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Key Messages

Abstract

Integrating HIV-related care with substance use disorder (SUD) treatment provides an
opportunity to better meet the needs of people living with HIV (PLHIV) and people living with
SUDs, the latter rendered especially vulnerable by prevailing policies, structural inequalities,
and stigmatisation. Using an integrated care framework, we draw on existing literature and
empirical evidence from scoping reviews we conducted in 2017 and 2021 of HIV and SUD
integration designs to better understand barriers and facilitators to care integration and map
ways forward. We reflect on the ways approaches to integration address two core gaps in
current approaches: a failure to consider human rights when incorporating the perspectives
of PLHIV and those who use drugs, and a failure to reflect critically on structural factors that
determine risk, vulnerability, health care seeking, and health equity. We argue that for
integration to work requires a person-centred approach, grounded in human rights, that
treats both concerns holistically and reconnects with underlying social, economic, and
political inequalities.

Introduction

From its early days, the healthcare response to HIV, often organised as a series of vertical
programmes, has evolved continuously in ways that seek to meet the full range of needs of
those living with HIV.%2 Much progress has been made, underpinned by commitments to
health, gender equality, human rights, employment, and social protection, ideas now taken
up in many other areas of health policy. Yet there is still much to be done and the most recent
Global AIDS strategy explicitly commits to a 2025 target to provide 90 per cent of people living
with, at risk of, and affected by HIV (PLHIV) with people-centred, context-specific, and
integrated services for HIV.! In particular, it includes goals to support those who seek care for
use of alcohol and drugs, a goal that is complicated by the frequent presence of punitive
policies.?

The rationale for linking HIV and substance use is clear; those who use drugs are at higher risk
of exposure to HIV, either through their use of injectable substances*, or commonly
associated activities.>® It is estimated that one in eight people who inject drugs (PWIDs) also
live with HIV.” In 2020, approximately ten per cent of new HIV infections globally and nearly
50 per cent in Eastern Europe were among PWID.”® These risks have been amplified by the
COVID-19 pandemic, which has hampered global health initiatives, including those aimed at
ending AIDS as a public health threat.® The pandemic has also been associated with initiation
or increased use of substances by those seeking to cope with the consequences of measures
necessary to reduce COVID-19 spread, while harm reduction and care services for people who
use drugs and people living with or at risk of HIV have also been disrupted.01?

In these circumstances, integrating HIV-related care with SUD treatment provides an
opportunity to better meet the needs of PLHIV and people living with SUDs.*? Yet, such
integration is complicated because of the need to take account of cultural and contextual
specificities.’>1°> There are constellations of individual practices, often driven by the particular



circumstances in which they are embedded, while systems of oppression can increase the risk
of both HIV and SUDs and impede access to care. Importantly, each condition (and population
group) may be stigmatised in different ways and requires services that reflect their particular
context.'® The challenges faced by those who are simultaneously living with HIV and using
drugs are exacerbated by HIV-related stigma, stressors, systems of oppression, and
overlapping syndemics that create barriers to care.'’"!° These barriers are even more pressing
for women, non-binary, gender non-conforming, trans people, and racialised groups living
with HIV/AIDS and substance use disorder (SUD), who are at greater risk of having also
experienced gender-based violence, racism, or other trauma and who have important and
specific care needs.?>?! The intersectional nature of structural racism and gender inequality
further increase barriers to care and stigma experienced by individuals who are historically
racialised and marginalised, as well as those in the criminal justice system where drug use,
sex work or same sex relationships are criminalised. People who use drugs, in particular those
with HIV, are often excluded from care services by punitive laws, underfunded harm reduction
services, and pervasive discrimination, which impact both access to and quality of care and
are contrary to the concept of health as a human right.?2-26

So far, HIV services are often offered through siloed or vertical programming or otherwise
offered separately from other health services, including care for SUDs.3%3'The quest for new,
integrated approaches has generated calls for a greater understanding of the relative
strengths or weaknesses of different integrated approaches towards care for HIV and
SUDs.3232 Based on evidence generated through a systematic review we conducted in 2017,%°
an updated version (unpublished), and a conceptual framework of determinants and models
of integrated care, this paper provides a detailed overview of integration designs and analyses
the evidence for future pathways. Through a review of the literature and empirical evidence,
we reflect on the ways that approaches to integration address two core gaps in current
approaches: a failure to consider human rights when incorporating the perspectives of PLHIV
and those who use drugs, and a failure to reflect critically on structural factors that determine
risk, vulnerability, health care seeking, and health equity34.2°

