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SUMMARY 

Background 
An online survey and in-depth interviews were conducted with providers of pre-exposure 
prophylaxis (PrEP) across all WHO regions to obtain perspectives on PrEP implementation and 
new PrEP products. Of 1353 surveys submitted, 849 individuals completed all sections of the 
survey and 30 providers participated in subsequent in-depth interviews. This report focuses  
on long-acting cabotegravir (CAB-LA) and highlights findings from the survey and interviews. 

The survey and interviews focused on the perspectives of providers, although perceived views 
of clients were shared by many providers with a deep understanding of the contexts and 
realities of their clients’ lives and experiences with regard to PrEP services. Findings specific  
to certain countries/regions or consensus across regions are also noted. 

Survey data 
Roughly half of survey respondents had heard about CAB-LA, and 71% would consider 
providing it if/when it gets regulatory approval in their country. PrEP providers consider 
efficacy and the long-acting effect to be the main advantages of this new product, while  
cost and additional workload, especially in high-volume settings, are the main concerns. 

In-depth interview findings 
1. Perceived benefits / facilitators to uptake and implementation of CAB-LA 

Elimination of the need for daily adherence to oral PrEP is considered the greatest benefit of 
CAB-LA. Uptake of PrEP is expected to increase in settings where CAB-LA is available, and 
many providers report that clients are already asking for this new option. Providers felt that 
some current PrEP clients would value the discretion aspect of CAB-LA, preferring not to have 
to explain pill supplies or to experience stigma related to assumptions about their partners or 
sexual practices. 

2. Potential harms / concerns about CAB-LA 

Providers are concerned about the 2-monthly injection schedule and the risk of drug resistance. 
Clients may consider it a burden – in terms of time and cost – if visits must include HIV testing 
and STI screening (consistent with oral PrEP follow-up visit requirements). Cost is also a major 
concern, especially in high income settings where insurance may not cover PrEP, and public 
financing varies within countries. The “re-medicalization” of PrEP concerns some providers, 
especially as many services developed adaptations during COVID-19-related restrictions that 
may not be practical for delivering CAB-LA, e.g. telehealth and pharmacy-based delivery 
models. Other providers are uncertain about efficacy, side effects, long-term adverse effects 
and drug interactions in populations who use drugs due to addiction or for lifestyle or 
therapeutic purposes. 

Mary Henderson (independent consultant)
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3. Potential barriers to implementation of CAB-LA 

Costs (testing, drugs, clinic visits) are expected to create significant barriers and may limit 
implementation in low-resource settings. Testing requirements represent barriers for some 
providers who feel that everyone who needs PrEP should get it, while many eligible clients 
often do not have the time, money or desire to test during every visit. Another potential 
deterrent to starting CAB-LA is the rigorous requirement for stopping safely. People who 
would like to start injectable PrEP precisely because of daily adherence issues or difficulty 
adopting effective prevention practices may ultimately decide to avoid it. In some settings 
where national policies or norms will allow injections only by physicians, increased uptake will 
create pressure on the health workforce, especially given additional COVID-related workloads; 
this is a potential problem for differentiated models of service delivery, which may include 
task sharing (e.g., with nurses or lay or peer providers) to provide services in more acceptable 
and efficient ways. In some settings, requirements for personal data to access PrEP create 
enormous barriers, especially for populations such as people who inject drugs and sex workers 
who prefer to maintain their privacy/anonymity. Weaknesses in commodity management have 
led to stockouts of PrEP drugs in some low- and middle-income settings; stockouts would also 
affect uptake and continuation on CAB-LA. 

4. What providers will need to implement CAB-LA 

Updated WHO recommendations will support advocacy, information, education and 
communication (IEC), funding, and inclusion in national guidance. Improved public information 
campaigns are also important as awareness about PrEP is still low in many settings, and it is 
targeted largely to MSM and transgender women in many countries; need to be more inclusive 
about the way the benefits of PrEP are discussed, especially for cisgender women and other 
people assigned female at birth. Increased uptake may require some service adaptations 
related to staffing, allocation of physical space and scheduling. Providers noted that they may 
need access to 4th generation HIV tests (or better) to be reasonably confident that the client 
starting CAB-LA is HIV-negative. This may be a barrier in low-resource settings where only 
3rd generation tests are available. Given the anticipated cost and potential complications of 
administering injections in some settings, providers have varying views about how CAB-LA 
should be rolled out, and eligibility criteria may need to be revisited. 

5. Feasibility of implementation outside of traditional healthcare settings 

Most providers felt that CAB-LA would be difficult to deliver outside of the traditional clinic 
setting. This is largely due to a reliance on the role of physicians or nurses in administering 
injections and discussing complex health issues or drug interactions. But there is variability in 
the reasons for this. A few providers from very different settings (USA, Myanmar, and Spain, 
one physician and two nurses) expressed more favorable views. 
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INTRODUCTION

A global survey of providers of HIV pre-exposure prophylaxis (PrEP) was conducted online 
from November through December 2021. The survey aimed to understand current service 
delivery practice as well as values and preferences regarding new PrEP products. Follow-up 
interviews were conducted with 30 PrEP providers (24 of whom had participated in the survey) 
to gain additional insights into provider perspectives on PrEP service delivery and new PrEP 
products and to provide an opportunity for providers to raise issues on PrEP implementation. 
All activities were implemented by Mary Henderson (independent consultant) together with 
the Testing, Prevention and Populations unit of the WHO Global HIV, Hepatitis and STIs 
Programmes. This report focuses on long-acting cabotegravir (CAB-LA) and highlights findings 
from the survey and follow-up interviews. 

Survey response rates and interview participation 
1353 individuals participated in the survey, of which 849 completed all sections (63% 
completion rate, 849/1353); 556 respondents provided contact information to participate in 
interviews (65% of completed surveys); 150 survey respondents were randomly selected for 
screening as possible interview participants (out of 556 participants that consented to be 
contacted; and 62 were invited for interviews. 30 interviews were conducted1. Table 1 presents 
the number of participants in in-depth interviews from each of the six WHO regions including 
specific countries. 

