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“Call to action”: Substance use disorder treatment is effective, and HIV providers 
are critical – can address not only HIV prevention, but improve overall health for 
PLWH, a population that has been highly marginalized for years.  Can also help 
improve HCV-related health outcomes.  Strong evidence base that indicates 
treatment of substance use disorders improves HIV and HCV-related 
health outcomes1-2.

Infographic from https://hepvu.org/resources/opioids/ (HepVu is presented by Emory 
University’s Rollins School of Public Health in partnership with Gilead Sciences, Inc.)

Recent pubs from National Academies of Sciences Engineering Medicine
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We shouldn’t need to see much more than this, as our “call to action”.  What I 
haven’t been able to incorporate this is 2016-current trends, but most of you 
may already be aware that overdose deaths are still occurring at very high rates, 
especially those where synthetic opioids (e.g. fentanyl) have been implicated

To give an idea of the comparison, the scale of the epidemics are very similar.  
We don’t know how high the green line is going to get.
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Many have prob seen this, released 
in 2016 (citation viewable via link).  
The map describes projected county-level 
vulnerability to rapid dissemination of HIV/HCV infections among persons who inject 
drugs a well as jurisdictions determined to be experiencing or at-risk of significant 
increases in hepatitis infection or an HIV outbreak due to IDU.  CDC was involved with 
this analysis.   [Map highlights the top 220 vulnerable counties in 26 states and 
jurisdictions determined to be experiencing or at-risk of outbreaks (States/Territories: 
34, Select Counties: 7)]

Since Scott County, clusters of 
diagnoses have been described 
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(primarily among networks of PWID) 
in: Seattle, Montana, Northern Massachusetts, and Florida.  As 
recently as September of 2019, a new HCV outbreak was identified 
in Cabell County, West Virginia 
(https://www.politico.com/story/2019/09/02/hiv-opiods-cabell-west-

virginia-1668389).  It is important to note that as of early 
2018, only 18 of the 220 “vulnerable” 
counties had syringe exchange 
programs in place, highlighting an area 
of critically unmet need. 
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https://www.cdc.gov/hiv/pdf/library/reports/surveillance/cdc-hiv-surveillance-

special-report-number-24.pdf

The Centers for Disease Control and Prevention’s (CDC’s) National HIV 

Behavioral Surveillance (NHBS) serves as a key component of its high-impact 

prevention (HIP) approach to reducing the spread of HIV in the United States 

[2]. NHBS provides data for monitoring behaviors among populations at risk of 

acquiring or transmitting HIV infection and identifies the populations for whom 

scientifically proven, costeffective, and scalable interventions are most 

appropriate. 

This report summarizes findings from the fifth NHBS data collection among 

PWID, which was conducted in 2018. Data from previous years of data 

collection among PWID have been published elsewhere [6–9]. This report 

provides descriptive, unweighted data that can be used to describe HIV infection 

among PWID and the percentages of PWID reporting specific risk behaviors, 

HIV testing, and participation in prevention programs. Monitoring these 

outcomes is useful for assessing risk behaviors and the use of prevention efforts 

over time and for identifying new HIV prevention opportunities for this 
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population. 
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Pain syndromes and OUD both common among PLWH… HIV primary care 
providers are well-positioned to screen for

substance use disorders and offer medications for OUD treatment, however this 
is not an area that many HIV providers feel

comfortable with.  Don’t really know, for example, how many HIV providers are 
waivered to prescribe buprenorphine but

am pretty confident in guessing that it’s well < 1/4 (if even that? … mention 
NP/PA – recent allowances with DATA 2000

eligibility?)

Acute and chronic pain syndromes are commonly reported among PLWH, and 
treatments have had limited/uneven

“success”. PLWH have reported persistent pain, fatigue, myalgias, and poor 
concentration even after successful immune

reconstitution on long-term ART. Greater pain severity also has been observed in 
patients with co-morbid HIV/AIDS and

mental health disorders. Opioid analgesics frequently are prescribed to treat pain in 
persons with HIV/AIDS and were a

mainstay of palliative AIDS care in the pre-cART years. Many PLWH, however, are 
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affected by opioid-use disorders. Also,
abuse of prescription opioids in the general US population has climbed steadily over the 

last decade, with an estimated
11.4 million persons reporting nonmedical use of a prescription opioid in the past year.