Conceptual Framework: Models of HIV and SUD service integration

We extend a definition of service delivery integration proposed by Briggs, Atun, and Legido-
Quigley whereby managerial or operational changes to health systems bring together inputs,
delivery, management, and organisation of particular service functions in ways that are
contextually appropriate and person-centred with the aim of improving coverage, access,
quality, acceptability, and/or (cost)-effectiveness (Figure 1).3>37 There are many forms of
service integration: this term may refer to a package of preventive and curative health
interventions for a particular population group, a combination of different disease control
programmes, or for specific diseases. The latter is the case when diseases co-exist, termed
multimorbidity, such as HIV and SUD, or the clients of one service need services of the other
like mental health and SUD3%3° or mental health and HIV.*° Care and funding integration have
been prominent for combining certain vertical diseases programmes, such as HIV, sexual and
reproductive health, tuberculosis and hepatitis B/C, for example. However, integration offers
the promise of more holistic approaches including towards strengthening primary healthcare
systems by providing essential care under one roof. The idea is not new; the Alma Ata
Declaration in 1978 already envisaged the integration of essential health care into primary
healthcare and intersectoral action, and the notion of ‘health in all policies’ and later One



Health seek to integrate health across other domains.*! These various concepts highlight that
integration must be understood as a spectrum, which has a long history in health and
healthcare debates.*?

However, integration, broadly defined, faces several foundational challenges. They include
fragmented health service coverage, especially in low- and middle-income countries (LMICs)
and rural areas, physical and financial inaccessibility of services, and a hesitancy of funders to
invest in horizontal healthcare. This is particularly pertinent for HIV and SUD care; treatment
gap estimates for SUDs in LMICs range from 75-95%, with the gap being greater in rural
areas.’®*% This highlights that poor treatment coverage is set against the challenge of
developing more (cost-)effective models of integrated care.

To better understand the spectrum of HIV and SUD care integration and treatment options,
we draw on a conceptual framework of determinants and models of integrated care for HIV
and SUD. The framework describes three models of care defined by client entry point: HIV
care site, substance use care site, and other sites.

Figure 1. Conceptual framework of determinants and models of integrated care for HIV and
SuUD

The first model captures SUD services integrated into services at HIV care sites, including anti-
retroviral treatment (ART) clinics, HIV clinics, and infectious disease clinics that provide HIV
care. The second captures the integration of HIV services at SUD care sites, including SUD-
focused clinics, drop-in facilities, safe injection sites, and syringe exchange sites. Treatment
options for SUD patients usually range from behavioural therapy, psychotherapy, to
pharmaceutical treatment. The latter most often focuses on buprenorphine or methadone
treatment for opioid use disorder and naltrexone for alcohol use disorder. The third captures
situations where HIV and SUD services are integrated at other sites, including detention
facilities, mobile care sites, and community sites. At each site, different elements of care may
be integrated, including pharmaceutical or behavioural interventions and complex
interventions that combine different treatment modalities, approaches to care, providers, or
delivery methods. Integrated care can be delivered by diverse health workers, including
physicians, nurses, social workers, and counsellors. In some cases, integration is facilitated by
technology, including e-Health modalities. Peer support can also feature in these models.
Additionally, facilitators and barriers to integrated HIV and SUD care can be categorised
around micro (patients and providers), meso (facilities and programmes) and macro levels
(systems and policy).

The framework allows consideration of how integrated care for HIV and SUDs is impacted by
health systems organisation, noting how both require ongoing long-term care. It also
recognises how access may be determined by prevailing substance use policies, including
criminalisation, as well as various social determinants of health. It also includes consideration
of human rights and the extent to which care is designed, implemented, and evaluated with
meaningful participation of those with HIV and SUDs.

Integration of SUD services at HIV care sites



A first step towards integrated HIV and SUD care is for health workers in HIV clinics to screen
for substance use, embedding it within routine care. Those who engage in substance use may
be at increased risk of non-adherence to HIV medications*’ so it is important to consider it, in
addition to the opportunity to intervene with what is a risk factor in its own right, with
counselling or pharmaceutical interventions.*® Panel 1 offers illustrative examples.

