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By the end of this session, participants will be able to

• Describe what types of tele-consultation services the National Clinician 
Consultation Center offers 

• Reflect on unique considerations regarding HIV testing and diagnosis 
in pregnancy

• Discuss key clinical considerations regarding “real world” use of long-
acting (LA) ART informed by cases the NCCC has assisted with 
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Disclosures
None

This program is supported by the Health Resources and Services Administration (HRSA) of the U.S. Department of Health and 
Human Services (HHS) under grant number U1OHA30535 as part of an award totaling $4.2m. The contents are those of the 
author(s) and do not necessarily represent the official views of, nor an endorsement, by HRSA, HHS, or the U.S. Government. 
For more information, please visit HRSA.gov.

Funding for this presentation was made possible by cooperative agreement U1OHA30535 from the Health Resources and 
Services Administration HIV/AIDS Bureau. The views expressed do not necessarily reflect the official policies of the Department 
of Health and Human Services nor does mention of trade names, commercial practices, or organizations imply endorsement by 
the U.S. Government. Any trade/brand names for products mentioned during this presentation are for training and identification 
purposes only.
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National Clinician Consultation Center
Established in 1993 as national service/component of the Health Resources and 
Services Administration’s Ryan White HIV/AIDS Program 

Early operationalization and scale-up of distance-based consultation service 
and educational resource (“Warmline”)



NCCC core consultants

500+ collective years of service and clinical experience in HIV, hepatitis 
C, and substance use



Engagement with local/regional learners as well as national 
landscape of clinicians and researchers

UCSF Schools of Nursing & Pharmacy; SFGH Occupational Health
UCSF Primary Care Addiction Medicine Fellowship

NorCal Kaiser HIV Fellowship
HIV residency and fellowship programs across U.S. (MA, PA, ID, NY)
AAHIVM Mentoring Program: residents/graduates from San Joaquin and UC 
Davis FM Residency Programs

ReproID Listserv: dynamic community forum for emerging/complex issues



Recent partnerships and collaborations

CDC & UCSF SeroPrEP Study 

https://www.cdc.gov/hiv/pdf/risk/prep/cdc-hiv-prep-guidelines-2021.pdf



More than consultations – PrEP Champion Preceptorship



Case 1: HIV testing and pregnancy



August 2021

36yo at 22wks GA, conceived via IVF
Pre-IVF work-up (or early antenatal screening?): HIV negative by patient report

8/5/2021 HIV Ag/Ab reactive --> HIV-1 Ab reactive, HIV-2 Ab indeterminate
*Based on these results, started F/TDF + DTG 8/13/2021
**HIV-1 NAT subsequently resulted: not detected

8/5/2021 HBsAg screen reactive but (confirmatory) neutralization: negative

Born/raised in Ethiopia, unknown vaccine history, 1 sex partner: husband- ?testing history



What would you do? 

(1) Counsel patient about elite controller status, and continue ART
(2) Obtain HIV-2 NAT 
(3) Gather more clinical/laboratory history: PrEP use? COVID infection/vaccine?
(4) Call the Lab Director
(5) No idea: call the Perinatal HIV Hotline?
(6) Something else

G1P0 at 22wks, born/raised in Ethiopia
HIV Ag/Ab reactive, HIV-1 Ab reactive, HIV-2 Ab  

indeterminate
HIV-1 NAT not detected
[No copies of prior screening/testing results]



October 2021
HIV-2 NAT: not detected; repeat HIV-1 NAT: not detected (drawn after 3wks on ARVs)

[Lab Director re-ran 8/2021 samples: same results—reactive env gp41, non-reactive env gp160]

Patient requested repeat HIV and HBV screening
Works in meat factory --> read that animal exposures can cause false positive results

HIV Ag/Ab with addition of heterophile blocking reagent (HBR): non-reactive

HBsAg indeterminate; HBcAb and HBsAb both reactive
**With addition of HBR --> HBsAg non-reactive

Confirmed partner tested negative in past; D/C ART?