Thus,  although opioids may have a
limited role in treating some types of pain syndromes, prescribers must consider the 

potential adverse consequences of
iatrogenic or missed addiction diagnoses.

Pain syndromes and OUD both common among PLWH… HIV primary care 
providers are well-positioned to screen for

substance use disorders and offer medications for OUD treatment, however this 
is not an area that many HIV providers feel

comfortable with.  Don’t really know, for example, how many HIV providers are 
waivered to prescribe buprenorphine but

am pretty confident in guessing that it’s well < 1/4 (if even that? … mention 
NP/PA – recent allowances with DATA 2000

eligibility?)

Acute and chronic pain syndromes are commonly reported among PLWH, and 
treatments have had limited/uneven

“success”. PLWH have reported persistent pain, fatigue, myalgias, and poor 
concentration even after successful immune

reconstitution on long-term ART. Greater pain severity also has been observed in 
patients with co-morbid HIV/AIDS and

mental health disorders. Opioid analgesics frequently are prescribed to treat pain in 
persons with HIV/AIDS and were a

mainstay of palliative AIDS care in the pre-cART years. Many PLWH, however, are 
affected by opioid-use disorders. Also,

abuse of prescription opioids in the general US population has climbed steadily over the 
last decade, with an estimated

11.4 million persons reporting nonmedical use of a prescription opioid in the past year.
Thus,  although opioids may have a

limited role in treating some types of pain syndromes, prescribers must consider the 
potential adverse consequences of

iatrogenic or missed addiction diagnoses.
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As provider, could be due to ?competing demands, feelings of 
helplessness/nothing can be done, hesitancy in bringing up something which pt
may have experienced prior trauma/stigma around, etc. 

*In an anonymous survey of 106 clinicians that provide prescription pain 
medications to their HIV-infected patients for the treatment of chronic pain, we 
detected infrequent use of guideline-recommended practices (eg, screening for 
substance use risk)17 and limited provider confidence in recognizing opioid 
analgesic abuse. Confidence was unexpectedly low, given providers’ high 
estimates of the prevalence of chronic pain in their patients, the proportion of 
their patients receiving COT, and the proportion of their patients thought to be 
addicted to opioids.

Provider confidence recognizing opioid analgesic abuse also is associated in 
this study with caring for a higher number of patients per month; specifically, 
patients that are injection drug users, have chronic pain, or receive opioid 
analgesic prescriptions for pain. Although tempting at first to apply the old adage 
‘‘practice makes perfect’’ to this association, we observe that few of the clinical 
guidelines recommended by professional pain organizations for prescribing 
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COT17,29 are practiced by HIV providers routinely (ie, ‘‘I do this with most or all 
my patients when I prescribe opioid analgesics’’). When used routinely, however, 
clinical practices such as urine toxicology and prescribing longer acting opioids 
are associated with higher provider confidence in this study. Based on these 
findings, we suggest that the routine practice of clinical guidelines as 
recommended by pain experts may be applied to HIV care settings. In favor of a 
more standardized approach to pain management among HIV-infected patients 
are opportunities to reduce stigma that is reinforced by selective monitoring of 
misuse suspects in an already highly stigmatized patient population, and clear 
evidence that most providers are unable to predict with certainty which of their 
patients will develop problematic use, abuse, or dependence.39,40 Indeed, Katz 
et al41 have shown that reliance on aberrant behavior to trigger urine drug 
testing misses about half of COT patients using unprescribed or illicit drugs. In 
our study, urine drug testing was conducted selectively (ie, ‘‘I only do this when I 
suspect substance abuse’’) by the majority (81%) of providers and routinely by 
only 9% of providers. We suggest that selective behavior is ineffective and 
contributes instead to a dynamic of ‘‘mutual mistrust’’ in provider–patient 
relationships, especially concerning opioid prescribing.4

BHIVES: 10 national sites developed and evaluated integrated models of office-
based buprenorphine in HIV primary care settings
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HIV treatment providers tended to view opioid prescribing for chronic pain within the 
“HIV paradigm,” a set of priorities and principles defined by three key themes: 1) 
primacy of HIV goals, 2) familiarity with substance use, and 3) the clinician as ally. The 
HIV paradigm sometimes supported, and sometimes conflicted with guideline-based 
opioid prescribing practices. For HIV treatment providers, perceived alignment with the 
HIV paradigm determined whether and how guideline-based opioid prescribing 
practices were adopted. For example, the primacy of HIV goals superseded 
conservative opioid prescribing when providers prescribed opioids with the goal of 
retaining patients in HIV care.