Table 1.  Geographic representation 

Region Number Countries 

Africa 7 Zambia, Namibia, Zimbabwe, Nigeria, Mali, Uganda (2) 

Americas 8 Dominican Republic, Mexico, Brazil, Guatemala, USA (4) 

Eastern Mediterranean 1 Lebanon 

Europe 6 Spain, UK, Switzerland, Poland, Ukraine (2) 

South and East Asia 4 Sri Lanka, Thailand, Myanmar, Nepal 

Western Pacific 4 Indonesia, Thailand, Australia (2) 

 
Participants included 17 physicians, 8 nurses, 1 researcher, 1 PrEP navigator, 1 counselor, 1  
clinical psychologist, 1 pharmacist/clinician/researcher. Of these, 21 participants engage directly 
with clients as PrEP service providers; 4 are PrEP programme managers exclusively; 2 are PrEP 
programme managers/PrEP providers; 1 is a PrEP navigator with extensive non-clinical engagement 
with clients; 1 is a pharmacist/clinician/researcher; and 1 is primarily a researcher with some 
engagement with clients. 

Fourteen participants identified as cisgender male, 10 as cisgender female, and 6 participants  
who had not completed a survey were not asked how they identified.  
 

1  Selection criteria included geographic representation; provider type; gender balance; experience with non-clinic-based  
service delivery; and familiarity with at least one of two new PrEP products covered in the survey (CAB-LA and the  
dapivirine vaginal ring).
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SURVEY DATA AND INTERVIEW FINDINGS

“ PrEP is a great opportunity and a revolution. But I think it’s important that it be seen 
as (so far) the main focus in the fight against HIV. It is still being given little importance 
and consequently little financial resources to make a consistent impact.” 

(Clinical psychologist, Dominican Republic)

Survey data 
Of the 870 respondents to the survey question about awareness of CAB-LA, 47.47% (413/870) had 
heard of it; 47.93% (417/870) had not; and 4.60% (40/870) of respondents were not sure. While only 
4.55% of respondents (39/858) had provided CAB-LA as part of a trial or study, 70.69% (603/853) 
reported that they would consider providing this product if/when it gets regulatory approval in their 
country, 22.47% (194/853) were not sure, and only 6.57% (56/853) would not provide it. Table 2 
presents main advantages and concerns reported by 830 survey respondents.2

 

Table 2.  Main advantages and concerns related to CAB-LA

 Advantage Concern Not sure 

Efficacy 52.53% (426/811) 8.26% (67/811) 39.21% (318/811) 

Cost 13.38% (107/800) 36.13% (289/800) 50.50% (404/800) 

Discreet 47.59% (376/790) 12.53% (99/790) 39.87% (315/790) 

Long-acting 58.50% (475/812) 7.39% (60/812) 34.11% (277/812) 

Implications for HIV testing 33.67% (266/790) 18.86% (149/790) 47.47% (375/790) 

Acceptability by clients 45.72% (369/807) 16.85% (136/807) 37.42% (302/807) 

Acceptability by providers 45.50% (364/800) 15.13% (121/800) 39.38% (315/800) 

Safety 40.88% (325/795) 16.73% (133/795) 42.39% (337/795) 

Interview findings 

 

“ The takeaway with cabotegravir is that it is a novel concept within PrEP, but it’s 
not a novel concept in general [referring to injectable contraception and injectable 
medications for a range of health issues] . . . but it’s a creative way  
to help prevent new cases of HIV transmission.” 

 (Pharmacist/clinician/researcher, USA) 

“ Having a drug in hand that you don’t need to remind yourself to take every day,  
it gives freedom to people.” 

 (Clinician/researcher, Brazil)

2 Respondents did not reply on each variable.
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Providers said that CAB-LA will be “more than useful”, a “game changer”, “awesome”;  
several providers reported that clients are already asking for it. All interview participants 
expressed high levels of support for CAB-LA; however, several providers noted more  
concerns than advantages.  

1. Perceived benefits / facilitators to uptake and implementation

“ The most challenging part for initiating clients on PrEP is the requirement that they 
take the drug every day when they are not sick.” 

 (Programme manager, Zambia) 

 “Making PrEP accessible to anyone who wants it is key.” 
 (PrEP navigator, USA) 

 “It is easier to convince someone to take an injection than to expect adherence   
 by someone who does not consider herself at risk . . .” 
 (Nurse, AGYW services, Namibia)

Providers reported a range of perceived benefits of CAB-LA that they view as facilitators to 
uptake and implementation of this new option. These include elimination of the need to take 
a pill every day at the same time, which can be a significant challenge for many people for a 
variety of reasons; greater discretion; and potentially safer for individuals with kidney-related 
co-morbidities. Client enthusiasm and the availability of client-centred services are also 
considered important facilitators for uptake. Table 3 presents a summary of PrEP providers’ 
views on perceived benefits of CAB-LA and facilitators to uptake and implementation.

Table 3.  Perceived benefits / facilitators to uptake and implementation

Benefit / Facilitator Provider views Country 

Adherence limited 
to 2-monthly visits / 
convenience / long-acting 
effect 

Consensus: elimination of the need for high adherence 
to daily PrEP is the main benefit. 

All 

 Adherence seems to be a bigger issue with younger 
clients (< 25 years), so CAB-LA would definitely be 
better for them. 

Mexico, Thailand, USA 

 Likely removes anxiety about adherence (mental health 
benefit); for some people, an injection may provide some 
relief from anxiety about risk and vulnerability and more 
reassurance of protection.

Lebanon, USA 

 For individuals with unstable or transient lives, or 
affected by civil unrest or addiction, adherence to oral 
PrEP is highly challenging. 

USA, Myanmar, Lebanon, 
Mexico 

 ED-PrEP clients sometimes find the dosing confusing, but 
even the daily adherence can be challenging. 

Australia 
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0.  XXXXX
Benefit / Facilitator Provider views Country 

 PrEP users quite adherent in the beginning, but over 
time adherence can become more challenging; also the 
case for chemsex users. 

Poland 

 Participants in an HIV vaccine study (who were not 
interested in daily or ED-PrEP) indicated they would 
absolutely consider using CAB-LA – for them, the 
risk-taking is too unpredictable and the prospect of 
adherence too burdensome. (Potentially a large group 
of people.) 

Poland 

 Many clients who don’t want daily PrEP struggle 
with the on-demand schedule; CAB-LA will be a good 
alternative for these clients. 