Now what would you do?

(1) Discontinue ART, and check viral load in ~2 weeks (HIV-1? HIV-2? Both?)

(2) Continue ART to delivery, and try to sort things out definitively postpartum

(3) Continue ART indefinitely (patient is an elite controller): heterophile blocking  

reagents aren't clinically validated

(4) Something else G1P0 at 31+wks
Initial screening: HIV Ag/Ab reactive, HIV-1 Ab reactive, HIV-2 
Ab indeterminate

Pre-ART HIV-1 NAT not detected
With HBR: HIV Ag/Ab non-reactive

Post-ART HIV NAT not detected (both HIV-1 and HIV-2)

Rouzioux, et al. (1995) Am J Epidemiol



December 2021
Full-term infant delivered 2hrs ago via NSVD

Sign-out from maternal HIV provider to Peds: "6wks AZT for infant and OK to breastfeed"
--> Overnight Peds advised to pump/save until able to clarify prior breastfeeding

counseling/discussions and considerations
Overnight convo with Hotline: ?Role of initial infant ARVs while awaiting further info

Next day f/u: Likely interpretation of maternal testing = false positive... ? Decision to                       
continue maternal ART to delivery, then D/C

(a) Infant testing: NAT? HIV Ag/Ab?
(b) Infant ART management?
(c) Additional maternal testing?



Heterophile antibodies
Endogenous Ab in human serum/plasma that may 

interfere with immunoassays --> false elevations of 
measured values

?Exposure to mice/mouse products
?Immunization, transfusion
?Autoimmune disease
?Infection (e.g., EBV)

0.17-40% prevalence1

1. Morton A. (2014) Aust Fam Physician

95% clinical specimens repeatedly reactive on 
one HIV screening platform negative when 
retested on different platform; HBR pre-
treatment eliminated/reduced false reactivity



77yo without history of liver disease or evident hepatitis risk factors/exposures

Diagnosed with basal cell carcinoma; pre-resection screening yielded reactive HBsAg. Rapid HIV 
Ab/Ag screen also reactive, but negative for HIV-1 Ab and HIV-2 Ab on differentiation assay

Serial dilutions, heterophilic Ab blocking tubes, and repeat analysis using different commercial 
assay all supported interpretation as initial false positive HBsAg (attributed to heterophilic Ab)



Questions?



Cases involving LA ART (i.e. CAB/RPV)



For each, consider: (a) eligibility and (b) continuation 



CAB/RPV Case 1

49yo cis-male diagnosed with HIV ~2010

ART history: EFV/F/T (2010-2019), then EVG/c/F/TDF (2019-2021) --> suppressed for 
years

Expressed interest in LA ART --> July 2021 started oral CAB + RPV, then 1st injection

2 months after switch, HBV DNA 1660 IU/mL; LFTs wnl, eGFR > 60 mL/min/1.73m2

[Prior/baseline labs: HBsAg NR, HBcAb reactive, HBsAb NR, HCV negative]



What would you do now?

(1) Not sure: call the NCCC’s HIV Warmline?
(2) Go back to oral ART
(3) Continue CAB/RPV and monitor HBV (but not initiate anti-HBV therapy)
(4) Continue CAB/RPV and initiate anti-HBV therapy
(5) Something else

47yo s/p oral lead-in and initial 600/900mg CAB/RPV injxn
Now with HBV DNA 1660 IU/mL
LFTs ok
Baseline serologies: HBsAg NR, HBcAb reactive, HBsAb NR



HBV eligibility in FLAIR, ATLAS

FLAIR
https://clinicaltrials.gov/ct2/show/NCT02938520

Participants positive for HBsAg excluded

Participants negative for anti-HBs but positive for 
anti-HBc (negative HBsAg status) and positive for 
HBV DNA excluded

Note: Participants positive for anti-HBc (negative 
HBsAg status) and positive for anti-HBs (past 
and/or current evidence) are immune to HBV and 
not excluded