A Screening, Brief Intervention, and Referral to Treatment (SBIRT) model is often employed,
delivered individually or in groups.**>! Such interventions can include motivational
interviewing, motivational enhancement therapy and cognitive behavioural therapy,>%>2-8
often delivered by physicians or nurses and combined with pharmaceutical support.>>¢°
However, they can also be delivered by other staff, including social workers, mental health
workers, and physicians assistants.>%°75961-64 Seyeral of these models, in particular
motivational interviewing, can reduce substance use by PLHIV receiving care at HIV
clinics*®>285 but researchers have called for more work to understand which components are
most effective in different contexts.>? There is also growing evidence of the potential of peers
and eHealth interventions to provide or augment counselling services. Patients may prefer
engaging with a lay counsellor or peer, especially if it is someone from their community with
similar lived experiences and who is non-judgmental.®®®” There are also studies finding that
eHealth interventions can be acceptable to patients and effective in reducing drug use and
drinking when used at HIV care sites.#%52-546567

Pharmaceutical support for SUD provided at HIV care sites includes on-site buprenorphine
plus naloxone treatment, naltrexone, or methadone. These can be prescribed by the HIV
clinician, by a co-located substance use specialist, or a specialised pharmacist within a
team.>2%870 However, the ability to deliver these services in LMICs is challenged by uncertain
and inadequate funding and weak delivery systems® and by legislation on substitution
therapy in some jurisdictions.”*

Stepped care is another way to bring together HIV and SUD care, where the scope or intensity
varies according to the patient’s needs,*® with the option to refer to specialist services (e.g.,
intensive outpatient or residential treatment), often following assessment by a psychiatrist
specialising in addiction. However, the findings of evaluations have been mixed, at least
where the aim was reduced alcohol consumption and where the target population was
difficult to reach.>>°¢ However, this model shows greater evidence of benefits for individuals
with alcohol use disorder and moderate alcohol and liver disease than those with at-risk
alcohol use. More holistic models seek to span the health, social and economic needs of PLHIV
and SUDs.”2 One report described a model staffed by teams that included health care, housing
support, employment counselling, resources for interpersonal violence, access to social
services and disability supports.”> However, this model is likely to require a permissive
approach to substance use, with supportive harm reduction policies such as legalisation of
safe injection sites.

Integration of HIV services at SUD care sites



Integration of HIV testing, treatment, or care at SUD sites often involves bringing HIV services
into existing pharmaceutical treatment programmes for opioid use disorder, such those
offering methadone or buprenorphine, and often linked to offers of HIV testing.”*’8 The same
members of staff deliver both services so, in practice, this usually means physicians, physician
assistants, and nurses. It can also mean provision of initial counselling to HIV-positive PWID,
62,79-83 \with possible referral to specialised therapists and psychologists, as well as to HIV
services. Panel 2 offers illustrative examples.

There are several reports of models adopting a more holistic approach, with HIV services
provided by multidisciplinary teams of medical staff, including specialist physicians,
counsellors, nurses, case workers, and social workers.248” Some also help patients to access
medical insurance or social benefits and other services. Such multidisciplinary teams have
been associated with better communication between service providers and specialists on the
one hand, and better patient-doctor relationships on the other .84

Much of the existing literature has a clinical focus, with assessments focusing on quantitative
measures, such as numbers of HIV tests undertaken, adherence to treatment, toxicology
measures, rates of viral suppression, or CD4 cell count. There is rather less on how factors
such as class, racialisation, stigmatisation, or gender influence design or performance and
very little on stakeholder perspectives, although there are some that examine patients’ 2 or
prescribers’ perspectives.”*®% Such studies could offer important insights as to who uses, or
does not use, services. For example, in some drop-in clinics in Kenya, stigmatisation of HIV
has led patients to use separate sites.®8 Another study found that buprenorphine prescribers
did not feel comfortable talking about sexuality with their patients and so avoided including
HIV-related activities in their services.”*

Integration of services at other health service sites

People living with HIV and SUD often face many barriers to accessing mainstream facilities.
Consequently, there have been some attempts to develop innovative models that are not
based on existing SUD or HIV services including patient navigation services, as well as primary
and community care interventions. Panel 3 offers illustrative examples.