USA 

For clients who may not 
assess risk well 

CAB-LA may be more acceptable than daily PrEP for 
clients who only want ED-PrEP (not tied to daily pill), but 
are not good candidates due to frequency of exposure 

Lebanon, Australia 

 Often clients who are in the clinic for STI treatment 
refuse PrEP, they don’t see themselves as at-risk, or 
they offer excuses about cost (in a setting where most 
costs are covered) or they have concerns about partners 
not trusting them if they go on PrEP... and then several 
months later they are HIV clients. 

USA 

 AGYW provider noted concern about clients’ ability to 
assess their risk (especially true for young clients).

Namibia 

 Difficult to maintain the motivation to adhere to a daily 
pill without an HIV diagnosis. 

Mexico 

 Some clients struggle with risk assessment and don’t 
understand the pharmacokinetics, difficult to convince 
them that daily PrEP is the best protection for them; in 
cases like these, the injection will be much easier for the 
provider as well as the client. 

USA 

For transgender clients Clients who are already on hormonal therapy are 
reluctant to take more pills; injection may be more 
acceptable for them. 

Mexico 

Discretion Reluctance to use PrEP as presence of pill bottles leads 
to assumptions of HIV infection or infidelity (most 
countries). 

Most settings 

 Stigma remains a significant challenge across most 
settings. 

 

 Some clients discouraged by need to explain why they 
are taking the pills. 

Dom Rep 

Safety Preferable for clients with complex health profiles, e.g. 
renal function issues. 

 

Client enthusiasm Clients are already asking for these products, uptake will 
be immediate, as soon as they are available. 

USA, Australia, Spain, 
Indonesia, Ukraine 

 Clients feel that a bi-monthly injection will be safer as 
well as easier than a daily oral regimen. 

Spain 

 People are pill-fatigued (and some people have been 
living with HIV since the 80s). They’ve been asking for 
Cabenuva (long-acting HIV treatment) since it was 
approved and the same is now happening for CAB-LA. 

USA 
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Benefit / Facilitator Provider views Country 

 A study in Brazil among adolescent MSM and 
transgender women showed high acceptability of CAB-
LA, with some concerns about drug interactions among 
those taking hormones. 

Brazil 

 Patients who are asking about CAB-LA are (surprisingly) 
the clients who are very adherent. 

USA 

Patient-centred services Patient-centred, non-judgmental PrEP services (and other 
HIV and SRH services) generate trust between providers 
and clients – this will continue to be the case with CAB-
LA and other new PrEP products, a significant facilitator 
for uptake and persistence. 

Spain, Australia, US, UK, 
Switzerland, Namibia, 
Zimbabwe 

 Curriculum being developed for medical students to 
emphasize the need for sensitive, non-judgmental 
engagement with the KP who are currently the main 
users of PrEP; negative attitudes toward clients can be a 
powerful deterrent to uptake of HIV services. 

Sri Lanka 

 PrEP navigators should be individuals who are also  
using PrEP. 

USA 

Opportunity to provide 
related services 

The requirement to get the injection can be used as an 
opportunity to discuss risky sexual practices and sexual 
health in general. 

 

Anonymity Clients can access services under pseudonyms; this 
facilitates uptake. 

Indonesia 

2. Perceived harms / concerns 

“ If you miss your appointment [for STI and HIV screenings and oral PrEP refills], you’ve 
run out of PrEP; but if you miss your injection, you’ve run out of PrEP  
but your levels drop slowly and you’re going to get resistant HIV.” 

 (Physician, UK) 

 “The benefits outweigh the concerns.” 
 (Physician, Ukraine)

While providers are optimistic about the potential benefits of CAB-LA for their clients, they also 
raise a number of logistical and clinical concerns. This includes concerns about clients’ ability to 
adhere to the injection schedule and drug resistance. Additionally, there is concern about “re-
medicalization” of PrEP. Table 4 presents potential or perceived harms to clients using CAB-LA  
and other concerns of providers. 
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Table 4.  Perceived harms to PrEP clients and other concerns of providers 

Harm / Concern Provider views Country 

Adherence to 2-monthly 
schedule 

May be too frequent, and some clients may not return 
for timely follow-up as is the case with oral PrEP – 
concerns about risks of resistance higher with CAB-LA 
than with oral PrEP (monotherapy and longer tail). 

USA, Dom Rep, UK, Mexico 

 In the real-world setting, the challenge is: will it go 
wrong more often than in the study sites? Will there be 
people not quite navigating the process to come and get 
the repeat injections? There may be a need for a “rescue 
package” with standard PrEP – a back-up supply for 
bridging if you missed or were late to an appointment 
(as is done with Depo). 

UK 

 Challenging for people who travel a lot and may not be 
able to get to the clinic for repeat injections. 

Thailand 

Medicalization of PrEP For services delivered largely through telehealth, there 
are questions about how this would work including who 
will be allowed (or willing) to administer injections. Will 
clients speak with telehealth providers and then have 
to go into the clinic for injection? How will nurses feel 
about giving these injections? May make service delivery 
more complicated for some clients and health services 

USA, Poland, Lebanon 

 In some settings, family docs can prescribe if client 
is traveling or can’t attend PrEP clinic for some other 
reason. CAB-LA will be more inconvenient as they’ll have 
to find a physician who is willing to give the injection 
(not common in Poland – family doctors not eager to do 
injections even for simple things like penicillin) – could 
be a major barrier for people who don’t have good 
access to doctors. 

Poland (and most other E. 
European countries) 

HIV testing algorithm Need to make sure that no one starting CAB-LA has an 
acute HIV infection; FDA advice is that everyone have 
a VL test on every visit – concerns about mutation, and 
the tail issue. And the research is enrolling very young 
people (15–17 yrs), and there are significant ethical 
issues, so there is a lot of discussion about the HIV 
testing algorithm; VL testing on every visit will not be 
possible or sustainable in many settings. 

Brazil 

 If a country doesn’t have the possibility of doing VL on 
every visit, should they consider implementing CAB-LA? 

 

Adolescents Sexually active adolescents in key populations need 
particular attention; they often have low levels of 
knowledge about PrEP, but they are curious and open  
to understanding their sexuality, and many of them  
are eligible for PrEP; providers need to be sensitive to 
their needs. 

Thailand 

Efficacy Low rate of seroconversion, but higher than oral PrEP. Mexico 

 Lack of evidence of efficacy in people who use drugs. Mexico 

Anticipation vs reality It sounds attractive but requires rigorous adherence to a 
more frequent clinic schedule than oral PrEP, and the IM 
injections are not pleasant. 

