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Learning Objectives
• Review the Objectives of the IAS-USA HIV Guidelines
• Review evidence on SUD treatment in HIV
• Discuss updates to HIV Treatment and Prevention
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Antiretroviral Drugs for the Treatment and Prevention 
of HIV: 2022 Recommendations of the IAD-USA Panel
• Review new data
• Provide clinicians with updated recommendations

• Treatment
• Prevention
• Laboratory monitoring
• Aging
• Substance Use Disorder
• COVID-19
• Monkeypox
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Evidence Review
• A panel of volunteer expert physician scientists were appointed 
• Relevant evidence in the literature 

• PubMed and Embase searches, which initially yielded 7891 unique citations, of 
which 834 were considered relevant) 

• Studies presented at peer-reviewed scientific conferences between January 2020 
and October 2022 were considered
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CASE 1.
• 46 yo M admitted to hospital for acute left sided weakness and slurred speech 

and found to have acute right corona radiata ischemic stroke. HIV + on 
admission screening test with a CD4 127 and VL 18,000 copies/mL.

• During H&P, reports 7-year history of HIV
• He never sought care as his wife was sick and now is deceased
• Seen by ID consults and agreeable to start BIC/TAF/FTC
• Discharged to Inpatient Rehab for PT/OT

• Day 7, returns from smoking & developed somnolence, decreased RR, AMS
• MET Team called: delivered naloxone, returned to USOH
• Patient reports insufflating fentanyl he received from a friend at bus stop on 

campus
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• Which of the following is a substance use related outcome that 
could be prevented by integrating substance use screening and 
treatment into routine care?

A. CVA
B. Delay in ART initiation
C. Failure to engage in HIV treatment 
D. Advanced HIV
E. All of the above 
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Screen 
for 

SUD

Harm
Reduction 
Programs

Jails and other 
justice settings Emergency

Depts & Hospital 
Settings , Specialty 
and primary care 

clinics

SBIRT: Screening and Brief Intervention and 
Initiation/ Referral of Medication Treatment for 
SUD

Initiate Rapid Screening for SUD In high 
prevalence areas
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SUD SCREENING TOOLS
NIDA Quick Screen and then reflex to NIDA Alcohol, 
Smoking and Substance Involvement Screening Test 
(ASSIST)1

Up to 6 dozen items, depending on “skip outs”

Drug Abuse Screening Test (DAST)2 10 items, no information about drug of concern

Substance Use Brief Screen (SUBS)3 4 items, preliminary testing in primary care

Rapid Opioid Dependence Screen (RODS)4,5 8 items, good sensitivity/specificity

Michigan Alcohol Screening Test (MAST)6 10 items, severity measure

Alcohol Use Disorders Identification Test (AUDIT)7 10 items, well-validated

1. World Health Organization. The Alcohol, Smoking and Substance Involvement Screening Test (ASSIST): manual for use in primary care. 2010 
2. Skinner, H. A. (1982). "The drug abuse screening test." Addict Behav 7(4): 363-371.
3. McNeely J, et al,. A Brief Patient Self-administered Substance Use Screening Tool for Primary Care: Two-site Validation Study of the Substance Use Brief Screen (SUBS). Am J Med. 2015
4. Wickersham JA, Azar MM, Cannon CM, Altice FL, Springer SA. Validation of a Brief Measure of Opioid Dependence: The Rapid Opioid Dependence Screen (RODS). J Correct Health Care. 2015 ; 5. Wickersham… 

Springer . Erratum 2019. 
5. Storgaard H, Nielsen SD, Gluud C. The validity of the Michigan Alcoholism Screening Test (MAST). Alcohol 1994 
6. Saunders, J. B., et al. (1993). "Development of the Alcohol Use Disorders Identification Test (AUDIT): Addiction 88(6): 791-804. WHO Collaborative Project on Early Detection of Persons with Harmful Alcohol 

Consumption--II." 
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NIDA ASSIST to RODS as example 

NIDA Quick Screen (OUD)
In the past year, how often have you used the following?

