trusted healthcare practitioners to facilitate access by providing informational support may be a strategy to promote injectable therapy uptake among PLWH [11–14]. Second, at the practice-level, managing prior authorizations can be an administrative burden for clinic staff [9, 12]. Simplifying the prior authorization process, promoting automation, or providing centralized technical assistance for billing questions may alleviate this burden [9, 66]. Flexible appointments [9, 12, 16], nurse retraining, dedicated refrigeration and injection delivery space, and physician referrals to a clinical pharmacist eligibility assessment, patient education, medication switches facilitated implementation [67]. A centralized referral approach to a pharmacist-led LAI CAB/RPV service can streamline medication switches, ease physician burden, improve patient experience and promote team-based care [67, 68]. However, this approach may be impractical in clinics without an embedded clinical pharmacist. Finally, participants suggested several measures to promote the sustainability of injectable therapy, including offering at-home injectable kits [69].

Conclusions
Our study provides insights into the real-world experiences of LAI CAB/RPV implementation and use, and identifies potential strategies to facilitate sustainable uptake in clinical settings. Our data suggest that trusted healthcare practitioners can be crucial in promoting LAI CAB/RPV by providing informational support to PLWH. Ensuring durable drug coverage may also be a key consideration in settings where LAI CAB/RPV is implemented. Nevertheless, clinic settings may lack dedicated personnel to manage complicated insurance requirements and administrative burdens. This issue will become more critical when LAI CAB/RPV eligibility expands to include viremic patients [20, 70, 71]. Lastly, high drug and co-pay costs remain significant obstacles to equitable access to LAI CAB/RPV. Addressing these crucial barriers can help support sustainable implementation and ensure fair access to LAI CAB/RPV.

Acknowledgements
The authors are grateful to all the participants living with HIV for sharing their experiences using LAI CAB/RPV for HIV treatment. The authors declare no conflict of interest. This research did not receive any specific grant from funding agencies in the public, commercial, or not-for-profit sectors.

Authors’ contributions
AMA developed the initial study concept, oversaw the management of the study, and drafted the manuscript. RO and all other authors contributed to the protocol development and project design. AMA, KC, CT, EF, and MP conducted recruitment and data collection. ET and AMA conducted data coding and analysis. RO and all other authors contributed to the critical revision of the manuscript and approval of the article.

Funding
Not applicable.

Availability of data and materials
To minimize the risk of participant identification, full transcripts of the interviews are not publicly available.

Declarations
Ethics approval and consent to participate
All procedures for this study were approved by the North Texas Institutional Review Board [IRB approval 2023-023]. All participants signed an informed consent prior to participation.

Consent for publication
Not applicable.

Competing interests
The authors declare that they have no competing interests.


[image: Creative Commons]Open Access This article is licensed under a Creative Commons Attribution-NonCommercial-NoDerivatives 4.0 International License, which permits any non-commercial use, sharing, distribution and reproduction in any medium or format, as long as you give appropriate credit to the original author(s) and the source, provide a link to the Creative Commons licence, and indicate if you modified the licensed material. You do not have permission under this licence to share adapted material derived from this article or parts of it. The images or other third party material in this article are included in the article’s Creative Commons licence, unless indicated otherwise in a credit line to the material. If material is not included in the article’s Creative Commons licence and your intended use is not permitted by statutory regulation or exceeds the permitted use, you will need to obtain permission directly from the copyright holder. To view a copy of this licence, visit http://​creativecommons.​org/​licenses/​by-nc-nd/​4.​0/​.

References
	1.
Swindells S, Andrade-Villanueva JF, Richmond GJ, Rizzardini G, Baumgarten A, Masia M, et al. Long-acting cabotegravir and rilpivirine for maintenance of HIV-1 suppression. N Engl J Med. 2020;382(12):1112–23.PubMed


	2.
Food and Drug Adminstration (FDA). FDA approves cabenuva and vocabria for the treatment of HIV-1 infection January 27, 2021. 2022. Available from: https://​www.​fda.​gov/​drugs/​human-immunodeficiency​-virus-hiv/​fda-approves-cabenuva-and-vocabria-treatment-hiv-1-infection.


	3.
Cabotegravir and rilpivirine drug information. 2022. Available from: https://​clinicalinfo.​hiv.​gov/​en/​drugs/​cabotegravir-rilpivirine/​patient. Cited 11/18/2022.