UK 
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Harm / Concern Provider views Country 

Side effects Uncertainty about side effects (injection site pain, 
nausea, other). Most providers understand these are 
likely temporary and not significant in terms of risk 
to the PrEP user’s health, but the fear of side effects 
(pre-initiation) or discouragement due to experience 
with side effects (post-initiation), as seen with daily PrEP, 
may potentially deter uptake of CAB-LA; will require 
additional counselling time with clients. 

Across regions 

Long-term effects Not yet known, and this concerns providers and clients. VN 

Drug interactions Concerns for PWUD, transgender people using hormonal 
therapy and chemsex users (this is true for daily PrEP as 
well as CAB-LA). 

Australia, VN 

Initiation of new clients CAB-LA should only be offered to established PrEP users 
who have demonstrated commitment to daily adherence 
and to continuation visit schedule.

USA 

Stigma In general, stigma is an issue with daily or ED-PrEP and 
possibly will still be an issue with CAB-LA, except that 
it’s a more discreet option. 

VN 

Confusion with 
contraceptive products 

With same delivery mechanism, will be critical to 
emphasize (especially with low-education clients) that 
CAB-LA (and the ring) are for HIV prevention only. 

Sri Lanka, Namibia, 
Zimbabwe 

Medical waste Clinics will need to be able to manage additional volume 
of medical waste. 

VN 

Opposition by HIV service 
providers 

Considered a waste of resources (ARVs) in settings 
where ART coverage is not 100%. 

Myanmar 

Resistance Long tail issue is a concern raised by many providers. Poland, UK, Australia, 
others 

3. Perceived barriers to implementation

“All too often we send someone home with a degree and education debt and HIV.”
 (Nurse serving overseas-born, Medicare-ineligible clients, Australia) 

“ Who’s going to pay for all of these expensive lab tests [required by current 
guidance]?!”

  (Telehealth provider serving low-income population of young people and people  
who use drugs, USA) 

Barriers cited by PrEP providers are numerous and diverse. They include costs, including of testing 
and routine clinic visits; a lack of national PrEP policies and guidance; requirements to provide 
personal data to access PrEP; perceived associations with HIV infection and services; aversion to 
injections; civil conflicts; stockouts; stigma; storage; and safely stopping CAB-LA. Table 5 presents  
a summary of barriers noted by PrEP providers.
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Table 5.  Barriers to implementation 

Barriers Examples Country 

Costs Concern that HIV and other testing costs may increase, 
as well as the cost of the injection itself, however not 
enough known at this point. 

Across regions 

 PrEP clients are very enthusiastic about using services, 
but huge bills for tests and other services will discourage 
uptake. 

USA 

 With growing economic challenges in many settings, 
CAB-LA may be out of reach for many people. 

Thailand, Lebanon, 
Indonesia 

 In settings where sex is considered a ‘taboo’ topic, 
some people would rather use free condoms to protect 
themselves than pay money and risk exposing their 
sexual practices. 

Thailand 

 There will be demand for CAB-LA, but who will pay  
for this?? 

HIC settings 

 Unclear if this will be covered by insurance or if there 
will be adequate donor/project funding to make it a 
real option for clients (especially if there is no generic 
available); in settings where PrEP is only delivered 
through the private sector, cost may be a significant 
barrier. Health systems or project funding currently pay 
for generic PrEP drugs in public facilities; there is some 
concern that CAB-LA will be prohibitive except for 
clients of private health services who can afford it. This 
was mentioned in most countries except those that are 
typically receiving project funding. 

Spain, Indonesia, Lebanon, 
Mexico, Guatemala, 
Poland, Switzerland 

 PrEP in general (and including CAB-LA) could suffer from 
‘flavour of the month effect’, where funding flows for 
new priorities and then fades after a couple years. 

Lebanon, Ukraine 

 High cost of CAB-LA may exacerbate current problem of 
stockouts in some settings. 

Zambia, Namibia, Uganda 

 Cost of lab tests for initiation too high for most clients; 
in some countries not available. 

Across regions 

 Anticipated high cost of CAB-LA – better to target this 
option to clients who really struggle with adherence or 
whose lives are unstable. 

Myanmar 

 Transport to clinics for injections, lost wages due to time 
away from work. 

Myanmar, Dom Rep, 
Thailand 

 When PrEP is not covered, people cobble it together, 
getting meds from friends, paying for labs, doing on-
demand regimen poorly, etc., as PrEP is so expensive; 
risk of inadequate adherence / resistance. 

Australia 

 Even if approved for use in Europe, may not be available 
in settings where PrEP is free of charge, depends 
on negotiating acceptable price that fits national 
procurement framework – the QALY for injectable PrEP 
would have to be compared to the generic daily PrEP – 
(what’s the added value of this product as opposed to 
the daily treatment?). 

UK 
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Barriers Examples Country 

Disclosure of personal data In some settings, clients for HIV services, including PrEP, 
must disclose their name, address, SSN, etc. – a huge 
barrier especially for populations such as PWID/PWUD; 
this will remain a barrier for CAB-LA. 

USA 

 Too many hoops for consumers to jump through; a 
person may want PrEP but is unwilling to provide the 
data required.

USA 

No national PrEP 
programme or guidance 

In countries where there is no national PrEP programme, 
NAT resources are generally dedicated to HIV/STI testing 
and treatment services and PrEP guidance from other 
countries (and WHO, CDC) is used. 

Nepal, Indonesia, Ukraine, 
Guatemala, Myanmar, 
Poland 

 ARVs only approved for use in ART; PrEP drugs have 
to be accessed by clients through external partners/
companies.

Indonesia 

Restrictive national health 
policies 

Services can only be delivered to residents of the local 
area – PrEP is not available throughout the country; this 
restricts PrEP access and will affect access to CAB-LA 
and other new products. 

Mexico 

National approval process Once WHO recommendation is issued, it could take up to 
2 years for the national FDA to approve use of CAB-LA in 
public health facilities. 

Thailand 

HIV (and other) testing Concern about detecting recent infection in general – 
may be necessary to only use NAT for initiation, or start 
on daily oral PrEP for a month and then shift to CAB-LA 
once HIV-negative status confirmed. 

