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Abstract
Background

Interest in long-acting injectable antiretroviral therapy (ART) among people reporting viral non-
suppression or missed oral doses deserves attention as treatment options expand. We described
interest within these clinical subgroups in a Ugandan survey.

Methods

This exploratory analysis included 116 people living with HIV on ART from the parent study’s locked 232-
person roster. Interest meant willing or very willing to use injectable treatment. Viral status referred to
the previous 12 months and missed doses to the previous 30 days. We calculated subgroup proportions
with Wilson 95% confidence intervals (Cls), reporting groups below 10 participants as counts only.
Sensitivity analysis included all 131 ART participants in the 251-record export.

Results

Overall, 104/116 participants expressed interest (89.7%, 95% Cl 82.8-94.0). Interest was reported by
24/25 participants reporting non-suppression (96.0%, 80.5-99.3) and 80/90 reporting suppression
(88.9%, 80.7-93.9). The difference was 7.1 percentage points (95% Cl - 9.2 to 15.9). Interest was
reported by 56/62 participants with no missed doses, 41/46 with 1-2 missed doses and seven of eight
with three or more missed doses. Twenty-one of 25 participants reporting non-suppression also reported
missed doses. Expanded-cohort results were similar: 118/131 expressed interest overall and 26/27
among those reporting non-suppression.

Conclusions

Interest was high across the clinical subgroups. These data do not establish greater or equivalent
interest in any subgroup, clinical eligibility, or treatment benefit. Prospective studies should link
preferences to verified clinical measures and observed injectable treatment outcomes.

Background

Long-acting injectable ART offers an alternative to daily oral treatment for selected people living with
HIV. In the FLAIR trial, cabotegravir plus rilpivirine maintained suppression after oral induction, with most
recipients preferring the injectable regimen [1]. Such results concern people who received treatment
under trial conditions. Interest expressed before treatment is a different measure, especially among
people reporting difficulty taking daily medication.
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Ugandan research has already documented high acceptability and perceived feasibility of injectable ART
among people with viraemia and health workers [2]. The present report adds quantitative descriptions by
reported viral status and recent missed doses within a shared survey cohort. It does not seek to
establish a new overall acceptance estimate or identify demographic predictors already addressed in
related analyses. Our question was whether interest remained common among participants reporting
non-suppression or missed oral ART doses.

Methods

We analysed a cross-sectional survey from a broader mixed-methods study of long-acting injectable HIV
options at Mildmay Hospital Uganda in central Uganda during 2026. Research assistants administered
an electronic questionnaire using Open Data Kit in English or Luganda after consent. Participants
considered hypothetical injectable options and did not receive injectable ART through the survey. This
report uses the same participants as the parent acceptance study and related readiness and financial-
distress analyses, with a separate focus on clinical subgroups.

The parent analytic roster contained 232 participants, including 116 people living with HIV and 116
participants recruited through prevention services. All 116 people living with HIV reported current ART
use and were aged at least 15 years. We retained their exact roster identifiers. The complete export
contained 251 unique records, including 131 participants on ART. Fifteen ART participants fell outside
the parent roster. The equal-group selection in the parent analysis accounts for the smaller cohort, but
the available records do not establish the selection procedure for those 15 participants. We therefore
included all 131 ART participants in a sensitivity analysis rather than assuming random selection. The
sample was not powered for the clinical subgroup comparisons.

Interest meant a willing or very willing response on the five-level willingness item. We retained the
complete scale in supplementary outputs. Participants reported whether their viral status in the previous
12 months was suppressed, not suppressed or not tested. No laboratory value, suppression threshold or
resistance result accompanied this item. Missed ART doses in the previous 30 days were recorded as
none, 1-2, 3—5 or more than five. We combined the last two categories descriptively as three or more
missed doses. Adherence challenges allowed multiple responses.

We reported counts, percentages and Wilson 95% confidence intervals. Subgroups below 10 participants
appear as counts only. We estimated absolute differences in interest using Newcombe hybrid-score
intervals and reported exploratory Fisher exact tests [3]. A supplementary unadjusted modified Poisson
model with HCO robust standard errors described the association between any missed doses and
reported non-suppression among participants reporting a tested result [4]. This model does not measure
agreement, validate either report or establish causation. Age remained descriptive because younger and
older participants were interviewed in separate sessions. Analyses used R. No multiplicity adjustment
was applied.
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Results

The main cohort comprised 116 participants on ART. Median age was 26.5 years (interquartile range
21.8-38.2), 52 (44.8%) were aged 15-24 years and 79 (68.1%) were female. Median ART duration was
nine years (interquartile range 6—17). Most participants reported a single-tablet regimen (112/116,
96.6%). Pill fatigue was reported by 66 participants (56.9%), stigma by 33 (28.4%), forgetfulness by 32
(27.6%) and travel by 28 (24.1%). Multiple responses were permitted. Participant characteristics appear
in Table 1.
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Table 1
Participant characteristics

