
Congress Name

Month ##-##, 202#; City, ST, Country or Virtual

IDWeek 2026; October 21-24, 2026; Washington, DC

Publication Month Events Total

Virologic suppression at 

Month 12 (95% CI) Weight, fixed (%) Weight, random (%)

Iannone et al, 2025a 12 10 11 0.909 (0.587-0.998) 8.4 10.3

Blick et al, 2025a 12 13 14 0.929 (0.661-0.998) 10.6 12.8

Nguyen et al, 2026b 12 13 14 0.929 (0.661-0.998) 10.6 12.8

Spinelli et al, 2025c 12 94 96 0.979 (0.927-0.997) 70.4 64.1

Fixed-effects model 0.980 (0.939-1.000) 100.0 —

Random-effects model 0.975 (0.926-1.000) — 100.0

Heterogeneity: I2=8.5%, 2=0.0011, P=0.3507

Publication Month Events Total

Virologic suppression at any 

month (95% CI)

Weight,

fixed (%)

Weight,

random (%)

12 months

Iannone et al, 2025a 12 10 11 0.909 (0.587-0.998) 1.0 3.7

Blick et al, 2025a 12 13 14 0.929 (0.661-0.998) 1.3 4.3

Nguyen et al, 2026b 12 13 14 0.929 (0.661-0.998) 1.3 4.3

Spinelli et al, 2025c 12 94 96 0.979 (0.927-0.997) 8.7 8.3

Fixed-effects model 0.980 (0.939-1.000) 12.3 —

Random-effects model 0.9275(0.926-1.000) — 20.6

Heterogeneity: I2=8.5%, 2=0.0011, P=0.3507

3-8 months

Brock et al, 2024d Median (range): NR (1-17) 12 12 1.000 (0.735-1.000) 1.1 3.9

Rousseau et al, 2024e Median (range): 7 (6-12) 12 12 1.000 (0.735-1.000) 1.1 3.9

Fixed-effects model 1.000 (0.920-1.000) 2.2 —

Random-effects model 1.000 (0.920-1.000) — 7.9

Heterogeneity: I2=0%, 2=0, P=1.0000

9-15 months

Elion et al, 2025a Median (IQR): 9 (3-13) 68 81 0.840 (0.741-0.912) 7.3 8.1

Deschanvres et al, 2025a Median (IQR): 11 (5-24) 74 86 0.860 (0.769-0.926) 7.8 8.1

Hsu et al, 2026a Median (IQR): 12 (7-22) 399 502 0.795 (0.757-0.829) 45.1 9.6

Fixed-effects model 0.810 (0.780-0.840) 60.2 —

Random-effects model 0.816 (0.777-0.852) — 25.8

Heterogeneity: I2=19.1%, 2=0.0004, P=0.2905

Undefined follow-up

Fessler et al, 2024f NR 29 31 0.935 (0.786-0.992) 2.8 6.2

Dawiec et al, 2024d NR 16 18 0.889 (0.653-0.986) 1.7 4.9

Gerber et al, 2025g NR 12 17 0.706 (0.440-0.897) 1.6 4.8

O’Connor et al, 2025g NR 14 14 1.000 (0.768-1.000) 1.4 4.3

Davy-Mendez et al, 2025a NR 13 17 0.765 (0.501-0.932) 1.6 4.8

Chaudhuri et al, 2025g NR 19 19 1.000 (0.824-1.000) 1.7 5.0

Colasanti et al, 2025a NR 52 55 0.945 (0.849-0.989) 5.0 7.4

O’Shea et al. 2026g NR 90 107 0.841 (0.758-0.905) 9.6 8.4

Fixed-effects model 0.901 (0.860-0.937) 25.3 —

Random-effects model 0.909 (0.835-0.965) — 45.7

Heterogeneity: I2=60.4%, 2=0.0120, P=0.0136

Fixed-effects model 0.872 (0.849-0.892) 100.0 —

Random-effects model 0.913 (0.865-0.953) — 100.0

Heterogeneity: I2=73.5%, 2=0.0130, P<0.0001

Test for subgroup differences (common effects): 𝜒3
2=36.99, df=3 (P<0.0001)

Test for subgroup differences (random effects): 𝜒3
2=24.70, df=3 (P<0.0001)

Publication Month Events Total

Virologic failure with resistance

at any month (95% CI)

Weight,

fixed (%)