ATLAS
https://www.nejm.org/doi/suppl/10.1056/NEJMoa190
4398/suppl_file/nejmoa1904398_protocol.pdf

Participants positive for HBsAg excluded

Participants negative for anti-HBs but positive for 
anti-HBc (negative HBsAg status) and positive for 
HBV DNA excluded

Note: Participants positive for anti-HBc (negative 
HBsAg status) and positive for anti-HBs (past and/or 
current evidence) are immune to HBV and not 
excluded



FLAIR screening: negative HBsAg, negative HBcAb, negative HBsAb; no h/o HBV vax

2 out of 3 doses of HBV series received prior to randomization to LAI arm: started 4wk 
oral lead-in then transitioned to monthly LA CAB/RPV

At 9mo f/u visit, increased AST & ALT noted (no 
symptoms, no IDU, but + interim STIs)

Diagnosed with acute HBV based on positive 
HBsAg, positive HBcAb IgM, positive HBeAg, and 
HBV DNA 229,000,000 IU/mL (negative HBsAb, 
negative HBeAb)



Add HBV GL?  (primary care/HIV)?



CAB/RPV Case 2
29yo cis-male diagnosed with HIV 2016. Baseline GRT: No significant DRMs 
(some polymorphisms/clinically insignificant substitutions --> no resistance 
predicted)

Started EVG/c/F/TAF and remained suppressed except for single VL = 41 
copies/mL (late 2019) --> offered BIC/F/T and resuppressed; no GRT pursued

Fall 2021: Expressed interest in CAB/RPV and oral lead-in started 11/2/2021 --> 
seen 11/30/2021 for initiation injection

VL drawn at 1st injection = 137 c/mL
Most recent VL prior to transition 10/5/2021 
was “detected < 20” (was on BIC/F/T then; 
no concern for gap prior to oral lead-in)

BMI 26.5 | Subtype B



What would you do?

Was this person eligible for transition 
to CAB/RPV?

Would you have done anything 
different with transition to CAB/RPV?

Repeat VL came back < 20 c/mL

Possible explanation: pt did not 
consistently take RPV with food --> 
will proceed with next IM dose (~2wks)



FLAIR

Supplement to: Orkin C, Arasteh K, 
Górgolas Hernández-Mora M, et al. 
Long-acting cabotegravir and 
rilpivirine after oral induction for 
HIV-1 infection. N Engl J Med 
2020;382:1124-35.



ATLAS

Supplement to: Swindells S, 
Andrade-Villanueva J-F, Richmond 
GJ, et al. Long-acting cabotegravir 
and rilpivirine for maintenance of 
HIV-1 suppression. N Engl J Med 
2020;382:1112-23.







CAB/RPV Case 3
23yo cis-male diagnosed with HIV 12/2020, then referred to caller

Baseline: CD4 59 (5%) cells/mm3; VL 46,400 copies/mL 
GRT: pan-sensitive - V245E

Initiated BIC/F/T, and follow-up VL = 50 copies/mL after 1 month
Visit 3/25/2021 (telehealth) --> ordered labs, VL = undetectable 
Early 6/2021 (in-person) --> ordered labs, but pt did not get them 
drawn



CAB/RPV Case 3 (cont’d)
Oral lead-in started shortly thereafter and patient next seen 7/9/2021 for 1st injection

Rec'd maintenance injections on time early Aug, Sept, Oct

VL drawn 10/4/2021 = 70 copies/mL 
Rec’d subsequent maintenance injections on time Nov, Dec, Jan

VL drawn 2/1/2022 up to 890 copies/mL --> repeat 2/8/2022: 450 copies/mL (lab auto-cancelled GRT)

However, by 2/22/2022 VL up to 1600, with GRT showing K101E, L74M, E138E/K, G140S, Q148R

BMI 33 (1.5" needle used for all doses) | Subtype B



https://hivdb.stanford.edu/hivdb/by-patterns/



What would you do?

Was this person eligible for transition 
to CAB/RPV?

Would you have done anything 
different with CAB/RPV 
management?