	4.
Cabenuva [package insert]. Silver Spring, MD: U.S. Food and Drug Administration; 2022. cited 2024 Aug 22. Available from: https://​www.​accessdata.​fda.​gov/​drugsatfda_​docs/​label/​2022/​212888s005s006lb​l.​pdf.


	5.
ViiV Healthcare. ViiV Healthcare announces FDA approval of Cabenuva for use every two months [Internet]. 2022 Jan 31. cited 2023 Feb 2. Available from: https://​viivhealthcare.​com/​hiv-news-and-media/​news/​pressreleases/​2022/​january/​viiv-healthcare-announces-fda-approval-of-cabenuva-for-use-every-two-months/​.


	6.
ViiV Healthcare. ViiV Healthcare announces label update for its long-acting HIV treatment [Internet]. 2022 Mar 24. cited 2023 Feb 2. Available from: https://​viivhealthcare.​com/​en-us/​media-center/​news/​pressreleases/​2022/​march/​viiv-healthcare-announces-label-update-for-its-long-acting-hiv/​.


	7.
Collins LF, Corbin-Johnson D, Asrat M, Morton ZP, Dance K, Condra A, et al. Early experience implementing long-acting injectable cabotegravir/rilpivirine for human immunodeficiency virus-1 treatment at a Ryan White-funded clinic in the US South. Open Forum Infect Dis. 2022;9(9):ofac455.PubMedPubMedCentral


	8.
Kanazawa JT, Saberi P, Sauceda JA, Dubé K. The LAIs are coming! implementation science considerations for long-acting injectable antiretroviral therapy in the United States: a scoping review. AIDS Res Hum Retroviruses. 2021;37(2):75–88.PubMedPubMedCentral


	9.
McCrimmon T, Collins LF, Perez-Brumer A, Bazzi AR, Shaffer VA, Kerrigan D, et al. Long-acting injectable antiretrovirals for HIV treatment: a multi-site qualitative study of clinic-level barriers to implementation in the United States. AIDS Patient Care STDS. 2024;38(2):61–9.PubMed


	10.
Hickey MD, Grochowski J, Mayorga-Munoz F, Oskarsson J, Imbert E, Spinelli M, et al. Identifying implementation determinants and strategies for long-acting injectable cabotegravir-rilpivirine in people with HIV who are virally unsuppressed. J Acquir Immune Defic Syndr. 2024;96(3):280–9.PubMed


	11.
Fletcher L, Burrowes S, Sabin LL, McCann N, Khan GK, Ruiz-Mercado G, et al. Long-acting Injectable ART in practice: a mixed methods implementation study assessing the feasibility of using LAI ART in high risk populations and at alternative low barrier care sites. AIDS Patient Care STDS. 2024;38(5):221–9.PubMed


	12.
Fisk-Hoffman RJ, Ranger SS, Gracy A, Gracy H, Manavalan P, Widmeyer M, et al. Perspectives among health care providers and people with HIV on the implementation of long-acting injectable cabotegravir/rilpivirine for antiretroviral therapy in Florida. AIDS Patient Care STDS. 2024;38(6):275–85.PubMed


	13.
Koester KA, Colasanti JA, McNulty MC, Dance K, Erguera XA, Tsuzuki MD, et al. Assessing readiness to implement long-acting injectable HIV antiretroviral therapy: provider and staff perspectives. Implement Sci Commun. 2023;4(1):128.PubMedPubMedCentral


	14.
Jolayemi O, Bogart LM, Storholm ED, Goodman-Meza D, Rosenberg-Carlson E, Cohen R, et al. Perspectives on preparing for long-acting injectable treatment for HIV among consumer, clinical and nonclinical stakeholders: a qualitative study exploring the anticipated challenges and opportunities for implementation in Los Angeles County. PLoS One. 2022;17(2):e0262926.PubMedPubMedCentral


	15.
Collins AB, Macon EC, Langdon K, Joseph R, Thomas A, Dogon C, et al. Perceptions of long-acting injectable antiretroviral therapy among people living with HIV who use drugs and service providers: a qualitative analysis in Rhode Island. J Urban Health. 2023;100(5):1062–73.PubMed


	16.
Christopoulos KA, Grochowski J, Mayorga-Munoz F, Hickey MD, Imbert E, Szumowski JD, et al. First demonstration project of long-acting injectable antiretroviral therapy for persons with and without detectable human immunodeficiency virus (HIV) viremia in an urban HIV clinic. Clin Infect Dis. 2023;76(3):e645-51.PubMed


	17.
Haser GC, Balter L, Gurley S, Thomas M, Murphy T, Sumitani J, et al. Early implementation and outcomes among people with HIV who accessed long-acting injectable Cabotegravir/Rilpivirine at two Ryan White clinics in the U.S. South. AIDS Res Hum Retroviruses. 2024;00(00):1–11.