Weight,

random (%)

Brock et al, 2024 Median (range): NR (1-17) 0 12 0.000 (0.000-0.265) 2.8 2.8

Dawiec et al, 2024 NR 0 18 0.000 (0.000-0.185) 4.1 4.1

Deschanvres et al, 2025 Median (IQR): 11 (5-24) 3 86 0.035 (0.007-0.099) 19.4 19.4

Faggiano et al, 2025 NR 2 46 0.043 (0.005-0.148) 10.4 10.4

Hessamfar et al, 2026 12 1 20 0.050 (0.001-0.249) 4.6 4.6

Elion et al, 2025 Median (IQR): 9 (9-13) 1 111 0.009 (0.000-0.049) 25.0 25.0

Christopoulos et al, 2025 NR 6 150 0.040 (0.015-0.085) 33.7 33.7

Fixed-effects model 0.019 (0.006-0.038) 100.0 —

Random-effects model 0.019 (0.006-0.038) — 100.0

Heterogeneity: I2=0.0%, 2=0, P=0.6861

Methods
Systematic Literature Review

• An SLR of real-world evidence (RWE) was conducted following Preferred Reporting Items for 

Systematic Reviews and Meta-Analyses (PRISMA) guidelines​

• Literature searches were conducted in Embase®, PubMed®, and Cochrane Library databases, 

as well as major international HIV congress proceedings, to capture both journal articles and 

congress proceedings from January 2020 to March 2026 (Figure 1)​

• Eligible RWE publications reported relevant outcomes for ≥10 people who did not have 

suppressed VL at CAB+RPV LA initiation as determined by the VL thresholds reported in the 

source publications​

• Publications, defined here as peer-reviewed manuscripts and congress proceedings, were 

assessed for potential overlap across cohorts to minimize double-counting

Meta-Analyses

• Single-arm meta-analyses were used to produce point estimates at Month 12 and across all 

publication-reported time points for the proportions of individuals with virologic suppression or 

experiencing virologic failure, irrespective of outcome definitions in the source publications 

• Point estimates for virologic failure with resistance and treatment discontinuation, either all-cause 

or due to virologic failure, were produced across all publication-reported time points only, as 

Month 12 analyses were not feasible

• Freeman-Tukey double-arcsine transformation was used for meta-analyses of proportions, 

Clopper-Pearson CIs were calculated for individual publications, and the DerSimonian-Laird 

estimator was used for the 2 calculation

• Estimates were calculated using both a random-effects model, where the model allowed for 

variation between studies, and a fixed-effects model, where the model assumed all studies 

estimated the same effect, with differences due to chance

Introduction
• Suboptimal adherence to oral antiretroviral therapy (ART) can lead to virologic, inflammatory, 

and clinical implications, including serious non-AIDS events1-4

• Evidence from recent randomized clinical trials has expanded understanding of CAB+RPV LA 

in people with current or previous adherence challenges, including people with viremia, while 

selected guidelines now include recommendations for its use in some people with viremia5-11

• LATITUDE and SUPLA demonstrated superior efficacy of CAB+RPV LA versus oral ART,9,10

while IMPALA demonstrated long-term non-inferior efficacy and superiority over oral ART for the 

outcome of clinically relevant viremia (confirmed virologic failure or viral load [VL] ≥1,000 c/mL),11

among people with adherence and/or engagement challenges

• We conducted a systematic literature review (SLR) and single-arm meta-analysis to 

characterize virologic outcomes, resistance-associated mutations at virologic failure, and 

treatment discontinuation among people with HIV-1 who were treatment experienced and 

had viremia at CAB+RPV LA initiation in routine clinical practice
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Results
Overview of Included RWE

• The SLR identified 494 publications reporting CAB+RPV LA use in ≥10 people, representing 133 cohorts and 

45,596 people with HIV-1

• Overall, 20 eligible publications,12-31 representing 19 non-overlapping cohorts, reported relevant outcomes for 

1438 people who were treatment-experienced and had viremia at CAB+RPV LA initiation and, as such, were 

included in this analysis 

• The included cohorts represented routine clinical practice, comprising 15 from the United States,12-14,17-

23,25,26,28-31 2 from France,24,27 1 from Italy,16 and 1 from Poland15

• Publications contributing to each outcome varied according to the outcomes and follow-up reported; where 

a cohort was represented by multiple publications, only 1 publication was selected for each outcome