Spain 

 Questions about whether all the testing currently 
required will be necessary for CAB-LA – particularly 
regarding renal function and hepatitis. Some clients are 
also chemsex users, and we don’t know enough yet 
about those drug interactions. 

Switzerland, Australia 

 Detecting recent infections in settings with limited 
access to NAT/VL – e.g. in Nepal only have access to 3rd 
gen RDT at PrEP sites and need to send samples to labs 
in cities where VL machines are available, but NAT/VL 
requires govt approval; however there is resistance by 
govt labs to use expensive NAT for HIV-negative clients 
as it’s considered a waste of reagents (they are still 
struggling to get VL testing for ART clients) – another 
reason WHO guidance on this is needed with explicit 
recommendations for HIV testing for initiation on CAB-
LA. 

Nepal 

 Renal function testing, HCV testing, STI screenings and 
treatment, etc. are all important, but they are barriers 
and should not be a condition for getting access to PrEP; 
as for oral PrEP the STI testing requirements could push 
people away, especially because of cost. 

USA 

 Where VL testing available, challenges with shortages 
of reagents, machine breakdowns, closures due to C19 
and transportation problems where samples come from 
a distance. 

Nepal 

 Cost too high for most clients. Ukraine, Indonesia, USA 
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Barriers Examples Country 

 Almost all providers felt confident that the test they 
were using (mostly 4th gen RDT) was adequate for 
initiation on CAB-LA, except those who only have 3rd 
gen RDT; HIV ST generally not considered for anything 
beyond screening (although in a few cases might be 
considered for daily PrEP continuation with clients who 
have been adherent for several refill cycles). 

Across regions 

 With increased uptake, lab infrastructure will be 
insufficient to meet demand; in some settings still 
struggling to get VL testing for ART clients, and will need 
better access to NAT/VL for initiation on CAB-LA. 

LMIC settings 

 Currently dealing with shortages of reagents, machine 
breakdowns, C19 closures of labs, transportation issues. 

Nepal 

Link between PrEP and HIV 
services / stigma 

In settings where PrEP is delivered through HIV or ART 
services, clients are often reluctant to seek services, 
don’t want to be associated with HIV (even though their 
risk profile makes them eligible for PrEP) – mostly LMIC 
settings where resources and space for service delivery 
may be limited. 

Guatemala, Zambia, 
Myanmar 

Commodity management 
issues / stockouts 

Stockouts (PrEP drugs, ST kits, other supplies) cause 
significant problems with delivery of daily PrEP, 
particularly in Africa region; when refills are not 
available, clients are reluctant to go through initiation 
again, and they risk developing resistance; CAB-LA 
users may face the same issue, especially given the 
expected initial high cost and weak supply chains in 
these settings.

LMIC settings 

 Currently national shortage of ARVs, could face the same 
issue with injectable. 

Dominican Republic 

 Some confusion among providers about storage and 
cold-chain/refrigeration requirements.3

 

Lack of access to health 
coverage 

The biggest risk factor for HIV acquisition (in provider’s 
setting) is foreign-born MSM who have been in 
country for < 5yrs and mostly from Asia – as well as 
international students and tourists, vast majority of 
them do not fall under the national health scheme 
(Medicare) – testing and access to PrEP can be difficult 
and expensive, and in some cases students with 
insurance don’t want to be ‘outed’ and so they won’t 
use their insurance to cover HIV prevention... so there 
are ‘nurse-led consults’ (outside the Medicare bubble) 
through the PrEPMe clinic at Alfred Hospital, which 
provides services for free (apart from the meds) for 
overseas-born Medicare-ineligible individuals seeking 
PrEP. (Before June 2020 they were part of a study called 
PrEPX which only enrolled Medicare-eligible individuals, 
but have transitioned to the current population because 
the demand was so high.) 

Australia 

Retention in care Over time, even CAB-LA 2-monthly visits will become 
burdensome; what is needed are very long-acting 
options, including a vaccine (an HIV vaccine study is 
being conducted at participant’s site). 

Poland 

 2-month IM injections/clinic visits could be tricky for 
people. 

UK 

3  As there are no real cold-chain requirements for CAB-LA, this confusion indicates a need for more information and training 
regarding CAB-LA.
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Barriers Examples Country 

Stopping CAB-LA Not clear yet what the requirements will be to stop 
safely (12 months of daily PrEP? Or consistent use of 
effective prevention methods?) – may be a deterrent 
for people who opted for CAB precisely because of 
adherence issues/preferences or difficulties adopting 
effective prevention practices – would they do it for 
stopping CAB? 

Poland, USA, UK 

Financing Lack of public sector financing for PrEP in state facilities. 
Funding is available for compassionate services (free) for 
HIV-positive clients, but not for PrEP in the physician-
led state services (outside of the main SRH clinic in 
Melbourne) – even though it’s cheaper to prevent HIV 
than to treat it... this is going to be a significant threat to 
PrEP services as they expand and new options become 
available. 

Australia 

Aversion to injections In some settings, aversion to injections is a possible 
barrier/constraint; need to keep the option of daily oral 
PrEP available for those clients .

USA, Spain, VN, Ukraine 

 Experience in the clinical trials has shown that the 
injection site pain is mild and temporary, but for new 
users a fear of this pain could be a deterrent. 

Thailand 

 In some settings, people generally prefer to get 
injections only from physicians and nurses.

Myanmar, Lebanon 

Human resources CAB-LA expected to increase demand and uptake – 
additional pressure on physicians who continue to 
respond to C19-related clinical responsibilities. 

Across regions 

 While global recs are moving toward c-b delivery of 
services, there is significant reluctance/refusal to receive 
clinical services from non-physicians. CAB-LA would 
create an immediate increase in demand and uptake, but 
there are not enough physicians to administer injections. 
This is complicated by criminalization of homosexuality 
in some countries where physicians in publicly-funded 
facilities may be restricted in the way they engage with 
the most important population (in EM region) for PrEP 
(MSM/TG women); may be difficult to promote sexual 
health for MSM. 

EM region 

 NGOs have more freedom to provide PrEP services, but 
will not be able to provide injectable PrEP due to cultural 
acceptability, unless there are physicians on staff.

Lebanon 

 Staffing shortages (number and type of provider who 
can administer IM injections) may restrict task-shifting 
to respond to increased uptake; HTS and ART still 
priority services, although some integration of PrEP is 
happening. 