Prescription drugs for non-medical reasons:
� Once or twice � monthly � weekly � daily or almost daily

Illicit drugs:
� Once or twice � monthly � weekly � daily or almost daily

Reflex positive to NM ASSIST
Adapted from: The National Institute on Drug Abuse. NIDA Drug Screening Tool, NIDA-
Modified ASSIST (NM ASSIST). https://www.drugabuse.gov/nmassist/. Accessed November 
18, 2019.

Rapid Opioid Dependence Screen (RODS)
1. Have you ever taken any of the following 
drugs:

Heroin
Methadone
Buprenorphine
Morphine MS Contin
Oxycontin
Oxycodone
Other opioid analgesics (e.g. Vicodin, 
Darvocet, Fentanyl, etc)

� Yes � No
� Yes � No
� Yes � No
� Yes � No
� Yes � No
� Yes � No
� Yes � No

If no, skip to ‘Scoring Instructions’
2. Did you ever need to use more opioids to get 
the same high as when you first started using 
opioids?

� Yes � No

3. Did the idea of missing a fix (or dose) ever 
make you anxious or worried?

� Yes � No

4. In the morning, did you ever use opioids to 
keep from feeing “dope sick” or did you ever feel 
“dope sick”?

� Yes � No

5. Did you ever worry about your use of opioids? � Yes � No

6. Did you ever find it difficult to stop or not use 
opioids?

� Yes � No

7. Did you ever need to spend a lot of 
time/energy on finding opioids or recover from 
feeling high?

� Yes � No

8. Did you ever miss important things like 
doctor’s appointments, family/friend activities, or 
other things because of opioids?

� Yes � No

Scoring Instructions: Add the number of ‘yes’ responses for 
Questions 2 to 8. If total answer is ≥3, RODS screen is positive

Adapted from: Wickersham JA, Azar MM, Cannon CM, Altice FL, Springer SA. Validation 
of a Brief Measure of Opioid Dependence: The Rapid Opioid Dependence Screen 
(RODS). Journal of correctional health care. 2015;21(1):12-26. Contact: 
Sandra.springer@yale.edu for questions. 

https://www.drugabuse.gov/nmassist/
mailto:Sandra.springer@yale.edu
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Screening for OUD
Measurement Based Care (MBC)

NIDA Quick Screen1 for past 
year of Opioid use ? 

Yes

Rapid Opioid dependency Scale
(RODS)2

Score of  >3Opioid Dependency 
(moderate-severe OUD)

Then can assess and initiate 
MOUD

1. NIDA. Resource Guide: Screening for Drug Use in General Medical Settings. 2012.
2. Wickersham et al, Springer S. RODS. J Correctional Health Care. 2014.
3. Springer et al . JUH. 2010.
4. Springer et al. PLOS ONE. 2012. 
5. Springer et al. JAIDS 2018; 
6. DiPaola a et al. Springer. CCT 2014
7. Marsden et al, Addiction. 2019
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CASE 2.
• 46 yo M admitted to hospital for acute left sided weakness and slurred speech 

and found to have acute right corona radiata ischemic stroke, HIV and OUD. 
He was successfully resuscitated with naloxone after an in-hospital overdose 
on insufflated fentanyl. What is the next best step? 

• A. Refer him to a methadone clinic on discharge
• B. Offer him buprenorphine/naloxone now
• C. Prescribe long-acting naltrexone
• D. None of the above, he is still on morphine for headache after CV
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FDA-Approved Medications for Treatment of Opioid Use Disorders
Methadone Buprenorphine Extended-release 

Naltrexone

Mechanism of 
Action

Full μ agonist Partial μ agonist, Partial 
κ antagonist

Full μ antagonist

Delivery Oral Sublingual, film, implant, 
injection* 

Injection

Frequency Daily Daily oral; monthly 
injection; implant 6 

months

monthly

Setting Licensed drug treatment 
program

PCC/HIV care setting PCC/HIV care setting (no 
special licensing)

Other 1. Highly structured 
due to safety 
concerns. 