• HIV-1 RNA at CAB+RPV LA initiation varied substantially across the 1219 people with viremia included in the 

11 publications reporting these data (Figure 2)

Conclusions
• Across real-world publications, CAB+RPV LA was associated with high effectiveness in people with 

viremia who were treatment-experienced at initiation

• Virologic failure, virologic failure with resistance, and discontinuations due to virologic failure were 

uncommon; all-cause discontinuation rates were low in this population

• Taken together, these findings suggest that CAB+RPV LA may offer meaningful benefits for people 

with viremia, including those experiencing challenges with adherence to daily oral ART, and may help 

address an important unmet treatment need in appropriately selected individuals

• Further evidence generation is ongoing, including the phase 3b CROWN study (NCT06694805) in 

people who are treatment-experienced with detectable viremia

In real-world clinical settings, long-acting cabotegravir plus rilpivirine 

(CAB+ RPV LA) maintained high effectiveness in people with HIV-1 with 

viremia at initiation through 12 months post-switch, with low rates of 

discontinuation throughout follow-up 

Overall, rates of virologic failure on CAB+RPV LA were low, with few 

participants having resistance-associated mutations at failure 

These findings help address an important evidence gap by expanding the 

real-world evidence on outcomes with CAB+RPV LA among people with 

HIV and viremia at initiation, a population with substantial unmet need

Key Takeaways Figure 1. SLR PRISMA Flowchart

High Virologic Suppression Through Month 12 and All Available Follow-Up Time Points After CAB+RPV 

LA Initiation

• Across publications reporting virologic suppression at Month 12, the estimated proportion of people with 

virologic suppression was 97.5% (95% CI, 92.6%-100.0%) using the random-effects models, regardless of 

outcome definition (Figure 3)

• Using virologic suppression data reported across all available follow-up time points, the random-effects 

model estimated that 91.3% of people had virologic suppression (95% CI, 86.5%-95.3%), irrespective of 

the outcome definitions used (Figure 4)
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Plain Language Summary
• This review looked at data from routine clinic visits in everyday life all over the world to study 

how well long-acting cabotegravir + rilpivirine, an HIV-1 treatment given 6 or 12 times a year 

as injections, works for people with a detectable level of virus in the blood, called viremia

• Researchers found 20 publications in medical databases and conferences, collecting results 

on 1438 people who had previously used another type of HIV medication and who had 

viremia at CAB+RPV LA initiation across North America and Europe

• When results of the different publications were added together across various time points, 

analyses estimated that the virus was not detectable in 91% of people (17 publications in 

1106 people) and was detectable in 4% (11 publications in 984 people); and 13% of people 

stopped using long-acting cabotegravir + rilpivirine (7 publications in 451 people) 

Figure 3. Estimated Proportions With Virologic Suppression, Regardless of Definition, at Month 12

Figure 5. Estimated Proportions With Virologic Failure, Regardless of Definition, at Month 12

Search conducted on March 4, 2026
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Reports with ≥10 people with viremia (n=20, representing 

19 non-overlapping cohorts)b

aReasons for exclusion: intervention, n=50; study design, n=33; publication type, n=55; outcomes, n=36; lack of sufficient information for individuals using CAB+RPV LA, n=20; presentation was 

withdrawn or presumed to have been withdrawn from congress, n=4; full text was not available or encore included instead, n=2; abstract or final presentation with incomplete data, n=1; unclear 

if the study included individuals using CAB+RPV LA, n=1; individual in the study died from other complications soon after starting CAB+RPV LA, n=1. bOne additional eligible report was 

identified through author review and included following assessment against the prespecified eligibility criteria.

Low Incidence of Virologic Failure Through Month 12 and All Available Follow-Up Time Points 

After CAB+RPV LA Initiation 

• From the publications contributing data to the Month 12 virologic failure analysis, an estimated 

4.7% (95% CI, 0.0%-18.4%) of people experienced virologic failure under the random-effects 

model, although definitions differed between publications (Figure 5)

Figure 6. Estimated Proportions With Virologic Failure, Regardless of Definition, at All 

Time Points

Low Incidence of Virologic Failure With Resistance Across all Available Follow-Up Time Points 

After CAB+RPV LA Initiation 

• Among publications contributing data on virologic failure with resistance-associated mutations, the 

random-effects estimated proportion of people experiencing this outcome across all reported time 

points was 1.9% (95% CI, 0.6%-3.8%; Figure 7)