	18.
Nguyen N, Lane B, Golub SA, Chastain C, Zucker J, King K, et al. Long-acting injectable ART to advance health equity: a descriptive analysis of US clinic perspectives on barriers, needed support and programme goals for implementation from applications to the ALAI UP project. J Int AIDS Soc. 2024;27 Suppl 1(Suppl 1):e26282.PubMed


	19.
Hill LA, Abulhosn KK, Yin JF, Bamford LP. Single-center experience evaluating and initiating people with HIV on long-acting cabotegravir/rilpivirine. Aids. 2023;37(4):605–9.PubMed


	20.
Gandhi M, Hickey M, Imbert E, Grochowski J, Mayorga-Munoz F, Szumowski JD, et al. Demonstration project of long-acting antiretroviral therapy in a diverse population of people with HIV. Ann Intern Med. 2023;176(7):969–74.PubMedPubMedCentral


	21.
Mantsios A, Murray M, Karver TS, Davis W, Galai N, Kumar P, et al. Multi-level considerations for optimal implementation of long-acting injectable antiretroviral therapy to treat people living with HIV: perspectives of health care providers participating in phase 3 trials. BMC Health Serv Res. 2021;21(1):255.PubMedPubMedCentral


	22.
Mantsios A, Murray M, Karver TS, Davis W, Margolis D, Kumar P, et al. Efficacy and freedom: patient experiences with the transition from daily oral to long-acting injectable antiretroviral therapy to treat HIV in the context of phase 3 trials. AIDS Behav. 2020;24(12):3473–81.PubMed


	23.
Kerrigan D, Murray M, Sanchez Karver T, Mantsios A, Walters N, Hudson K, et al. Feasibility of implementing long-acting injectable antiretroviral therapy to treat HIV: a survey of health providers from the 13 countries participating in the ATLAS-2 M trial. AIDS Res Hum Retroviruses. 2021;37(3):207–13.PubMed


	24.
Bernard C, Jakait B, Fadel WF, Mocello AR, Onono MA, Bukusi EA, et al. Preferences for multipurpose technology and non-oral methods of antiretroviral therapy among women living with HIV in Western Kenya: a survey study. Front Glob Womens Health. 2022;3:869623.PubMedPubMedCentral


	25.
Celesia M, Moscatt V, Tzannis A, Trezzi M, Focà E, Errico M, et al. Long-acting drugs: people’s expectations and physicians’ preparedness. Are we readying to manage it? An Italian survey. Medicine (Baltimore). 2022;101(42):e30052.PubMed


	26.
Dubé K, Campbell DM, Perry KE, Kanazawa JT, Saberi P, Sauceda JA, et al. Reasons people living with HIV might prefer oral daily antiretroviral therapy, long-acting formulations, or future HIV remission options. AIDS Res Hum Retroviruses. 2020;36(12):1054–8.PubMedPubMedCentral


	27.
Dubé K, Eskaf S, Evans D, Sauceda J, Saberi P, Brown B, et al. The dose response: perceptions of people living with HIV in the United States on alternatives to oral daily antiretroviral therapy. AIDS Res Hum Retroviruses. 2020;36(4):324–48.PubMedPubMedCentral


	28.
Gelhorn H, Garris C, Arthurs E, Spinelli F, Cutts K, Chua GN, et al. Patient and physician preferences for regimen attributes for the treatment of HIV in the United States and Canada. J Pers Med. 2022;12(3):334.PubMedPubMedCentral


	29.
Kerrigan D, Sanchez Karver T, Muraleetharan O, Savage V, Mbwambo J, Donastorg Y, et al. “A dream come true”: perspectives on long-acting injectable antiretroviral therapy among female sex workers living with HIV from the Dominican Republic and Tanzania. PLoS One. 2020;15(6):e0234666.PubMedPubMedCentral