Africa region 
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Barriers Examples Country 

 In a scaled PrEP service, high volume clinics (1000 
PrEP clients, 2000 ART clients) are already just coping 
with the brief 3-monthly visit with blood tests for oral 
PrEP and the 6-monthly clinical review (co-morbidities, 
use of non-steroidal drugs, kidney problems, etc.) 
because they are seeing a bit more medical complexity 
than was anticipated. It will be almost impossible to 
deliver CAB-LA on a 2-monthly schedule (with testing 
requirements) as they do not have enough staff with the 
current model of care (for HIV treatment this involves a 
brief 6-monthly visit and a 12-month review, with home 
delivery of meds). There is also some question about 
clients showing up at clinic on an absolute schedule for 
a clinical injection. 

UK 

 In some settings, still struggling with recovery from 
COVID and there are staffing issues that could affect 
delivery of CAB-LA with the potential increase in uptake. 

UK, Australia 

 Limited number of people can give injections and if 
people are late for appointments can be difficult to serve 
them; if they have to wait a week for next appointment 
there’s the risk of resistance. 

UK 

Time requirement Delivering PrEP services effectively can be time-intensive; 
it is difficult, especially in high-volume settings, to 
require staff in public facilities to dedicate the time to 
the testing, counselling, discussions and administration 
of injections that are critical to initiation, continuation 
and using PrEP safely and effectively. 

Thailand, UK 

Anti-vax/anti-meds In some settings, C19-related opposition to vaccination 
or pockets of general anti-vax/anti-meds sentiment in 
subgroups of MSM population affects uptake of daily 
oral PrEP (often driven by social media), and is expected 
to affect uptake of CAB-LA or other new products. 
May be especially problematic in HIC settings where 
this issue has become politicized in recent years and 
there is spillover into the PrEP space) – will need more 
innovative IEC and good relationships with clients to 
overcome this challenge. 

Lebanon, Australia, VN 

Homophobia In settings where clients are worried about revealing 
their sexuality or practices to family/friends, there is 
some reluctance to use PrEP. 

Australia 

Lack of a focus on women PrEP has been focused mainly on MSM and TG women; 
in some settings new HIV cases are higher than among 
MSM; in sub-Saharan Africa, new cases are higher 
among AGYW. Cisgender women also need to be part 
of marketing and information campaigns as PrEP in 
general, including CAB-LA, will empower women to gain 
some control in their relationships. 

Thailand 

Lack of knowledge/
misinformation 

Lack of knowledge among clients as well as providers – 
more IEC needed. 

Africa region 

 Where services are targeted more narrowly to specific 
KP communities mainly MSM, TG women and PWUD, 
lack of knowledge or reluctance to provide PrEP is more 
common among providers – more advocacy is needed, 
along with stronger guidance from WHO and more 
investment from donors. 

Poland, Ukraine, 
Guatemala 
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Barriers Examples Country 

 In some LMIC settings, providers mentioned the need for 
refrigeration as a significant barrier for service delivery in 
facilities as well as non-traditional settings – this may be 
a confusion with CAB RPV-LA for treatment. 

Some LMIC settings 

 Awareness in general population is low and that can 
affect KP as well; confusion with PEP. 

Myanmar 

Lack of patient-centred 
services 

Private sector trying to fill this gap, but then cost 
becomes a barrier; need more engagement with research 
institutions and opportunities to participate in research 
on CAB-LA implementation. 

Ukraine 

External factors Civil unrest, C19 lockdowns – in Myanmar, PrEP is only 
delivered in Yangon, so when PrEP clients move around 
the country (returning home for security reasons or 
due to loss of jobs) and can’t get back to Yangon for 
refills (political unrest, C19 restrictions), adherence is 
impossible; this will be the same for CAB-LA injections 
and monitoring, which will only be available in Yangon 
as there has been no discussion between the national 
programme and commercial sector for subsidization and 
supply of ARVs. 

Myanmar 

 In Lebanon, overlapping crises – economic, political, 
unemployment, refugees + C19 – PrEP users’ lives are 
increasingly more unstable and adherence becomes very 
challenging. 

Lebanon 

Hesitancy about new 
products 

In some settings, clients may be reluctant to accept new 
products, but from the provider’s perspective, this will be 
really helpful and more user-friendly. 

Zimbabwe 

Staffing/logistics In a high-volume clinic with 2000 ART clients, only a 
very small percentage will be able to get the injectable 
treatment; similar constraints are likely to affect delivery 
of CAB-LA. 

UK 

Decentralization of the 
health sector 

Reforms/decentralization have resulted in decreasing 
focus on HIV services, and confusion among clients 
about how to access services, which is affecting PrEP 
delivery and will affect availability and delivery of CAB-
LA if/when it becomes available.

Ukraine 

4. What providers will need to implement CAB-LA (differentiation,  
adaptation, simplification...) 

“ Coming to the doctor is taking time out of your life. Whatever you do has to work for 
the person in front of you.” 

 (Physician, Switzerland)

“ I want to be in line with the guidance and I also want to be in line with what my  
clients need.”

 (Physician, Thailand)
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Barriers cited by PrEP providers are numerous and diverse. They include costs, including of testing 
and routine clinic visits; a lack of national PrEP policies and guidance; requirements to provide 
personal data to access PrEP; perceived associations with HIV infection and services; aversion to 
injections; civil conflicts; stockouts; stigma; storage; and safely stopping CAB-LA. Table 5 presents  
a summary of barriers noted by PrEP providers.

Table 6.  Facilitators for implementation

Implementation facilitator Examples Country 

WHO guidance Updated WHO recommendations are needed to support 
advocacy, IEC, funding, and adoption by ministries of 
health (and eventual inclusion in national guidance). 

All regions 

 Should include information on proper storage of CAB-LA 
and specific competencies/training needs regarding 
counselling, administration, monitoring and stopping. 

 

 Guidance on new products should not make 
assumptions; e.g. current guidance recommends that 
women should take PrEP for 7 days for protection, but if 
they are not having vaginal sex, only anal sex, then they 
only need it for 2 days. Similarly, not all TG women are 
using hormones, so recommendations should not assume 
drug interactions for all TG women – it is recommended 
that they only use daily oral PrEP, but ED-PrEP should be 
fine for those individuals. This should also be taken into 
consideration for guidance on CAB-LA – guidance (and 
providers) should look at actual sexual behaviours, not 
labels for gender identity, sexual orientation, etc. 