• Specifically, across these 7 publications, the estimated proportion was 0.5% (95% CI, 0.0%-1.9%) for 

integrase strand transfer inhibitors and 1.4% (95% CI, 0.3%-3.1%) for non-nucleoside reverse 

transcriptase inhibitors using the random-effects model

Figure 7. Estimated Proportions With Resistance at Virologic Failure: All Time Points

Low Incidence of Treatment Discontinuation, Including Discontinuation Due to Virologic Failure

• Across publications contributing all-cause discontinuation data, the random-effects model estimated 

that 12.7% (95% CI, 7.5%-18.9%) of people discontinued CAB+RPV LA for any reason during the 

reported follow-up periods (Figure 8)

• Discontinuation specifically due to virologic failure was estimated at 2.3% (95% CI, 0.8%-4.2%), based 

on 7 publications12,16,18,21,24,25,27 including 446 people

Figure 8. Estimated Proportions With All-Cause Discontinuation: All Time Points

Figure 2. Baseline HIV-1 RNA Among People With Viremia at CAB+RPV LA Initiation

IQR, interquartile range; LEN, lenacapavir. aMean HIV-1 RNA includes 7 people who were using LEN/CAB±RPV.

Publication Month Events Total

Virologic failure at 

Month 12 (95% CI)

Weight,

fixed (%)

Weight,

random (%)

Iannone et al, 2025a 12 0 21 0.000 (0.000-0.161) 26.4 31.6

Hessamfar et al, 2026b 12 4 20 0.200 (0.057-0.437) 25.2 31.0

Nguyen et al, 2026c 12 1 39 0.026 (0.001-0.135) 48.5 37.4

Fixed-effects model 0.041 (0.004-0.103) 100.0 —

Random-effects model 0.047 (0.000-0.184) — 100.0

Heterogeneity: I2=69.8%, 2=0.0224, P=0.0365

Publication Month Events Total

Virologic failure at any 

month (95% CI)

Weight,

fixed (%)

Weight,

random (%)

Brock et al, 2024a Median (range): NR (1-17) 0 12 0.000 (0.000-0.265) 1.2 4.0

Dawiec et al, 2024b NR 2 18 0.111 (0.014-0.347) 1.8 5.3

Iannone et al, 2025c 12 0 21 0.000 (0.000-0.161) 2.1 5.8

Colasanti et al, 2026d NR 2 55 0.036 (0.004-0.125) 5.5 9.7

Deschanvres et al, 2025e Median (IQR): 11 (5-24) 11 86 0.128 (0.066-0.217) 8.6 11.4

Faggiano et al, 2025d NR 2 46 0.043 (0.005-0.148) 4.6 9.0

Hessamfar et al, 2025f 12 4 20 0.200 (0.057-0.437) 2.0 5.7

Hsu et al. 2026g Median (IQR): 12 (7-22) 7 439 0.016 (0.006-0.033) 43.8 15.3

Nguyen et al, 2026h 12 1 26 0.026 (0.001-0.135) 3.9 8.3

Elion et al, 2025d Median (IQR): 9 (3-13) 2 111 0.018 (0.002-0.064) 11.1 12.3

Christopoulos et al, 2025d NR 6 150 0.040 (0.015-0.085) 15.0 13.2

Fixed-effects model 0.022 (0.012-0.035) 100.0 —

Random-effects model 0.037 (0.014-0.069) — 100.0

Heterogeneity: I2=65.5%, 2=0.0063, P=0.0012

Publication Month Events Total

All-cause discontinuation at 

any month (95% CI)

Weight,

fixed (%)

Weight,

random (%)

Rousseau et al, 2024 Median (range): 7 (6-12) 0 19 0.000 (0.000-0.176) 4.3 8.9

Dawiec et al, 2024 NR 0 18 0.000 (0.000-0.185) 4.1 8.6

Iannone et al, 2025 Month 12 3 21 0.143 (0.030-0.363) 4.7 9.5

Elion et al, 2025 Median (IQR): 9 (3-13) 21 111 0.189 (0.121-0.275) 24.5 19.5

Deschanvres et al, 2025 Median (IQR): 11 (5-24) 16 86 0.186 (0.110-0.284) 19.0 18.2