2. OD potential
3. Interacts with some 

ARVs
4. Reduces HIV Risk 

Behaviors
5. Reduces Overdose 

(OD)

1. Safer than 
methadone, 
without major OD 
potential

2. Less interactions 
with ARVs

3. Reduces HIV Risk 
Behaviors

4. Reduces OD
5. Improves HIV 

Viral Suppression 
(VS)

1. Also treats Alcohol 
Use disorders

2. Adherence 
advantage

3. NO overdose or 
diversion concerns

4. Reduces HIV Risk 
Behaviors

5. Reduces Overdose
6. Improves VS*2,3

1. Springer et al. 
Plos One 2012. ; 2. 
Springer S. JAIDS 
2018; 3. Springer 
JAIDS 2018
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Timing of Buprenorphine Initiation- Assess for 
Opioid Withdrawal  



Open Forum Infect Dis, Volume 7, Issue 1, January 2020, ofz539, https://doi.org/10.1093/ofid/ofz539
The content of this slide may be subject to copyright: please see the slide notes for details.

Figure 1. Flow diagram for sublingual 
buprenorphine induction in persons with active 
opioid addiction. Most need ≥ 16 mg 

Buprenorphine/24 hrs

Ok to start higher dose 
if in moderate 
withdrawal

https://doi.org/10.1093/ofid/ofz539
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Buprenorphine Induction

Rozylo, J., Mitchell, K., Nikoo, M. et al. Case report: Successful induction of buprenorphine/naloxone using a 
microdosing schedule and assertive outreach. Addict Sci Clin Pract 15, 2 (2020). 
https://doi.org/10.1186/s13722-020-0177-x
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Case 3. 
46 yo M with HIV, OUD and recent CVA arrives at your HIV clinic for 
hospital follow up. You note that he was started on 
buprenorphine/naloxone (8mg/2mg) during his admission and is now 
taking 3 tabs daily. He reports he is doing well with his OUD and has 
not taken any non-medical opioids; reports occasional crack cocaine 
usage. Which of the following is associated with continued 
buprenorphine/naloxone or other MOUD?

A. Improved Viral Load Suppression
B. Improved Quality of Life
C. Reduction in Overdose Risk
D. All of the above 
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Sub-optimal Viral Suppression among 
HIV Cluster Cases in Lowell/Lawrence, Mass (2015-18)
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Persons Living with Diagnosed or Undiagnosed HIV Infection 
HIV Care Continuum Outcomes, by Transmission Category, 2018—United 

States

Note. Receipt of medical care was defined as ≥1 test (CD4 or VL) in 2018. Retained in continuous medical care was defined as ≥2 tests (CD4 or VL) 
≥3 months apart in 2018. Viral suppression was defined as <200 copies/mL on the most recent VL test in 2018. Heterosexual contact is with a 
person known to have, or be at high risk for, HIV infection. IDU, injection drug use
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Medication Treatment for OUD 
Improves HIV Viral Suppression Rates: 
Buprenorphine

▪94 PLWH & OUD  
released from prison
▪Retention on 
buprenorphine for 24 
wks ≈ Viral 
suppression 6 
months after release 
▪aOR: 5.37 (95% CI: 
1.15-25.1)

Springer. PLoS One. 2012;7:e38335. 

*P = .01
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Medication Treatment for OUD 
Improves HIV Viral Suppression Rates: 
Extended-Release Naltrexone

▪93 PLWH & OUD 
released from 
incarceration[1]

▪Extended-release 
naltrexone ≈ Viral 
Suppression 6 mos
after release[1]

▫OR: 2.9 (95% CI: 
1.04-8.14;   P =0 
.04)

1. Springer S, et al. J Acquir Immune Defic Syndr. 2018;78:43..
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• MOUD was associated with :
• Greater ART Adherence OR 1.55, 95%CI 1.12-2.10
• HIV Viral Suppression OR 2.19, 955 CI 1.88-2.56 



S.Springer et al. JAIDS 2018

XR-NTX improves Viral suppression among PWH with 
Alcohol Use Disorders too!