Characteristic Main cohort (n =
116)

Age in years, median (IQR) 26.5(21.8-38.2)

Aged 15-24 years, n (%) 52 (44.8)

Female, n (%) 79 (68.1)

Years since HIV diagnosis, median (IQR) 9(6-17.2)

Years on ART, median (IQR) 9(6-17)

Regimen: Single-tablet regimen, n (%) 112 (96.6)

Regimen: Multiple pills, n (%) 4(3.4)

Regimen: Not sure, n (%) 0(0.0)

Vi(ral)status (past 12 months): Reported suppressed, 90 (77.6)
n (%

Viral status (past 12 months): Reported not 25(21.6)
suppressed, n (%)

Viral status (past 12 months): Not tested, n (%) 1(0.9)

I(\/Ii)ssed doses (past 30 days): No missed doses, n 62 (53.4)
%

I(\/Ii)ssed doses (past 30 days): 1-2 missed doses, n 46 (39.7)
%

Missed doses (past 30 days): 3 or more missed 8 (6.9)
doses, n (%)

Adherence challenge: Pill fatigue, n (%) 66 (56.9)
Adherence challenge: Side effects, n (%) 13(11.2)
Adherence challenge: Stigma, n (%) 33(28.4)
Adherence challenge: Travel, n (%) 28 (24.1)
Adherence challenge: Food insecurity, n (%) 8 (6.9)

Adherence challenge: Forgetfulness, n (%) 32 (27.6)
Adherence challenge: Other, n (%) 26 (22.4)

All eligible PLHIV (n=
131)

25 (21-38.5)
60 (45.8)
89 (67.9)

10 (6-18)

9 (6-17)
126 (96.2)
5(3.8)
0(0.0)

103 (78.6)

27 (20.6)

1(0.8)
70 (53.4)

51 (38.9)
10 (7.6)

72 (55.0)
14 (10.7)
35 (26.7)
32 (24.4)
9 (6.9)

34 (26.0)
30 (22.9)

ART, antiretroviral therapy. PLHIV, people living with HIV. Values are n (%) or median (interquartile range), as

labelled. Adherence challenges allowed multiple responses.
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Ninety participants reported suppression, 25 reported non-suppression and one reported no test. Fifty-
four reported at least one missed dose, including eight reporting three or more. Interest in injectable
treatment was reported by 104/116 participants (89.7%, 95% Cl 82.8-94.0). Table 2 shows high interest
in both tested viral-status groups and each missed-dose category. The participant reporting no test
expressed a neutral response.

Table 2
Interest in long-acting injectable treatment by clinical subgroup

Main cohort n/N; % (95% CI)  All eligible n/N; % (95% CI)

Clinical subgroup

All PLHIV on ART 104/116;89.7 (82.8t094.0)  118/131;90.1 (83.8 t0 94.1)

Reported suppressed 80/90; 88.9 (80.7 t0 93.9) 92/103; 89.3 (81.9 t0 93.9)

Reported not suppressed
Not tested

No missed doses

1-2 missed doses

3 or more missed doses

Suppressed, no missed doses
Suppressed, any missed doses
Not suppressed, no missed doses

Not suppressed, any missed doses

24/25;96.0 (80.5 to 99.3)
0/1; count only
56/62;90.3 (80.5 to 95.5)
41/46;89.1 (77.0 to 95.3)
7/8; count only
52/58;89.7 (79.2 t0 95.2)
28/32;87.5(71.9 10 95.0)
4/4; count only
20/21;95.2 (77.3t0 99.2)

26/27;96.3 (81.7 t0 99.3)
0/1; count only
64/70;91.4 (82.5 t0 96.0)
45/51; 88.2 (76.6 to 94.5)
9/10; 90.0 (59.6 to 98.2)
60/66; 90.9 (81.6 to 95.8)
32/37;86.5 (72.0 to 94.1)
4/4; count only
22/23;95.7 (79.0 t0 99.2)

ART, antiretroviral therapy. PLHIV, people living with HIV. CI, confidence interval. Wilson 95% Cls. Subgroups
below 10 participants appear as counts only. Clinical subgroups overlap. Viral status refers to the previous
12 months and missed doses to the previous 30 days. Interest means willing or very willing.

The difference in interest between reported non-suppression and suppression was 7.1 percentage points
(95% Cl - 9.2 10 15.9, Fisher p = 0.452). Comparing any missed doses with none gave a difference of -
1.4 percentage points (- 13.7 to 10.1). These intervals include differences in either direction and do not
establish equivalence. Twenty of the 25 participants reporting non-suppression selected very willing,
four selected willing and one selected neutral.