Thailand 

Eligibility considerations In high HIV prevalence settings, anyone who is sexually 
active, especially young people, with multiple partners 
whose HIV status is not known, should be offered PrEP. 

Ukraine, USA 

 Should be offered only to those clients who have 
demonstrated commitment to the 3-monthly monitoring 
for daily PrEP continuation. 

USA 

 Some providers would prioritize clients most at risk 
and those with unstable life circumstances for whom 
adherence is an ongoing challenge. 

UK, US, Australia, 
Myanmar 

 Some providers would target eligible clients who decline 
to use daily PrEP due to concerns about privacy or 
stigma. 

 

Blended approach As with clients who shift between on-demand and daily 
PrEP, there may be clients who generally prefer oral PrEP 
and request injectable for coverage during travel outside 
the country or for other reasons, for periods of difficulty 
adhering or anticipated higher risk. 

UK 

More buy-in from 
government 

In settings where PrEP relies on potentially unsustainable 
project funding, some governments still do not recognize 
the importance of PrEP for HIV prevention. 

Lebanon, Guatemala, 
Ukraine 

Scheduling Need to understand how much leeway with 2-monthly 
schedule (if clients are late for follow-up labs and 
injection, or if they need to attend earlier than 8 
weeks?). 

Switzerland 
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Implementation facilitator Examples Country 

 2-monthly visits may not appeal to clients who currently 
switch between on-demand and daily PrEP, especially 
when they are paying out of pocket; initially may follow 
the normal monitoring schedule for HIV clients, but will 
likely need to do the testing less frequently, except for 
clients with complex health issues, drug use. 

Switzerland 

 The ease of CAB-LA will lead people to want to pop in 
to the clinic for the injection, but testing will have to be 
less frequent. 

Switzerland 

 Would be “transformative” if the frequency of required 
injections could be stretched out to 3 months (as for oral 
PrEP) and the injection technology could move to sub-
cutaneous to facilitate self-administration. 

UK 

 May need to re-think clinic visit schedule – e.g. every 
2 months is too frequent for STI testing, so what will 
be the periodicity recommended for routine labs (HIV 
+ everything else)? Should coincide with continuation 
injections because people are not going to want to come 
in on ‘off’ months just for labs. 

Australia 

 Currently planning to start evening clinics once weekly 
to get people after work for oral PrEP – if we start 
offering CAB-LA will have to find the money, the time 
and the resources to respond to the increased uptake. 

Australia 

 Will depend on the type of clinic where CAB-LA will be 
delivered; large/small; well-resources/limited resources; 
multi-service sites/HIV services only, staffing levels, etc. 

VN 

Logistics Follow-up will require some service delivery adaptations 
– currently, 1-month supply provided on first visit and 
then a follow-up visit at 1 month to check for adherence, 
creatinine levels, side effects...and then a 3 or 4-month 
supply is given. This allows service for more people 
(they are trying to increase uptake as there are few 
PrEP delivery sites in the country). CAB-LA will require 
more frequent clinic visits and this will mean a greater 
workload for providers, and some clients may find it hard 
to come to the clinic so frequently. There may also be a 
need to allocate space for administering injections. Will 
have to adjust. 

Mexico 

 Where partner NGOs provide counselling and testing, 
will be difficult to provide CAB-LA as they don’t have 
nurse and docs. 

Mexico 

 Providers will see CAB-LA as less work, and so it will be 
welcomed; current PrEP providers are nurses, and they 
are trained to provide injections, so it will not require a 
lot of specialized training. 

Zimbabwe 

Human resources Where task-shifting is acceptable and feasible, training 
may be required for eligibility assessment, IM injections 
and counselling about adhering to the 2-monthly 
schedule as well as routine monitoring; counselling 
clients on stopping CAB-LA safely to cover the tail also 
critical. 

 

 Training other cadres is possible to cover increased 
demand and DSD models. 

Europe, Africa and WP 
regions 
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Implementation facilitator Examples Country 

 Training (and refresher training) is considered important 
for all service providers, so orientation to the ring and 
CAB will be necessary, but no service adaptations 
beyond this. 

Dom Rep 

 While providers felt that other cadres could be trained 
to administer injections (and in many cases they 
are already doing this for a range of health needs), 
important that physicians or other qualified providers are 
available to discuss complex health issues and potential 
drug interactions with clients as well as risk reduction 
– until a client is stable on CAB-LA, there may be more 
time required for physicians (every 2 months vs every 3 
months for daily oral PrEP). 

HIC settings 

 Need to increase PrEP workforce; currently offered only 
through other services. 

Zambia 

Service delivery in settings 
where homosexuality is 
criminalized 

Where MSM is a criminalized group, the National AIDS 
programme plans PrEP services in line with WHO GL and 
civil society organizations implement the programme, 
referring clients back to clinics for prescriptions and 
complex health management. 

Lebanon (and EM region) 

Dependable financing Can’t do demand creation unless there is some certainty 
about service delivery and supplies, as well as sufficient 
staffing to handle demand – more complicated with 
injectable drug. 

Lebanon 

 With guaranteed funding, can train NGO focal points to 
communicate with client population and create demand. 

Lebanon 

Diversity of entry points Different service entry points to access PrEP (outpatient, 
MCH, STI, adolescent health, etc.) to increase awareness 
among providers and opportunities to engage with 
clients at risk. 

Zambia 

 Explore possibility of using established community-
based distribution points for administering injections, 
e.g. KP drop-in centres, community drug distribution 
points, etc. In Uganda, these service delivery channels 
are well-developed and could be adapted to deliver new 
PrEP products; task-shifting (with appropriate training) 
is also possible. 

Uganda 

Improved public info 
campaigns for awareness 
and demand creation 

Information about PrEP is still limited in many settings, 
and too focused on MSM/TG women – need to be 
more inclusive about the way the benefits of PrEP are 
discussed, particularly where women and biologically 
female individuals are concerned. 

Thailand, Nigeria 

 Need information campaigns to address general fear 
of injections and medications (anti-vax, anti-meds 
sentiments). 

VN 

 In some settings there is actually stigma among certain 
KP communities, where MSM are stigmatized by SWs as 
being “more promiscuous” or more at risk of HIV. 