	30.
Koren DE, Fedkiv V, Zhao H, Kludjian G, Bettiker RL, Tedaldi E, et al. Perceptions of long-acting injectable antiretroviral treatment regimens in a United States urban academic medical center. J Int Assoc Provid AIDS Care. 2020;19:2325958220981265.PubMedPubMedCentral


	31.
Massaroni V, Delle Donne V, Borghetti A, Ciccullo A, Lombardi F, Giuliano G, et al. Use of long-acting therapies for HIV care in Italy: are people living with HIV prepared for change? A cross-sectional study. AIDS Patient Care STDS. 2022;36(5):178–85.PubMed


	32.
Matza LS, Paulus TM, Garris CP, Van de Velde N, Chounta V, Deger KA. Qualitative thematic analysis of social media data to assess perceptions of route of administration for antiretroviral treatment among people living with HIV. Patient. 2020;13(4):409–22.PubMedPubMedCentral


	33.
Palacios C, Wilpotte C, Adda A, Allaf S, Thibaut P, Chas J, et al. Expectations and acceptability of long-acting injectable antiretrovirals by patients living with HIV/AIDS. Infect Dis Now. 2022;52(4):238–9.PubMed


	34.
Philbin MM, Bergen S, Parish C, Kerrigan D, Kinnard EN, Reed S, et al. Long-acting Injectable ART and PrEP among women in six cities across the United States: a qualitative analysis of who would benefit the most. AIDS Behav. 2022;26(4):1260–9.PubMed


	35.
Philbin MM, Parish CL, Kinnard EN, Reed SE, Kerrigan D, Alcaide ML, et al. Multisite study of women living with HIV’s perceived barriers to, and interest in, long-acting injectable antiretroviral therapy. J Acquir Immune Defic Syndr. 2020;84(3):263–70.PubMedPubMedCentral


	36.
Simoni JM, Beima-Sofie K, Mohamed ZH, Christodoulou J, Tapia K, Graham SM, et al. Long-acting injectable antiretroviral treatment acceptability and preferences: a qualitative study among US providers, adults living with HIV, and parents of youth living with HIV. AIDS Patient Care STDS. 2019;33(3):104–11.PubMedPubMedCentral


	37.
Simoni JM, Tapia K, Lee SJ, Graham SM, Beima-Sofie K, Mohamed ZH, et al. A conjoint analysis of the acceptability of targeted long-acting injectable antiretroviral therapy among persons living with HIV in the U.S. AIDS Behav. 2020;24(4):1226–36.PubMedPubMedCentral


	38.
Weld ED, Rana MS, Dallas RH, Camacho-Gonzalez AF, Ryscavage P, Gaur AH, et al. Interest of youth living with HIV in long-acting antiretrovirals. J Acquir Immune Defic Syndr. 2019;80(2):190–7.PubMedPubMedCentral


	39.
Yeager S, Montoya JL, Burke L, Chow K, Moore D, Morris S. Patient and physician preferences regarding long-acting pre-exposure prophylaxis (PrEP) and antiretroviral therapy (ART): a mixed-methods study in Southern California, USA. AIDS Res Hum Retroviruses. 2022;38(11):856–62.PubMedPubMedCentral


	40.
Erguera XA, Koester KA, Diaz Tsuzuki M, Dance KV, Flores R, Kerman J, et al. Acceptability of long-acting injectable antiretroviral therapy among people with HIV receiving care at three Ryan White funded clinics in the United States. AIDS Behav. 2024;28(7):2226–38.PubMedPubMedCentral


	41.
Glasgow RE, Harden SM, Gaglio B, Rabin B, Smith ML, Porter GC, et al. RE-AIM planning and evaluation framework: adapting to new science and practice with a 20-year review. Front Public Health. 2019;7:64.PubMedPubMedCentral


	42.
Proctor E, Silmere H, Raghavan R, Hovmand P, Aarons G, Bunger A, et al. Outcomes for implementation research: conceptual distinctions, measurement challenges, and research agenda. Adm Policy Ment Health. 2011;38(2):65–76.PubMed


	43.
Tong A, Sainsbury P, Craig J. Consolidated criteria for reporting qualitative research (COREQ): a 32-item checklist for interviews and focus groups. Int J Qual Health Care. 2007;19(6):349–57.PubMed


	44.
United States Census Bureau. QuickFacts: Tarrant County, Texas; United States [Internet]. 2023. cited 2024 March 15. Available from: https://​www.​census.​gov/​quickfacts/​fact/​table/​tarrantcountytex​as,US/​PST045223.