Where there are high numbers of people with both HIV and SUD, community health workers
(CHWs) are well placed to provide culturally appropriate HIV and SUD prevention and referral
to further care. This will often require training to give CHWSs HIV/addiction-related service
knowledge and skills. There are accounts of how CHWSs in some settings have significantly
increased their interaction with other providers, as well as improved their confidence in
providing HIV/addiction-related health services.”® However, task-shifting must not become
‘task-dumping’ and models of care should respect all those involved.’® An alternative
integration design is based on community outreach centres or mobile drop-in clinics, offering
services such as HCV testing, immunizations, rehabilitation, mental health services, care co-
ordination, and syringe exchange programmes.®?>% Mobile drop-in clinics are likely to be
especially valuable in remote areas. Network-based contact tracing programmes that target
and service PWID recently infected with HIV, can provide a combination of HIV testing,
provision of ART, links to other HIV care, counselling, and social support.®* Trained



multidisciplinary staff, including social workers, case managers, and medical professionals,
are key to holistic care delivered in a contextually and culturally appropriate manner.

Barriers and facilitators to integrated HIV & SUD care

There are both advantages and disadvantages to these models of integrated HIV and SUD
care. Integrated models, regardless of site, offer the opportunity to detect HIV and SUDs at
point of care. They can also provide structure, continuity of care, and in some cases holistic
support for care needs beyond the biomedical and include social, employment and housing
supports. Yet, many focus solely on testing or screening and counselling, with fewer examples
of integrated pharmaceutical care. Indeed, some studies suggest that those managing SUDs
may feel hesitant to engage with providers of HIV care, a challenge to integration unless
providers have well-functioning referral mechanisms to specialist care and social services.%®%°

Exploring these barriers and facilitators by looking at the intervention allows a deeper
engagement with the ways integrated care may be realised. At the micro-level, patients’ and
providers’ experience or perception of the stigma associated with HIV or substance use poses
a significant barrier to accessing care services and high-quality service delivery.'® Thus, peer
navigators who share the same lived experience offer one way to connect with and retain
PLHIV and SUDs in the care process.®’” There is also a need for greater gender and cultural
concordance between providers and people seeking care to better ensure approachable and
culturally appropriate care environments.?%1%! Besides the barrier of stigma, physical barriers
play an important role in access to HIV and SUD care. Distance to care influences
transportation costs, and adequate sick-leave policies can negatively impact patients’ ability
to seek care.'01193 programmes to cover transport costs or offer medicine delivery services
are promising ways to bridge gaps in access. 01,103,104 5y ch initiatives should be complemented
by strategies to reduce out of pocket costs for medication and treatment, which can be
prohibitively expensive.

At the meso level, providing integrated HIV and SUD care requires a health workforce that
feels supported. Health workers must be adequately trained to offer integrated care and
provided with opportunities to expand their skills and competencies.®*°” The allied health
workforce, including CHWs and peer counsellors, must be compensated for their time,
appropriately trained, and provided with opportunities for career development. Training can
be facilitated by standardised training protocols and train-the-trainer models offering skills
such as motivational interviewing or screening activities. These efforts should be locally
adapted and contextualised and ideally developed in partnership with PLHIV and SUDs to
ensure interventions are tailored to community needs and preferences.®’ Regardless of how
effective integration may be, health workers providing HIV or SUD care can be overstretched
by the additional work needed to deliver some models of integrated care. Task-shifting or
task-sharing protocols between health workers, including paraprofessionals, is a key strategy
towards sustainable interdisciplinary team-based care.1% The health workforce can be further
supported to deliver integrated care by providing adequate financial compensation to
providers for additional workload.103:10¢

Strategies to integrate care must also consider the physical space and systems through which
care is delivered. Given that many interventions include a counselling component, both scarce



private space for sensitive discussions and the absence of common space for group therapy
modalities, limit the type of integrated care provided.>° Similarly, interoperable information
systems that permit the flow of patient data across care interfaces is crucial to supporting
integrated care and onward referra.®? Ideally, such systems would link both health and social
care services to better meet the needs of people receiving care. Linked systems could prevent
duplication of services, promote co-ordination of care between providers, as well as facilitate
program evaluation purposes through more seamless tracking. However, any exchange and
storage of patient data must be approached with care, especially where substance use or
other HIV risk-behaviours are criminalised.