Myanmar 

 Promotion and advocacy will be needed to overcome 
hesitancy to adopt new approaches in some settings. 

Zimbabwe 

 Skepticism about new products will need to be 
addressed through creative knowledge-sharing to 
strengthen public confidence. 

Thailand 
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Implementation facilitator Examples Country 

New patient initiation CAB-LA would not be considered until a relationship/
rapport is established with daily PrEP (for 6 months) to 
make sure the client is a person who will return every 2 
months for the injection. 

USA 

 Similar to the challenge with injectable HIV treatment: 
need to vet people who regularly come to appointments 
as good candidates for the injectable, which is a problem 
because the people who you probably want to give the 
injectable to are those who are struggling with life a 
bit and have trouble with adherence and meeting the 
clinic visit schedule – significant risk of resistance means 
you have to get them back into the clinic and on an 
alternative treatment. 

UK (Scotland) 

More stringent tracking/
follow-up system 

Some daily PrEP clients don’t show up for 3-monthly 
visits; will need to follow CAB-LA clients even more 
closely; the risk of resistance is a significant concern. 

Australia, UK (Scotland) 

Better HIV tests Need 4th gen or better to be reasonably confident that 
the client starting CAB is HIV-neg – LMIC settings are 
largely using only 3rd gen – could be significant barrier if 
NAT is the recommended basis for testing CAB clients.

 

Inclusion in universal 
health coverage 

PrEP will eventually be included under UHC and CAB-LA 
should be included as well once it is approved by Thai 
FDA. 

Thailand 

5. Feasibility of implementation of CAB-LA outside of traditional  
healthcare settings

“ Any opportunity to increase access to HIV prevention must be considered. All 
strategies, locations, languages and communication channels should be explored for 
expanded access to CAB-LA [and PrEP in general].”

 (Nurse, Spain)

“We need to make it work!”
 (Nurse, USA)

Most providers felt that CAB-LA would be difficult to deliver outside of the traditional clinic setting. 
This is largely due to a reliance on the role of physicians or nurses in administering injections and 
discussing complex health issues or drug interactions. But there is variability in the reasons for this. 
A few providers from very different settings (USA, Myanmar, and Spain, one physician and two 
nurses) expressed more favorable views. Table 7 presents a summary of views on implementation  
of CAB-LA outside of traditional healthcare settings.
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Table 7.  Feasibility of community-based / non-traditional setting delivery  
of CAB-LA

Views on feasibility Examples Country 

Pharmacy-based delivery: 
space, time, training 

One provider (pharmacist/clinician/researcher) notes 
that most retail pharmacies do not have the luxury of 
additional space for administering the injection, so she 
sees CAB-LA mainly being delivered in the clinic setting 
(unless a pharmacy has a patient room); clinic setting is 
more appropriate (at this time) for delivery of CAB-LA. 

USA 

 Pharmacists (in the USA) have laws that allow them 
to administer vaccines, so CAB-LA is possible, but will 
have to wait to see if it is practical in those settings; 
possibility of CAB-LA initiation and continuation would 
depend from site to site on an array of issues having 
to do with staffing, scheduling system and follow-up 
responsibilities, space allocation, protected time for 
delivery of CAB-La, etc. 

USA 

 Some pharmacists are comfortable doing this, some are 
not, and some don’t feel they have the time to do this as 
they have other priorities in the retail setting (especially 
relevant at the moment to additional responsibilities 
with C19); if it’s not a specialty pharmacy that dispenses 
HIV drugs, they may not have the training or the time to 
do the counselling needed for provision of CAB-LA, and 
PrEP more broadly. 

USA 

 Everything is possible, especially in specialty pharmacies. 
But in many retail settings will require significant 
additional resources, time and training. 

USA 

Less favourable views Tension between private sector services and government 
resistance to providing PrEP. Private providers are 
reluctant to risk conflicts with the MoH if non-physician/
nurse cadres are trained to administer CAB-LA in 
community-based settings. 

Guatemala 

 National policy or norms that restrict certain procedures 
to specific trained health professionals. 

Australia, Lebanon, 
Thailand 

 Cultural context where acceptability is limited to 
injections by physician. 

Lebanon, Myanmar 

 Physicians open to the idea of task-shifting for delivery 
of CAB-LA, but other constraints as noted above; in 
some settings pharmacists are currently providing PrEP 
services and could administer CAB-LA, but there could 
be concerns about additional workload, especially given 
C19 vax responsibilities. 

USA, Guatemala 

 CAB-LA could be self-administered by individuals who 
are already accustomed to self-injection for other health 
needs, but lab tests and other monitoring still required. 

Myanmar, VN 

 Telehealth for delivery of oral PrEP (“telePrEP”) has 
been very successful (clients upload test results and 
the prescription is mailed to them), but this won’t be 
possible with CAB-LA. 

VN 
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Views on feasibility Examples Country 

More favourable views Delivering an injectable in a community setting 
could work – could test and administer the injection 
immediately, but there’s the same risk of people not 
coming back for the injection (and not understanding 
how to stop safely with oral PreP to cover the tail). 

USA 

 In Myanmar, beginning to integrate PrEP into 
community-based HIV services; the participant (a 
physician) notes that 2 of those workers are TG women 
familiar with administering injections for hormonal 
therapy, so it should be fine to train community health 
workers (or other non-physicians, non-nurses to do this. 

Myanmar 

 As long as storage and capacity to administer injections 
is available in community-based settings (only physicians 
and nurses can administer IM injections in provider’s 
region, Catalonia), no reason not to deliver CAB-LA – 
the experience with C19 vaccination campaigns has 
demonstrated this is feasible and will increase access. 

Spain 

 CAB-LA delivery, like daily oral PrEP, can/should also be 
used as an opportunity to do STI control and to have a 
conversation about risk reduction. 

Spain 

 Conceivable that you could set up remote pathways for 
CAB-LA – self-sampling and sending blood to a lab for 
testing and self-injection, but only if the sub-cutaneous 
delivery can be developed (as for contraception) and 
if the self-sampling is feasible – currently high false 
positives and inadequately filled samples, dried blood 
spots are very expensive to process and lab turnaround 
can be slow, etc. 

UK 

 Some changes in staffing, set-up of clinic, etc. might 
be necessary to deliver CAB-LA, but it would be 
manageable. 

Ukraine 
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