Possible explanations?

Archived RAMs?
2" needle?
Other thoughts?



https://opentextbc.ca/clinicalskills/chapter/6-8-iv-
push-medications-and-saline-lock-flush/

https://assets.gskstatic.com/pharma/us/viiv/Cabe
nuva-Dosing-Administration-Guide.pdf

https://opentextbc.ca/clinicalskills/chapter/6-8-iv-push-medications-and-saline-lock-flush/
https://assets.gskstatic.com/pharma/us/viiv/Cabenuva-Dosing-Administration-Guide.pdf


International AIDS Conference 2022 
Pharmacokinetics and Tolerability of Cabotegravir and Rilpivirine Long-Acting Intramuscular Injections to the 
Vastus Lateralis (Lateral Thigh) Muscles of Healthy Adult Participants

AIDS 2022 July 29 - Aug 1 Montreal

Kelong Han1, Jafar Sadik Shaik1, Herta Crauwels2, Claudia Leemereise3, Gilda Bontempo4, Beta Win5, Ciara Seal1, 
Rebecca DeMoor1, Ojesh Upadhyay1, Vasiliki Chounta6, William R. Spreen4, Susan L. Ford7
1GlaxoSmithKline, Collegeville, PA, United States; 2Janssen Research & Development, Beerse, Belgium; 
3GlaxoSmithKline, Amersfoort, the Netherlands; 4ViiV Healthcare, Research Triangle Park, NC, United States; 
5GlaxoSmithKline, Stevenage, United Kingdom; 6ViiV Healthcare, Brentford, United Kingdom; 7GlaxoSmithKline, 
Research Triangle Park, NC, United States.

Program number EPB176 (abs # 9906)



New CAB/RPV content from the National HIV Curriculum



THANK YOU!  Questions?

For more information about the NCCC please visit: nccc.ucsf.edu

Programmatic inquiries including NCCC outreach materials: Brenda 
Goldhammer (Program Director) @ GoldhammerB@ucsf.edu
Clinical inquiries: Dr. Chris Bositis (Clinical Director) @ 
Chris.Bositis@ucsf.edu

mailto:GoldhammerB@ucsf.edu
mailto:Chris.Bositis@ucsf.edu


HIV/AIDS Warmline
800-933-3413

HIV treatment, ARV 
management, complications, 
and co-morbidities

Perinatal HIV Hotline
888-448-8765

Pregnancy, breastfeeding 
and HIV

Hepatitis C Warmline
844-HEP-INFO/
844-437-4636

HCV testing, staging, 
monitoring, treatment

Substance Use
Warmline
855-300-3595

Substance use evaluation and 
management

PrEPline
855-HIV-PrEP

HIV Pre-exposure prophylaxis PEPline
888-448-4911

Occupational & non-
occupational exposure 
management

The National Clinician Consultation Center is a free 
telephone advice service for clinicians, by clinicians.
Go to nccc.ucsf.edu for more information.

This project is supported by the Health Resources and Services Administration (HRSA) of the U.S. Department of Health and Human Services (HHS) under grant number U1OHA30039 
(AIDS Education and Training Centers National Clinician Consultation Center) in partnership with the Centers for Disease Control and Prevention awarded to the University of California, 
San Francisco.



AETC Program National Centers and HIV Curriculum
• National Coordinating Resource Center – serves as the central web –based repository for AETC 

Program training and capacity building resources; its website includes a free virtual library with training 
and technical assistance materials, a program directory, and a calendar of trainings and other events. 
Learn more: https://aidsetc.org/

• National Clinician Consultation Center – provides free, peer-to-peer, expert advice for health 
professionals on HIV prevention, care, and treatment and related topics. Learn more: https://nccc/ucsf.edu

• National HIV Curriculum – provides ongoing, up –to-date HIV training and information for health 
professionals through a free, web –based curriculum; also provides free CME credits, CNE contact hours, 
CE contact hours, and maintenance of certification credits. Learn more: www.hiv.uw.edu
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