Importantly, the provision of integrated services should not discriminate nor stigmatise based
on ability to pay for health coverage. Some programmes highlight that case managers assist
patients in applying for insurance or co-payment assistance programmes.’® However,
financial barriers ultimately have to be addressed at the macro level. To that end,
governments need to offer both typologies of services to populations without inflicting
catastrophic financial expenditure. This can be achieved by integrating such services into
national insurance schemes. Furthermore, policies that restrict government fiscal resources
from channelling into substance programmes, such as Syringe Service Programmes, need to
be overturned and a harm reduction approach embraced.’® In addition, national guidelines
should reconsider policies whereby a certain level of clinical threshold are required to initiate
services.104

[Table 1. Barriers and facilitators to integrated HIV & SUD care]
Foundations and enablers of integrated HIV and SUD care

Our review of efforts to integrate HIV and SUD care highlights two foundational gaps in
current debates. The first is a lack of attention to understanding the perspectives of PLHIV
and people who use drugs and building integration with a human rights focus. The second is
the failure to reflect critically on structural challenges, politics and policy, and the
determinants of risk, vulnerability, health care seeking, and health equity.

Foundations of integrated care: human rights and meaningful participation of PLHIV/SUDs

Integrated care for HIV and SUDs means more than providing a site where separate services
are delivered. It reflects and is determined by the ways human rights norms and principles
are embedded (or not) in the way people experience care. A human rights approach requires
that PLHIV/SUDs are fully engaged in development, implementation, and evaluation of
integrated service delivery. Yet, in reality, the literature reveals that HIV- and substance use-
related care outcomes are too often measured in quantitative terms; through viral load
suppression, patient numbers or visits, decrease in substance use, or number of referrals,
rather than measures that reflect the patient’s lived experience.t%66>66 This concentrates
attention on schemes that are short-term (up to one year), typically simply combining several
vertical programmes into a single vertical intervention. 7478

The foundational gap becomes clear when looking at who designs these interventions. Few
studies describe models initiated by local stakeholders or even taking a participatory



approach.”®’® Design ought to be grounded in understanding how communities and local
stakeholders can be enabled to create programmes and interventions that best meet their
needs given the prevailing context. Service delivery and integration must be sensitive to
systematic structures of marginalisation, racism, and provide deliberative spaces for all
groups to be represented, in particularly those made most vulnerable by oppressive systems,
including women, non-binary, gender non-conforming, and trans people. This also extends to
people who have experienced incarceration and/ or homelessness, which are
disproportionately burdened by the syndemic, while at the same time falling through the
cracks of healthcare systems. While researchers pick specific population or stakeholder
groups to participate in interventions, very few public health studies critically reflect on
representation and community participation. The challenge is to listen to those voices who
are often absent from debate because of structural marginalisation, including stigmatisation,
their social and legal status, gender norms, or workloads. The narrow bio-medical focus
diverts attention away from the need for co-production and participation by promising quick
technoscientific fixes. In so doing, it also blurs the structural challenges that prevent such
engagement and work against human rights and social determinants for health.

Enablers of integrated care: Politics, policies & social determinants of health

Besides the need for co-production and meaningful participation, if integration is to be
grounded in human rights principles and the lived realities of the people affected, research
must take a step back to understand structural challenges that lead, and have led, to
fragmented health care delivery. Research must critically reflect on the role of politics and
associated policies as enablers for meaningful participation and human rights centredness.
Ultimately, integrated care is determined by the health systems in which care is organised,
financed, and delivered, as well as the policies, and national and international political
climates that shape approaches to SUDs. In addition, the literature further suggests the
importance of social determinants of health, such as inclusive work environments, the
promotion of income opportunities and education, access to transportation and
infrastructure, or food security.?’

Ideological and social mores, political incentives, power dynamics, and contestation at all
levels determine the successes, failures, and opportunities of integrating health service
delivery. For a long time, HIV’s exceptional political status led to the ‘golden age’ of donor
funding and determined its prominence on global health and development agendas. At the
same time, exceptionalism has driven the high degree of fragmentation seen in vertical
programming. Reversing this trend has proven challenging over the past decade. While some
political discourse encourages integration, horizontal/diagonal programmes, and a
‘normalisation’ of the HIV/AIDS agenda and services into wider health systems, ensuring
sustainable integration requires efforts to address the structural determinants of health and
shortage of funds for outcomes that are not immediately measurable. While our review
focuses on approaches to integration using the example of HIV and SUD care, these must be
understood as a constellation of models with wider applicability. In this sense, rather than
exclusively focusing on HIV, a positive development would be to promote the integration of
blood born virus treatments (e.g., HIV and Hepatitis C), which often co-occur and require
similar service delivery, with SUD or even mental health disorders more broadly.