	45.
Texas Department of State Health Services. HIV Surveillance Report, 2020 [Internet]. Austin, TX: Texas Department of State Health Services; 2021 [cited 2024 March 15]. Available from: https://​www.​dshs.​texas.​gov/​sites/​default/​files/​hivstd/​reports/​HIVSurveillanceR​eport.​pdf.


	46.
Fauci AS, Redfield RR, Sigounas G, Weahkee MD, Giroir BP. Ending the HIV epidemic: a plan for the United States. JAMA. 2019;321(9):844–5.PubMed


	47.
Hennink M, Kaiser BN. Sample sizes for saturation in qualitative research: a systematic review of empirical tests. Soc Sci Med. 2022;292:114523.PubMed


	48.
Zoom Video Communications Inc. Security guide. San Jose: Zoom Video Communications Inc; 2016. Available from:​ https://​d24cgw3uvb9a9h.​cloudfront.​net/​static/​81625/​doc/​Zoom-Security-White-Paper.​pdf.


	49.
Irani E. The use of videoconferencing for qualitative interviewing: opportunities, challenges, and considerations. Clin Nurs Res. 2019;28(1):3–8.PubMed


	50.
Gray LM, Wong-Wylie G, Rempel GR, Cook K. Expanding qualitative research interviewing strategies: zoom video communications. Qualitative Rep. 2020;25(5):1292–301.


	51.
Keen S, Lomeli-Rodriguez M, Joffe H. From challenge to opportunity: virtual qualitative research during COVID-19 and beyond. Int J Qual Methods. 2022;21:16094069221105076.PubMedPubMedCentral


	52.
Nevedal AL, Reardon CM, Opra Widerquist MA, Jackson GL, Cutrona SL, White BS, et al. Rapid versus traditional qualitative analysis using the Consolidated Framework for Implementation Research (CFIR). Implement Sci. 2021;16(1):67.PubMedPubMedCentral


	53.
Palinkas LA, Mendon SJ, Hamilton AB. Innovations in mixed methods evaluations. Annu Rev Public Health. 2019;40:423–42.PubMedPubMedCentral


	54.
Taylor B, Henshall C, Kenyon S, Litchfield I, Greenfield S. Can rapid approaches to qualitative analysis deliver timely, valid findings to clinical leaders? A mixed methods study comparing rapid and thematic analysis. BMJ Open. 2018;8(10):e019993.PubMedPubMedCentral


	55.
Gale RC, Wu J, Erhardt T, Bounthavong M, Reardon CM, Damschroder LJ, et al. Comparison of rapid vs in-depth qualitative analytic methods from a process evaluation of academic detailing in the Veterans Health Administration. Implement Sci. 2019;14(1):11.PubMedPubMedCentral


	56.
Mazzochi AT, Dennis M, Chun HY. Electronic informed consent: effects on enrolment, practical and economic benefits, challenges, and drawbacks-a systematic review of studies within randomized controlled trials. Trials. 2023;24(1):127.PubMedPubMedCentral


	57.
Overton ET, Richmond G, Rizzardini G, Thalme A, Girard PM, Wong A, et al. Long-acting cabotegravir and rilpivirine dosed every 2 months in adults with HIV-1 infection: 152-week results from ATLAS-2 M, a randomized, open-label, phase 3b, noninferiority study. Clin Infect Dis. 2023;76(9):1646–54.PubMedPubMedCentral


	58.
Campbell CK, Dubé K, Sauceda JA, Ndukwe S, Saberi P. Antiretroviral therapy experience, satisfaction, and preferences among a diverse sample of young adults living with HIV. AIDS Care. 2022;34(9):1212–8.PubMed


	59.
Mantsios A, Murray M, Karver TS, Davis W, Margolis D, Kumar P, et al. “I feel empowered”: women’s perspectives on and experiences with long-acting injectable antiretroviral therapy in the USA and Spain. Cult Health Sex. 2021;23(8):1066–78.PubMed


