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Key Takeaways:

« Healthcare providers consider the delivery of CAB+RPV injections in both clinic and ity sites to be I appropriate and feasible.

+ Reported concerns about barriers to impl; ion differed b clinic and healthcare providers, but largely related to site-related logistical concerns and patients’ ability to manage
the dosing schedule

« Introducing CAB+RPV treatment services into clinic or ity settings requi ful | ing and ing to staffing, allocated time and resourcing is adequate to ensure the

smooth running of the service.

Background

Delivery of long-acting injectable cabotegravir and rilpivirine (CAB+RPV-LA) in community settings may relieve capacity pressures on clinics, but there is limited evidence on implementation.
We conducted surveys with healthcare providers (HCPs) in the clinic and community as part of the first study about delivery of CAB+RPV-LA in community settings in the United Kingdom.

Methods

ILANA was a 12-month implementation study where patient participants received 2-monthly CAB+RPV-LA in clinic for months (M) 1-6, then in clinics or community settings for M6-12.

and a community clinic (n=1).
Longitudinal survey data from providers are reported from MO (clinic HCPs only), M8 (community HCPs only) and M12 (both groups).

FIM, AIM and IAM were analysed as continuous scores and grouped as agreement/complete agreement (mean score >4) versus other responses.

Study sites were six large urban clinics in the United Kingdom, in London (n=4), Brighton (n=1) and Liverpool (n=1). Each site chose a community setting feasible for them, which included home visits (n=3), patient support organisations (n=2),

We present descriptive analyses of endpoints: Feasibility of Intervention Measure (FIM), Acceptability of Intervention Measure (AIM), and Intervention Appropriateness Measure (IAM), and barriers to implementation.