HIV and SUD remain highly stigmatised health challenges. In addition, punitive drug policies
and the continued criminalisation of gay sex and sex work routinely prevent care seeking and
undermine efforts to prevent HIV as well as deaths due to SUDs. Care for SUDs has been
shaped by a global drug policy landscape focused on criminalising behaviours, punitive
measures, and a stigmatising view of people who use substances and of sexual behaviours,
preferences, sex workers, or those who survived sex trade.!®® Indeed, the international
framework of prohibition, prevailing for at least sixty years, continues to provide the main
frame for drug policies across the globe. Most national legislations fail to distinguish between
substance use and substance misuse, thus enabling measures grounded in paternalistic
enforcement.1%%1%° Many calls for harsh drug punishments are couched within a ‘pro-health’
agenda. Such an approach ultimately leads to greater stigma and less care, particularly for
PLHIV. Criminalisation of illicit substance use, sex work, sex trade survivors, and/or gay sex
limits the availability of possible treatments as well as undermining care seeking and
increasing other health risks, such as intimate partner violence among drug-using
populations.?>108

Similarly, the excessive use of incarceration as a drug control measure only fuels the crisis.
People who use drugs are overrepresented in prisons, where drug use takes place but is
denied by authorities so that treatment and prevention of SUD is unavailable. It was only in
2016 at the United Nations General Assembly Special Session on drugs (UNGASS) that
countries agreed to recognise SUDs and “drug addiction as a complex, multifactorial health
disorder,”'? which are treatable and preventable, rather criminal behaviour.'%1' |t marks
the beginning of a shift from a punishment approach towards a public health approach.1%®
However, there is still a need for a new approach to policy in many countries, one that
supports global health efforts. Preventing SUDs requires lessons to be learned from the
HIV/AIDS response. A more person-centred understanding of substance use and misuse, as
well as greater efforts to organise care around shared risk-factors, behaviours, and the needs
of PLHIV and SUDs are urgently needed.’

Similarly, policies must also recognise and reckon with the social determinants of health that
shape the effects and effectiveness of care and care integration, particularly for oppressed
groups. Individuals are affected differently by HIV and SUDs according to gender, income and
education level, class, and race. In 2018 in the United States, for example, Blacks/African
Americans represented 13% of the US population, but 41% of PLHIV.}'? In 2019, girls
accounted for 75% of new HIV infections among adolescents, globally.’'® These figures
provide a snapshot of the unequal burden of HIV/AIDS, which is partially produced by socially
determined barriers.'* To reflect this, policies must provide mechanisms and incentives to
prevent and counteract structural barriers. This needs to include post-rehabilitation support
and the adoption of workplace policies in the formal and informal sectors to provide income
opportunity while taking into consideration gender-based and racialised disparities.

Ways forward: Implications for future research and policy
Integrating HIV and SUD care requires renewed commitment, both financial and operational,
to community-led, person-centred, and participatory research and service delivery,

particularly for PLHIV and people who use drugs. Such an approach requires transformational
research approaches and better understanding of pathways from evidence to policies on
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substance use and on to governance, management, and delivery of services. At the most basic
level, research questions must be posed by the communities impacted by policies and
interventions must be co-designed to meet their care needs. Past research with PLHIV across
the AIDS response offers lessons learned towards strengthening equitable research
partnerships. These must be supported to scale up successful interventions from pilot stages
to more sustainable long-term service offerings. Crucially, this means developing and funding
integration designs in countries and areas that are most affected by the syndemic. Currently,
interventions largely focus on high-income countries with well-developed and specialised
healthcare delivery.

Building the evidence base also demands research leverage on novel trial designs to assess
effectiveness that are well suited to health services research, such as stepped-wedge or
platform trial designs with specific attention to including PLHIV and people who use drugs
across the research project lifecycle.!*>11® The current evidence base is dominated by small-
scale pilots and traditional RCT designs, with many reporting challenges in recruitment,
retention and embedding in ongoing care. Innovative trials must be accompanied by
economic evaluations, prospective policy analysis on political palatability, as well as
implementation science work, including qualitative research, to better evaluate what
interventions work for whom, in what context, and why.'” National and regional networks of
people who inject drugs now advocate for them to be part of the design and implementation
of studies in the field. Similarly, research must be open and attentive to novel interventions,
such as novel injectable medications, for example. Once scaled up, programmes must be
monitored and evaluated over the long term with robust and people-centred indicators
including patient reported experience measures (PREMS) and patient reported outcome
measures (PROMS).18