Conclusion—Our findings highlight unique factors in HIV care that influence adoption 
of guideline-based opioid prescribing practices. These factors should be considered in 
future research and initiatives to address opioid prescribing in HIV care.
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“These are questions we ask everyone…. “
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Especially important among PLWH given overlap with chronic pain

The DSM 5 criteria highlight pertinent areas of the history providers often want 
to know anyway, it’s just a matter of reflecting on them objectively.  Also notice 
that there’s no distinction between dependence and addiction as described in 
the DSM4.

?reimbursed by both Medicare and CA Medicaid

https://www.ihs.gov/california/index.cfm/news-events/program-directors-
meetings/october-2016/substance-use-disorder-continuum-of-care-engaging-
the-community-pdf/
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https://slideplayer.com/slide/12197291/
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https://elearning.asam.org/buprenorphine-waiver-course
The ASAM Treatment of Opioid Use Disorder Course: Includes Waiver 
Qualifying Requirements 

19



20



Trauma
In recovery, able to better diagnose and address underlying/co-morbid 
psychiatric d/o that had been “masked”/complicated by SU
Provide pts with space to heal from – and begin to address -- some of the 
psychological/social harms related to their use
Buprenorphine prescribers must be able to offer counseling
Behavioral health professionals can play huge role in debunking stigma of meds 
for SUD (i.e. it’s not really “just subbing in one drug for another”)

From NASEM:
Behavioral interventions are often used in conjunction with medications in 
treating OUD, for two primary reasons. The first is to target a broad range of 
problems and issues not addressed by the medications themselves (e.g., 
comorbid psychiatric symptoms, concurrent use of other drugs, the need for 
social support, HIV risk behaviors, behavioral changes, motivation). The second 
is to address limitations associated with each form of medication (e.g., high 
attrition rates). However, the evidence about the efficacy of different behavioral 
interventions used to complement each of the FDA-approved medications is 
limited to date, and the evidence that has been reported is mixed. 

21



It is generally accepted that the best outcomes are typically achieved through a 
combination of pharmacological and behavioral therapies (NIDA, 2018), but there 
is evidence that some individuals may respond adequately to medications plus 
medical management alone (e.g., evaluation of medication safety and 
adherence, monitoring, or advice by the prescribing provider) (Gruber et al., 
2008; McLellan et al., 1993; Schwartz et al., 2007, 2012; Weiss et al., 2011; 
Yancovitz et al., 1991). Given the resource limitations and the lack of empirical 
evidence about specific behavioral interventions to improve outcomes from 
medications for OUD, some have argued that clinicians should not be dissuaded 
from initiating medications for OUD simply because evidence-based behavioral 
therapies are not available (beyond medical management with monitoring) 
(Schwartz, 2016). At the same time, while medications to treat OUD prevent 
death and stabilize patients so that their comorbid psychiatric, medical, and 
social problems can be identified and addressed, these medications alone do not 
address the many complex problems that many individuals with OUD may have. 
Therefore, it is critical to take individual differences into account and select a 
treatment plan that is best suited to each patient’s needs (Carroll and Onken, 
2005). Provision of behavioral interventions can and often do occur in the 
medical management encounter with the prescriber.

The empirically supported behavioral therapies that have been evaluated in the 
context of medication-based treatment for OUD include (1) contingency 
management approaches, which provide tangible reinforcement for behaviors 
such as adherence and submission of drug-free urine specimens (Dugosh et al., 
2016); (2) cognitive behavioral approaches, which teach skills and strategies 
intended to improve control over urges to use and to improve decision-making 
and problem-solving skills (Carroll and Weiss, 2017); and (3) structured family 
therapy approaches, which attempt to recruit family support for adherence and 
retention (Carroll and Onken, 2005). Behavioral therapies that have not yet been 
rigorously evaluated in the context of medication-based treatment for OUD 
include motivational interviewing (McHugh et al., 2010), which attempts to build 
the individual’s own internal motivation for change; acceptance and commitment 
therapy (Ramsey et al., 2016; Stotts et al., 2009); 12-step facilitation to reduce 
cocaine use in individuals maintained on methadone (Carroll et al., 2012); 
mindfulness-based approaches (Zullig et al., 2018); dialectical behavioral therapy 
(Dimeff and Linehan, 2008); and other ancillary approaches such as yoga 
(Lander et al., 2017) and acupuncture (Baker and Chang, 2016). While 
evaluations of some of these approaches are ongoing, the number of studies is 
too small to draw firm conclusions.
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1940s/early 2000s (2002)/1984 (oral) – 2010 (LAI)