Faggiano et al, 2025 NR 9 46 0.196 (0.094-0.339) 10.2 14.4

Christopoulos et al, 2025 NR 22 150 0.147 (0.094-0.214) 33.1 20.9

Fixed-effects model 0.145 (0.113-0.181) 100.0 —

Random-effects model 0.127 (0.075-0.189) — 100.0

Heterogeneity: I2=60.9%, 2=0.0066, P=0.0176

IQR, interquartile range. aVirologic failure: VL ≥200 c/mL. bVirologic failure: VL >1000 c/mL. cVirologic failure: 2 VL >50 c/mL or a VL >200 c/mL. dVirologic failure not defined. eVirologic failure: 

1 VL >200 c/mL after virologic suppression, 2 consecutive VLs >50 c/mL after virologic suppression, or failure to reach virologic suppression by 6 months. fVirologic failure: 1 VL >1000 c/mL, 

2 consecutive VLs >50 c/mL, or no VL <50 c/mL by 6 months in a participant with viremia at baseline. gVirologic failure: 2 consecutive VLs ≥200 c/mL or discontinuation of CAB+RPV LA after a VL 

≥200 c/mL assessed after virologic suppression to <50 c/mL. hVirologic failure: 1 VL >1000 c/mL or 2 consecutive VLs >200 c/mL. 

Figure 4. Estimated Proportions With Virologic Suppression, Regardless of Definition, at All 
Time Points

• Across publications contributing virologic failure data at all available follow-up time points, the 

estimated proportion of people experiencing virologic failure was consistent, with an estimated 

3.7% (95% CI, 1.4%-6.9%) under the random-effects model, based on varying follow-up periods 

and definitions (Figure 6)

aVirologic failure: 2 VL >50 c/mL or a VL >200 c/mL. bVirologic failure: 1 VL >1000 c/mL, 2 consecutive VLs >50 c/mL, or no VL <50 c/mL by 6 months in a participant with viremia at baseline. 
cVirologic failure: 1 VL >1000 c/mL or 2 consecutive VLs >200 c/mL. 

IQR, interquartile range. aVirologic suppression: <50 c/mL. bVirologic suppression: ≤200 c/mL. cVirologic suppression: <30 c/mL. dVirologic suppression not defined. eVirologic suppression: <20 c/mL. 
fVirologic suppression: ≤50 c/mL. gVirologic suppression: <200 c/mL. 

IQR, interquartile range.

IQR, interquartile range.

Proportion experiencing virologic 

suppression at all time points

0 0.1 0.2 0.3 0.4

Proportion experiencing virologic 

failure at Month 12

0 0.1 0.2 0.3 0.4

Proportion experiencing virologic 

failure at all time points

0 0.05 0.1 0.15 0.2 0.25

Proportion experiencing resistance at 

virologic failure at all time points

0 0.05 0.1 0.15 0.2 0.25 0.3 0.35

Proportion experiencing all-cause 

discontinuation at all time points

HIV-1 RNA, c/mL (log scale)Median Mean Range IQR

IQR, interquartile range. aVirologic suppression: <50 c/mL. bVirologic suppression: ≤200 c/mL. cVirologic suppression: <30 c/mL. 

Proportion experiencing virologic 
suppression at Month 12

0.6 0.7 0.8 0.9

0.5 0.6 0.7 0.8 0.9 1

50

HIV-1 RNA, c/mL

Mean (range): 152,657 

(2410-566,000) 

Mean: 85,586a

Median (range): 

21,045 (390-152,997) 

Median (IQR): 

1995 (398-31,623) 

Median (range): 200 

(50-630,957) 

Median (range): 200 

(100-1259) 

Publication

Brock et al, 

2024 (n=12)

Chaudhuri et al,

2025 (n=20)

Gerber et al,

2025 (n=17)

Colasanti et al,

2025 (n=56)

Elion et al, 2025

(n=111)

Deschanvres 

et al,

2025 (n=86)

Median (range): 160 

(60-257,000) 

Fessler et al, 

2024 (n=31)

Median (IQR): 120 

(60-2040) 

Hsu et al,

2026 (n=582)

50-200 c/mL

100 1,000 10,000 100,000 1,000,000

O’Shea et al,

2026 (n=154)

Median (IQR): 

1414 (378-5909) 

Spinelli et al,

2025 (n=129)

Median: 45,600

Median (IQR): 66 

(40-215) 

Iannone et al,

2025 (n=21)
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