Ultimately, however, the evidence base must be made relevant to health system decision
makers and national policymakers. Again, the AIDS response offers many examples of
bringing evidence to action that can be leveraged for integrated care. While a discursive shift
towards integration has occurred, policymakers must now enable and support the
operationalisation and implementation of integration based on evidence and patient
experience. As such, there is heightened need to decriminalise substance use and
destigmatise HIV and AIDS such that affected populations are better able to seek needed care
at integrated delivery sites. Beyond UNAIDS’ call to end AIDS by 2030 and the SDG’s implicit
support for health-in-all policies, COVID-19 has placed the spotlight on population health as
more than the absence of diseases and as delivered by more than healthcare systems. Hence
the soil may now be more fertile to nurture the seeds of the long-standing calls for
integration.
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Panel 1. Examples of SUD services integrated at HIV care sites

Counselling provided by trained counsellors: A culturally adapted six-session gender-
stratified group cognitive behavioural therapy intervention offered at a large HIV
outpatient Kenya was associated with significant decreases in alcohol use in the group
receiving therapy compared to usual HIV-outpatient care.>!

Peer counselling: Project Khanya in Cape Town, South Africa is a task-shared, peer-
delivered behavioural intervention using behavioural activation, problem-solving,
motivational interviewing and mindfulness-based relapse prevention. Implementation was
associated with a significant increase in ART adherence, and lower alcohol use and
substance use.%*

eHealth counselling: A two session Computerized Brief Intervention for PLHIV with
heavy/hazardous alcohol use delivered in two HIV primary care clinics in Alabama and
Washington. Intervention enrolment and engagement were associated with both a
reduction in the number of drinking days per week and in the number of drinks per drinking
day.49,53

Pharmaceutical treatment: Experience with integration of on-site buprenorphine plus
naloxone treatment into HIV care treatment models in six clinics in different regions in Viet
Nam suggested that scale-up in middle-income countries might require enhanced support
for buprenorphine adherence.®®

Stepped-care: The STEP Alcohol Use Disorder Trial, which was conducted in five Veterans
Affairs-based HIV clinics in the USA, includes three steps of care. Step 1 — Addiction
Physician Management (APM), which focused on providing medication management along
with alcohol treatment medications.”® Step 2, APM plus four sessions of psychologist-
delivered Motivational Enhancement Therapy (MET). Step 3 includes referral to a higher
level of specialty services (e.g., intensive outpatient, residential treatment) at the Addiction
Psychiatrists’ discretion. The intervention increased receipt of alcohol treatments without
changes in drinking behaviours at week 24. An implementation study found that providers
valued tools and processes that improved patient motivation but sought greater flexibility
in implementation.>>

Holistic approach: Dr. Peter Centre (DPC) Vancouver, Canada, is a non-profit integrated
care facility offering a comprehensive harm reduction approach, including a supervised
injection room and the provision of harm reduction supplies (e.g., sterile syringes, alcohol
swabs) for PLHIV who experiencing multiple barriers to social and health services.”® A
marginal structural modelling analysis estimated a 1.54 greater odds of achieving viral load
suppression among DPC clients compared to highly active antiretroviral therapy (HAART)-
exposed people with HIV who use illicit drugs.”?
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Panel 2. Examples of HIV services integrated at SUD care sites

Pharmaceutical treatment: HIV care was integrated into a methadone maintenance
programme at the Irish National Drug Treatment Centre.”® However, a small study (n=19)
found no significant change in substance use or methadone adherence but a significant
increase in the proportion receiving directly observed antiretroviral therapy, and in the CD4

cell count.

Clinical setting with multidisciplinary staff: Patients admitted to a low-threshold mobile
harm reduction unit (LTMHRU) in Madrid underwent testing for HIV. Those testing positive
continued to be cared for by addiction specialists but received ART from HIV specialists,
working with clinical pharmacists who assessed risk of drug interactions. After a median
follow-up of 252 (IQR 107.8-866.0) days, 73 of 79 individuals were virologically

suppressed.”’

Holistic approach: Antiretroviral therapy was initiated at an outpatient drug treatment
centre in Barcelona, staffed by a multidisciplinary health team, including psychiatrists, an
infectious disease consultant, social worker, psychologist, and nurses. It achieved high rates

of virological suppression amongst HIV-1-infected active drug users.®?