Address concerns for diversion: both voluntary, and involuntary – often people 
are using street-obtained bup to prevent withdrawal
Want to emphasize: this is not “substituting one drug for another” (?ex nicotine 
patch)
https://addictionmedicineupdates.org/2018/pcss-expert-explains-why-mat-isnt-
substituting-one-drug-for-another/

22

https://addictionmedicineupdates.org/2018/pcss-expert-explains-why-mat-isnt-substituting-one-drug-for-another/


High rates of drop out: 28% didn’t get first dose vs 6% of bup
Ntx also can decrease cravings
May be equally effective to buprenorphine—after detox??
May be preferred by 12 step, criminal justice
Risk of overdose, blocks opioid analgesics

Detox: medically-supervised withdrawal: typical approach is to offer doses of 
medications to treat withdrawal, then slow decrease (opioid agonists + adjunctive 
meds)

Chutuape, M et al. One-, three-, and six-month outcomes after brief inpatient opioid 
detoxification. The American Journal of Drug and Alcohol Abuse. Vol 27:1, 2001.
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There’s no “wrong” way to support someone on their path to recovery – as HCP, 
best we can do is show patients that we are willing and able to support, and 
facilitate the steps in their process (quote we often state on perinatal HIV 
hotline– the best ARV combo is the one that the pt will take)

https://www.ihs.gov/california/index.cfm/news-events/program-directors-
meetings/october-2016/substance-use-disorder-continuum-of-care-engaging-
the-community-pdf/
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Routinized/EHR-triggered screening à RSR
Waiting/counseling/exam room signage
Standardized incorporation into intake and reassessment protocols
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Linked to high risk sexual activities
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Suggested speaker notes:
For those of you who might be thinking “I can’t be an HIV/HCV provider”, I’m 
hoping today’s short presentation can convince you otherwise.  Substance use 
care and HIV/HCV care have fundamentally similar approaches and core 
principles that we have tried to depict here.  

27



Thing of primary importance is to always ensure the patient is at the center of 
any decision-making.  For many patients, even engaging in care with a clinical 
professional can be a stigmatizing experience.  Ambivalence towards treatment 
can be quite common, and we recommend that providers always strive to 
emphasize positive changes and “meet the patient where they’re at”.  Message 
should be: No wrong door/Door is always open, and STAY ALIVE LONG 
ENOUGH TO ENTER TREATMENT

Harm reduction: evidence-based, client-centered approach seeking to reduce 
health and social harms associated with substance use/SUD without requiring 
people who use from abstaining/stopping.  Provide individuals choice in how 
they’ll minimize harms through non-judgmental and non-coercive strategies to 
enhance skills, knowledge to live safer and healthier lives.

Pragmatism
Human values
Focus on harms

Overdose prevention sites/SIFs/SCSs
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https://www.ippf.org/sites/default/files/positive_prevention_for_people_living_with
_hiv.pdf
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For HIV, additional biomedical prevention interventions have proven effective-
hopefully by now you have heard of pre-exposure prophylaxis, which is a 
medication that can be taken to prevent acquisition of HIV.  There is substantial 
evidence on the effectiveness of PrEP, and now we need to ensure that more 
patients/communities are aware of PrEP, and have access to it if they are 
interested.  Finally, linkage to care is crucial: ways to help improve and maintain 
engagement in care include early discussions with patients about any barriers 
and facilitators they are experiencing (or anticipate experiencing).  Case 
managers and navigators can also be incredibly helpful.
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Importantly, we should try to minimize barriers to accessing care, be prepared to 
start treatment as soon as we have identified one of these conditions, and have 
reliable ways to stay in contact with our patients and other members of the care 
team, for example pharmacies.  On the “prevention side”, it’s important to note 
we have effective means of preventing HIV, HCV, and substance use disorders.  
Regular screening is arguably one of the most important elements of prevention, 
and if you take home nothing else today, please remember to regularly screen 
for HIV and HCV.  
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In terms of treatment, although there are some differences in our specific 
approaches to HCV, HIV, and substance use disorders, the commonalities are 
probably more significant than any differences.  Treatment of HCV is short-term 
and curative, compared to HIV treatment which is life-long and NOT currently 
curative, and treatment for substance use disorders is often over the long-term.  
Despite this, a core evidence-based tenet is that medications play a central role 
in improving health outcomes.  Beyond the individual patient level, we know that 
treating HCV, HIV, and substance use leads to improved public health 
outcomes.  For example, with HIV, we can now fully embrace “U=U”, or the fact 
that someone who is living with HIV and has an undetectable VL on ARVs does 
not transmit HIV to their sex partners.  
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Like saying: “Let’s wait until your OUD is more severe, or wait until an overdose, 
to start treatment”