	60.
Chounta V, Overton ET, Mills A, Swindells S, Benn PD, Vanveggel S, et al. Patient-reported outcomes through 1 year of an HIV-1 clinical trial evaluating long-acting cabotegravir and rilpivirine administered every 4 or 8 weeks (ATLAS-2 M). Patient. 2021;14(6):849–62.PubMedPubMedCentral


	61.
Kerrigan D, Mantsios A, Gorgolas M, Montes ML, Pulido F, Brinson C, et al. Experiences with long acting injectable ART: a qualitative study among PLHIV participating in a phase II study of cabotegravir + rilpivirine (LATTE-2) in the United States and Spain. PLoS One. 2018;13(1):e0190487.PubMedPubMedCentral


	62.
Murray M, Kerrigan D, Hudson KJ, Walters N, Karver TS, Mantsios A, et al. Identifying appropriate candidates for long-acting antiretroviral therapy: findings from a survey of health care providers in the ATLAS-2 M trial. HIV Res Clin Pract. 2020;21(4):105–13.PubMed


	63.
Texas Health and Human Services Medicaid. Texas preferred drug list. 2024. Available from: https://​www.​txvendordrug.​com/​sites/​default/​files/​docs/​2024-0125-preferred-drug-list.​pdf.


	64.
Texas Department of State Health Services. Texas HIV Medication Program (THMP) medication formulary and maximum quantities. 2024. Available from: https://​www.​dshs.​texas.​gov/​sites/​default/​files/​hivstd/​meds/​files/​Formulary2.​pdf.


	65.
Health Resources and Services Administration, HIV/AIDS Bureau. Ryan White HIV/AIDS Program annual client-level data report 2022 [Internet]. 2023 Feb. cited 2023 Dec 22. Available from: https://​ryanwhite.​hrsa.​gov/​sites/​default/​files/​ryanwhite/​data/​rwhap-annual-client-level-data-report-2022.​pdf.


	66.
American College of Physicians. Toolkit: addressing the administrative burden of prior authorization. 2024. Available from: https://​www.​acponline.​org/​advocacy/​state-health-policy/​toolkit-addressing-the-administrative-burden-of-prior-authorization.


	67.
Nguyen NM, Kavanagh R, Gozar M, Cabral D, Goetz H, Cha A, et al. Implementation of a pharmacist-led, long-acting, injectable cabotegravir/rilpivirine program for HIV-1 at health system-based clinics in the New York Metropolitan area. AIDS Patient Care STDS. 2024;38(3):115–22.PubMed


	68.
Lee SS, Havens JP, Sayles HR, O’Neill JL, Podany AT, Swindells S, et al. A pharmacist-led medication switch protocol in an academic HIV clinic: patient knowledge and satisfaction. BMC Infect Dis. 2018;18(1):310.PubMedPubMedCentral


	69.
Adekunle RO, Kirk S, Williams J, Hanson R, Moreland-Johnson A, Fonner V, et al. Receipt of injectable HIV treatment in clinic versus at home: perspectives of persons living with HIV infection. AIDS Patient Care STDS. 2023;37(9):428–31.PubMed


	70.
Sax PE, Thompson MA, Saag MS, Panel I-UTG. Updated treatment recommendation on use of cabotegravir and rilpivirine for people with HIV from the IAS-USA guidelines panel. JAMA. 2024;331(12):1060–1.PubMed


	71.
Brock JB, Herrington P, Hickman M, Hickman A. Long-acting injectable cabotegravir/rilpivirine effective in a small patient cohort with virologic failure on oral antiretroviral therapy. Clin Infect Dis. 2023;78(1):122–4.


	72.
Holtrop JS, Rabin BA, Glasgow RE. Qualitative approaches to use of the RE-AIM framework: rationale and methods. BMC Health Serv Res. 2018;18(1):177.PubMedPubMedCentral




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


OEBPS/navigation.xhtml

    
      Contents


      
        		Patient and clinic staff perspectives on the implementation of a long-acting injectable antiretroviral therapy program in an urban safety-net health system


      


    
    
      Landmarks


      
        		Body Matter


      


    
  

OEBPS/css/envelope.png





OEBPS/css/sidebar.gif





OEBPS/css/cc-by-nc-nd.png
(OO