The clinical measures overlapped. Twenty-one of 25 participants reporting non-suppression also
reported missed doses. Seven of eight participants reporting three or more missed doses reported non-
suppression. Among participants reporting a tested result, non-suppression occurred in 21/53 with
missed doses and 4/62 without missed doses. The supplementary unadjusted prevalence ratio was 6.14
(95% Cl 2.25-16.77). This describes a cross-sectional association between the two reports. Table 3
presents reported viral status by missed ART doses.
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Table 3
Reported viral status by missed ART doses

Reported viral status No missed 1-2 missed 3 or more missed Total
doses doses doses

Reported suppressed 58 31 1 90

Reported not 4 14 7 25

suppressed

Not tested 0 1 0 1

ART, antiretroviral therapy. PLHIV, people living with HIV. Values are counts in the main cohort (n = 116). Viral
status refers to the previous 12 months and missed doses to the previous 30 days.

Including all 131 ART participants produced similar descriptive findings. Overall interest was 118/131
(90.1%, 95% CI 83.8-94.1), including 26/27 reporting non-suppression (96.3%, 81.7-99.3) and 92/103
reporting suppression (89.3%, 81.9-93.9). The difference was 7.0 percentage points (- 8.3 to 15.0).
Interest was reported by 64/70 participants with no missed doses, 45/51 with 1-2 and 9/10 with three
or more. Expanded-cohort findings therefore did not depend on restricting analysis to the parent roster.

Discussion

Interest in long-acting injectable treatment was common among participants reporting non-suppression
and among those reporting missed oral ART doses. It was also common among those reporting
suppression and no missed doses. The report supports discussing injectable options with people across
these clinical circumstances. It does not show stronger interest among people with adherence
difficulties, and the small subgroups leave substantial uncertainty about differences.

The findings complement earlier Ugandan work on injectable treatment acceptability among people with
viraemia [2]. Our contribution is the distribution of stated interest within reported clinical subgroups,
including their overlap and uncertainty. The overall 104/116 estimate repeats the parent study for
context. The clinical descriptions are the focus of this secondary report, rather than a claim of a separate
study population or a new acceptance outcome.

Treatment evidence has progressed beyond the original maintenance trials. The 2026 LATITUDE trial
found less regimen failure with monthly cabotegravir plus rilpivirine than with oral ART among people
with adherence challenges who first received adherence support and conditional incentives and reached
an HIV RNA level of 200 copies/mL or lower before randomisation [5]. This sequence matters:
willingness does not replace clinical assessment or the support needed to reach and maintain treatment
goals.

At Ward 86 in San Francisco, a retrospective cohort also documented suppression after injectable
initiation with viraemia, alongside cases of virologic failure and emergent resistance [6]. The programme
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provided appointment monitoring, reminders and additional outreach for some patients. NIH guidance
permits case-by-case cabotegravir/rilpivirine use in selected people with persistent virologic failure
despite intensive adherence support, without evidence of resistance to either drug and through shared
decision-making [7]. This is US guidance, not evidence of Ugandan product availability or a local
eligibility rule. We cannot classify survey participants as eligible or ineligible from their reported
suppression category.

The frequent coexistence of missed doses and reported non-suppression strengthens the case for
obtaining a complete clinical history when discussing preferences. It does not verify either response. The
measures concern different recall periods, and a single cross-sectional interview cannot establish
whether recent missed doses preceded the reported viral result. Similarly, interest in fewer daily doses
gives no information about later injection attendance, retention or suppression.

The study has several limitations. Willingness concerned a hypothetical product and was already high in
the parent cohort, leaving few neutral or unwilling responses. The group reporting three or more missed
doses contained only eight participants. Self-reported viral status lacks a laboratory threshold and
verification, while missed doses are subject to recall and reporting error. Parent-roster selection
introduces uncertainty, although full-export estimates were similar. Recruitment sessions were
entangled with age, preventing an interpretable age-effect analysis. The clinic-based sample does not
represent all people living with HIV in Uganda.

Prospective research should connect stated interest with verified viral-load and resistance information,
the support needed for scheduled injections, actual initiation and subsequent outcomes. The present
findings indicate a receptive group for such research, including people reporting non-suppression. They
do not demonstrate injectable efficacy, clinical suitability or equal preferences between groups.

Limitations

Several limitations exist with this study. Willingness involved a hypothetical product and had been fairly
high for the parent cohort, resulting in few neutral or unwilling responses. The number of participants
who reported missing three or more doses was only eight. Self-reports about the virus have no lab
cutoffs or confirmations. Missing doses involve the possibility of recall bias. Parent roster sampling
introduces some uncertainty, though full-export estimates were comparable. Age was confounded with
recruitment session making any meaningful analysis of an age effect impossible. Participants are not
representative of all Ugandans with HIV.
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