Understand that slips happen, set ground rules:
Use does not mean that treatment stops
Missed visits do not mean that treatment stops
Diversion, threatening may à have discussion/explore, alternate 
treatment
Behavioral issues may be a symptom of the disease, trauma
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CDC surveillance notes that, in general, rates of linkage to care, 
engagement/retention in care, and viral suppression were relatively low among 
females with infection attributed to injection drug use (77.1%), as well as males 
with infection attributed to injection drug use (76.4%), and males with infection 
attributed to male-to-male sexual contact and injection drug use (75.3%).  There 
are many inter-related factors that appear to drive these outcomes, including 
provider-level issues (for example, lower rates of ART initiation/provision among 
PWID have been noted as well as provider-based stigma) as well as other 
factors such as medication adherence challenges and housing instability.  The 
key point here is that we have much room to improve on linking to care, keeping 
people in care, and supporting consistent access to medications to remain virally 
suppressed.

?Reimbursement for testing services; new funding opportunities (e.g., federal 
EtE initiative, micro-elimination grants, substance use and HIV/HCV integration 
grants)

35



Suggested speaker notes: 
Most of the preceding slides have highlighted outcomes along the HIV Care 
Cascade: this slide is just a quick acknowledgement that we are starting to look 
much more closely at HCV Care Cascade outcomes, especially as we strive to 
improve access to HCV care and treatment throughout the U.S. Although we 
don’t have the same data and reporting systems in place for HCV at this time 
(compared to HIV), various studies have been published describing outcomes 
among specific cohorts of PWID/people with substance use disorders.  
Essentially all of them find HCV-specific health disparities affecting substance-
involved populations.  
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HRSA HAB Hepatitis C initiatives
“HCV elimination” 
Developing models using a jurisdictional approach
Identifying barriers to care (providers and patietns)
Increasing capacity of HCV surveillance systems
Establishing practice model incorporating mental health/substance use 
treatment with HCV care
Defining HCV Care Continuum in the RWHAP
Outreach beyond jurisdictionsal approach: improved coordination with 
SAMHSA-funded SUD providers 
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Wrap up: “friendly challenges” to chew on, in the hopes that we have at least 
piqued your interest at becoming a champion for PLWH affected by substance 
use. 
?? Link back/forward to other sessions ??
Can’t overstate the following: if you’re already providing HIV care, incredibly 
well-positioned to help address the substance use (opioid/stimulant) epidemics.  
For ppl already deep into the HIV prevention/risk reduction space, consider 
incorporating naloxone + implementing regular SUD screening.  If already 
universally screening for OUD, ask about other substances. If you’re referring to 
local SUTP, consider integrating on-site SUD treatment into your program.  
Much evidence shows that integrated, co-located HIV/HCV care can vastly 
improve engagement in care and increase treatment success rates although not 
all individuals are comfortable with integrated care models..

39



40



41



At this point we’d like to open the webinar to questions. You’re welcome to raise your 
hand and you’ll be unmuted to ask your question. You can also ask your question via the 
question or chat function. While the Q&A is going on, we will conduct a quick evaluation 
poll. Your feedback is critical to support our commitment to provide high quality content 
and resources, as well as improve our trainings for future participants. All responses will 
be kept confidential.
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We appreciate the work you do in your communities and thank you for attending 
today’s webinar. Please feel free to contact us if you have any questions or if we can be 
of assistance in any way. 

Have a great day folks!!!
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