HIV and OUD Comanagement

▪Methadone and buprenorphine primarily metabolized by CYP3A4[1]

▪Few DDIs between OUD treatment medications and recommended initial ART 
regimens[2,3]

▪Potential DDIs between buprenorphine and ATV, DRV, EFV[3]

Slide credit: clinicaloptions.com1. McCance-Katz. AM J Addict. 2010;19:4. 2. DHHS. ART Guidelines 2018. 3. https://www.hiv-druginteractions.org/checker

No interaction expected Potential weak 
interactionHIV Regimen[2,3] Buprenorphine Methadone Naltrexone

Lamivudine (3TC)

Abacavir (ABC)

Bictegravir/emtricitabine/tenofovir alafenamide (BIC/FTC/TAF)

Dolutegravir (DTG)

Emtricitabine/tenofovir alafenamide (FTC/TAF)

Emtricitabine/tenofovir disoproxil fumarate (FTC/TDF)

Raltegravir (RAL)

http://www.clinicaloptions.com/


HCV and OUD Comanagement

▪No DDIs between medications for OUD treatment and recommended HCV regimens
▪Patient should be counseled on HCV reinfection risk after HCV cure and strategies for 
preventing reinfection
▫If HCV reinfection occurs, it should be treated promptly because it is marker for ongoing 
transmission risk

Slide credit: clinicaloptions.comAASLD/IDSA HCV Guidance. 2019. https://www.hep-druginteractions.org/checker 

No interaction expected

HCV Regimen Buprenorphine Methadone Naltrexone

Elbasvir/grazoprevir

Glecaprevir/pibrentasvir

Ledipasvir/sofosbuvir

Sofosbuvir/velpatasvir

Sofosbuvir/velpatasvir/voxilaprevir

http://www.clinicaloptions.com/


But…Few Receive Medication Treatment for OUD and fewer 
are Retained on Treatment…

OUD Treatment Stage 

1. Williams. https://academiccommons.columbia.edu/doi/10.7916/D8RX9QF3.
2. O’Donnell. Mo Med. 2017;114:181
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MAT 
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6+ Mos

Continuous 
Abstinence

2,500,000

2,000,000

1,500,000

1,000,000

500,000

Severe OUD
0

Only 1 in 10 with OUD 
are receiving opioid 

treatment in the  
community[2]

OUD Cascade of Care in United States:  2014 National Estimates1

https://academiccommons.columbia.edu/doi/10.7916/D8RX9QF3
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Case 4
• A 46 yo M with HIV and OUD is doing well on his ART and MOUD 

but reports that he has gone from occasional stimulant use 
(smoked cocaine) to methamphetamines and is now injecting 
multiple times weekly. What is the appropriate next step?

A. Stop his MOUD as he no longer has an indication
B. Stop his MOUD and offer him contingency management
C. Switch his MOUD to extended-release naltrexone
D.  Continue MOUD and provide harm reduction, naloxone
E.  Continue MOUD and offer contingency management
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Stimulant use disorder Treatment
• Unfortunately, there are no FDA approved effective medications for 

treatment of cocaine and methamphetamine use disorder
• Behavioral treatments are the recommended treatment 

▫ Most effective has been Contingency Management programs 
that can reduce stimulant use 

• Offer other harm reduction tools for persons who use stimulants 
SSPs, safe injection kits, drug testing ( contamination of 
stimulant supply with fentanyl and xylazine) 

• Offer naloxone to reduce risk of death from fentanyl / opioids 
contaminating stimulant supply 

• Educate about xylazine contamination and risk of overdose from 
stimulants alone