Results
Of 131 staff involved in delivering the Table 1. ILANA staff participant characteristics Figure 1. Concerns about CAB+RPV LA implementation evaluated by clinic HCPs
study, 25 took part in the study surveys Characteristics (n (%)) Clinic ~ Community ~ Overall Patient's ability to keep 50 611
[Table 1]) 5) Patient fear of needles Ko 611
18 (72%) were involved in the clinic sites | | Current role Patient injection-related pai BT 6Lt
(clinic HCPs) and 7 (28%) were involved Doctor 7(39) 0(0) 7(28) Enough staff to administer injections iox) 61.1
in the community sites (community Nurse 1(61) 2(29) 13(52) Number of exam rooms for injections EvA) 611
HCPs). Community nurse specialist 0(0) 4(57) 4(16) Staf resourcing for ciinic flow = 611
7 (28%) were doc‘t)ors, 13 (52%) were %:Enis!ers CAB*RPV injections? 00 1014) 1¢) Time to implement the process to deliver the new treatment e —T1 58
nurses, and 4 (16%) were community Yes 11 61) 6(86) 17(68) Risk of resistance for patients not adherent to injections e —71F 50
nurse specialists. No 7(39) 1(14) 8(32) Understanding when/how to reinitiate injection after unplanned missed doses BT @
_Oyerz_all, 68% administerec_l CAB+RPV Prescribes medications? Understanding of when/how to use oral medical for planned missed doses BT 0
|n150_“0n_5 and 56% prescr!bed Yes 11(61) (43) 14 (56) Staff preparation to implement CAB+RPV LA  ——77 444
medications as part of their role. No 7(39) (57) 11(44) Competing clinic priorities  E—T 4“4
| I tati ¢ Patients moving out of the area/changing to a different provider T ——113 389
mplementation outcomes Identifying eligible individuals for CAB+RPV LA  —"11 389
Overall: Concern about switching between injections and orals  —"7T 389
Mean acceptability, appropriateness and feasibility scores for delivering the injection in their treatment Time to administer the injection  E—TT 389
setting were high (>4) at the beginning of the study and remained so by the end of the study (Table 2). Patient travel time to 7
Mean acceptability scores were highest at all time points compared to appropriateness and feasibility Staff belief in the efficacy of CAB+RPV LA  —1 1 333
scores. Answering patient questions between Visits  E— 71 ] 333
Mean feasibility scores were lowest at all time points, with the exception of M4 for clinic HCPs. Managing patients presenting with other care needs i — 71 278
Among clinic HCPs: Being prepared for staff absence or tUmover i — 711 278
Mean acceptability, appropriateness and feasibility scores for delivering the injection in their treatment Managing the optional oral lead-in phase  Sm—"7 1 22
setting appeared to improve in a linear fashion over time. Comfort discussing CAB+RPV LA  e——_n 214
Among community HCPs: Acquifing CAB+RPV LA  —"1] 312;
Mean acceptability, appropriateness and feasibility scores for delivering the injection in their treatment Leadership support S 71
setting were lower than scores reported by clinic HCP and decreased very slightly between M8 and 0 10 20 30 40 50 60 70
M12. Proportion who agree / completely agree (%)
MO (N=18) mM12 (N=14)
Table 2. A bility (AIM), appropri: (IAM) and (FIM) scores from clinic and
community HCPs in relation to delivering CAB+RPV-LA in their treatment setting Figure 2. Concerns about CAB+RPV LA i by HCPs
Clinic Community " . 571
Baseline (N=18) Month 4 (N= Month 12 Month 8 Month 12 Stalf preparation to implement CAB+RPV LA g
Risk of resistance for patients not adherent to injections 2o 571
1) {N=T) e Patients moving out of the area/changing to a different provider  — 429
AIM >=4 (%) 16 (88.9) 15 (93.8) 14.(100.0) 6(85.7) 9 ging fo' P %5 pos
AIM mean (SD) 4.44(1.02) 4,63 (047) 4.82(0.36) 4.71(0.46) Patient fear of needles  ——— 6
1AM >=4 (%) 14 (77.8) 15(93.8) 13(92.9) 6(85.7) Managing patients presenting with other care needs  —11 5 429
|IAM mean (SD) 4.24 (1.04) 4.52(0.49) 4.77 (0.51) 4.62 (0.49) Patient's ability to keep appointments  E—12 429
FIM >=4 (%) 11(61.1) 13(81.2) 13(92.9) 4(57.1) Patient travel time to appointments g 28
FIM mean (SD) 4.04(1.02) 4.53(0:48) Lhbe ] L vd ] Staf belief n the efficacy of CAB+RPV LA  — 71 5 429
. P " Answering patient questions between visits e —T1 429
Factors influencing implementation ) ) » Comfortdiscussing CAB+RPV LA - e—"1r' 429
Most staff participants found the implementation blueprint useful, with 12/14 (66.7%) of clinic HCPs and 3/7 Acquiring CAB+RPV LA 7§ 129
(42.9%) of community HCPs finding It useful/extremely useful at baseline (MO for clinic HCPs, M8 for Patient inject et 26
community HCPs) and 9/14 (64.3%) of clinic HCPs and 4/7 (57.1%) community HCPs finding it useful or " " . o N 2
Understanding when/how to reinitiate injection after unplanned missed doses  ——1 286
extremely useful at M12. Undeistariding Wherihow i el for wjitd opssed 26
. . e
Concerns about CAB+RPV-LA implementation nerstanding whenhow fo use oral medieal lor pianned missed coses i
: o . . Identifying eligible individuals for CAB+RPV LA  i—11"5 286
Reported concerns about CAB+RPV-LA implementation differed between clinic and community HCPs. Managing the optional oral lead-in G 286
Clinic HCPs (Figure 1): Time to administer the injection vik) 29
At MO, there were six top concerns (all at 61.1%) regarding CAB+RPV implementation, three of Time to implement the process to deliver the new treatmen!  E — %gg
which were patient-related (patients’ ability to keep appointments, fear of needles, and soreness/pain Competing clinic priorities  E—— 255 75 5
from the injections) and three were site-related (having enough staff to administer injections, the Being prepared for staff absence or tUmover —25.6 75 6
number of exam rooms for injections, and staff resourcing for clinic flow). Enough staff to administer injections e —— — —— 25 75 6
At M12, these concerns remained the top concerns but the proportion of HCPs reporting them as a Leadership support  —11 5
00”09_’” was |°W‘_3r- Number of exam rooms for injections 28
Community HCPs (Figure 2): Staff resourcing for clinic flow G 28
At M8, the top concern (at 57.1%) was HCP-related (how prepared they felt to implement CAB+RPV- Concem about switching between injections and orals  E— 143 14 3
LA). At M12, this was no longer reported as a concern by any community HCPs. 0 10 2 20 % 50 50
A‘l M12, the top concern (at 57.1%) was pat\ent-related.(risk of resistance fo.r patients n.ot.adherent to Proportion who agree / completely agree (%)
injections). The second top concern (at 42.9%) was a site-related concern (time to administer the
injection) — this has not been a top concern previously. Month 8 (N=7) = Month 12 (N=7)
Discussion and Conclusions Acknowledgements

Delivering injections in clinics and community settings were considered highly feasible, acceptable and appropriate by clinic and community staff delivering the intervention, throughout the study.

Lower feasibility scores (compared to acceptability and appropriateness scores) align with the implementation concerns reported by clinic and community HCPs — these largely related to concerns about
patients’ ability to adhere to the dosing schedule (and the consequences of this for resistance risk) and logistical issues such as having adequate staff, time and resourcing to manage the service smoothly.
Community HCPs reported different concerns to clinic HCPs, reflecting differing needs dependent on treatment setting. While barriers such as insufficient rooms and clinic flow were not a concern for
community HCPs, other issues arose including having sufficient time for appointments and possibly greater concerns about risk of resistance due to patients receiving treatment in the community generally
having more complex needs.

Encouragingly, all HCPs appeared less concerned about the efficacy of the treatment or its clinical management.

Limitations include the small sample size, particularly for community HCPs, and missing data. Baseline measures are not directly comparable between clinic and community HCPs as they were recorded
at different timepoints (MO and M8).

Services introducing CAB+RPV-LA treatment should undertake careful planning and monitoring to ensure staffing, allocated time and resourcing is adequate to facilitate the smooth running of the service.
Further exploration of CAB+RPV delivery in additional community settings such as primary care or pharmacies may be beneficial.
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Disclaimer

This content was acquired following an unsolicited medical information enquiry by a healthcare professional. Always
consult the product information for your country, before prescribing a ViiV medicine. ViiV does not recommend the use of

our medicines outside the terms of their license. In some cases, the scientific Information requested and downloaded
may relate to the use of our medicine(s) outside of their license.
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