What else do PWUD who we see need?
▪Low-barrier access to HIV & SUD prevention and treatment services in 
community settings 
▪Bringing services to people in need, rather than expecting them to 
come to us in traditional clinics
▪Low-cost/ rapidly scale-up approaches 
▫Community health workers 
▫Patient/ Peer navigators 
▫Pharmacists 
▫Telehealth with specialists 
▫Visiting Nurses- home care model   
▫Mobile health units and other non-traditional clinic settings
▫Increasing use of long-acting injectable PrEP, ART, & MOUD –& 
combinations of these treatments 
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Key Recommendations for Substance Use and HIV

• Provide screening and treatment for substance use disorders to all 
persons at risk for and living with HIV (evidence rating: AIa)

• Substance use treatment should be integrated into HIV prevention 
and treatment services (evidence rating: AIa)

• Persons with substance use disorders and HIV infection or risk for 
HIV should receive integrated addiction treatment with:
oPharmacotherapy for opioid and alcohol use disorders (evidence 

rating: AIa)
oContingency management for stimulant use disorders (evidence 

rating: AIII)
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Key Recommendations for Substance Use and HIV

• Persons with opioid use and alcohol use disorders should be 
offered timely initiation of medications for substance use disorder 
regardless of HIV and HCV treatment plans (evidence rating: AIa)

• Peer/patient support staff, telehealth, extended hours, mobile 
clinics, and walk-in clinic options should be available to persons 
with substance use disorders who are receiving HIV treatment or 
prevention (evidence rating: AIIb)

• Peer/patient support staff, mobile health units, and pharmacy
delivery services should be available to persons with substance
use disorders who are receiving HIV treatment or prevention
(evidence rating: AIIb)



When to Start 
• Initiate ART as soon as possible, ideally within 7 days

• Start on same day if suspicion for acute HIV
• Start on same day if no suspicion for an OI

• Identify structural barriers that can impede engagement, retention
• Housing, transportation

• If OI is suspected, initiate ART within 14 days
• For cryptococcal meningitis, initiate 2-4 wks of starting antifungals

39
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Initial ART Selection
• For most patients:

• BIC/TAC/FTC
• Dolutegravir, TXF/XTC
• DTG/3TC

- Only if VL <500,000
- HBV negative
- Genotype known

41



Special Considerations in ART Selection
• People who acquire HIV while on PrEP

• Genotype, prefer Bictegravir or Dolutegravir plus 2 active agents
• Pregnancy

• Dolutegravir, TXF/XTC
• Other options if Dolutegravir not available

- Raltegravir, Atazanavir, Darunavir, Rilpivirine

42



Switching Regimens
• Switching to 2-Drug Regimen in VL suppression

• Know HBV status
• No need for genotype unless history of treatment failure 

• Switching to LA Cabotegravir and Rilpivirine (4wk or 8wk)
• Oral lead in can ensure tolerability
• Not recommended in those with viremia

• Switching due to Virologic Failure (VL>200 copies/mL)
• Genotype resistance while on failing regimen 

43



Laboratory Monitoring
• Labs should be obtained before treatment 

• Do not have to wait for results, delay ART start

44
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Weight Gain and Metabolic Complications
• Weight gain typically occurs in first year

• InSTI and TAF-based regimens >> weight gain
• Weight gain can occur in new starts, switch, or PrEP use 
• Greater weight gain in women and Black and Hispanic 
• Dolutegravir related weight gain is higher with TAF use

46



Weight Gain and Metabolic Complications

47



Aging and HIV
• > 50% of older PWH 

diagnosed at a late stage of HIV
• PWH are aging

48



Change to Division, Department, Center, Unit49



HIV Prevention 
• The optimal PrEP regimen for a given person is the one most acceptable to that 

person and congruent with their sexual behavior, ability to take medications reliably, 
likelihood of anticipating sexual activity, and adverse effect profile.

• The best PrEP option is the one your patient will take 

50



HIV Prevention 

51

On Demand or 2-1-1 oral dosing
2-1-1 dosing is initiated with a double dose 2 to 
24 hours before planned sexual activity and 
single additional doses 24 and 48



Thank You!
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