Panel 3. Examples of HIV and SUD services at other sites

Patient navigation in hospitals: A multi-site hospital based RCT conducted in eleven
hospitals across the USA introduced patient navigation. ° Treatment success rates for
navigation was 35.7%; navigation plus incentives was 38.6%; and usual treatment was
34.1%. The authors conclude that this intervention is not appropriate for the setting as
patient navigation with or without financial incentives did not demonstrate beneficial
effects of viral suppression relative to non-suppression or death verses treatment as
usual. The sample included a high proportion of patients with stimulant disorder and lack
of treatment options that may have impacted the findings.

Primary care interventions: A cohort study in the USA provided comprehensive care for
opioid use disorder among patients infected with HIV or with high risk of HIV. 265
patients enrolled in the FAST PATH Program, a primary care-based addition treatment
received services such as substance use assessment, counselling, pharmacotherapy, case
management, and mental health care. This study was effective in increasing addiction
treatment-related utilisation with 64% participants engagement to addiction care.%

Training to increase care in communities: A clustered RCT study conducted across four
provinces in Vietnam (Bac Giang, Hai Duong, Nam Dinh, and Nghe An) provided 60 CHWs
in the intervention group with in-person and online training to enhance their
HIV/addiction-related service knowledge and skills for a length of 12 months. °° Capacity
building of CHWs with training intervention was considered effective as CHWs in the
intervention group reported significant increase in their interaction with other providers
as well as improved their confidence in providing HIV/addiction-related health services.
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Holistic interventions in communities: In a study conducted in Philadelphia, USA, the
primary care clinic “Clinica Bienestar” was established, where medical providers and
bicultural case managers (who spoke Spanish) used culturally appropriate approach to
provide services such as HIV testing, linkage to HIV care, referral for SUD treatment,
patient navigation, mental health referral, case management and social support (free
lunch, transportation support, legal support etc.). Linkage to care, retention in care and
viral suppression were found to be significantly higher at Clinica Bienestar compared to
in Philadelphia in 2016.%7

Declaration of interests:
The authors declared no conflicts of interest

Funding Sources:

This research is funded through the Singapore Population Health Improvement Centre
(SPHERIC) Collaborative Centre Grant from the National Medical Research Council, Singapore
(NMRC/CG/C026/2017_NUHS).

Author contribution statement: VH, A-SJ and HL-Q conceived and designed the paper. VH, A-
SJ, CDF, PS, and HL-Q collected the data. VH, A-SJ, CDF, PS, and HL-Q analysed the data and
drafted the manuscript with input from all authors. All authors contributed to revising the
manuscript.

References:

1. UNAIDS. Fast Track: Ending the AIDS epidemic by 2030. Geneva: Joint United Nations
Programme on HIV/AIDS, 2014.

2. De Lay PR, Benzaken A, Karim QA, et al. Ending AIDS as a public health threat by 2030: Time
to reset targets for 2025. PLoS Med 2021; 18(6): e1003649.

3. UNAIDS. Global AIDS Strategy 2021-2026 - End Inequalities. End AIDS. Geneva, 2021.

4, Des Jarlais DC, Arasteh K, Perlis T, et al. Convergence of HIV seroprevalence among injecting
and non-injecting drug users in New York City. AIDS 2007; 21(2): 231-5.

5. UNAIDS. 2012 UNAIDS Report on the Global AIDS Epidemic, 2012.

6. Mathers BM, Degenhardt L, Phillips B, et al. Global epidemiology of injecting drug use and

HIV among people who inject drugs: a systematic review. Lancet 2008; 372(9651): 1733-45.

7. UNAIDS. UNAIDS Data 2020, 2020.

8. UNODC. Booklet 2: Global overview of drug demand and drug supply. Vienna: UNODC, 2021.
9. UNAIDS. Prevailaing against pandemics by putting people at the centre, 2020.

10. Czeisler ME, Lane RI, Petrosky E, et al. Mental Health, Substance Use, and Suicidal Ideation
During the COVID-19 Pandemic - United States, June 24-30, 2020. MMWR Morb Mortal Wkly Rep
2020; 69(32): 1049-57.

11. Canadian Centre on Substance Use and Addiction. Impacts of the COVID-19 Pandemic on
People Who Use Substances: What We Heard, 2020.

12. Springer SA, Merluzzi AP, Del Rio C. Integrating Responses to the Opioid Use Disorder and
Infectious Disease Epidemics: A Report From the National Academies of Sciences, Engineering, and
Medicine. JAMA 2020; 324(1): 37-8.

13. Guise A, Seguin M, Mburu G, et al. Integrated opioid substitution therapy and HIV care: a
gualitative systematic review and synthesis of client and provider experiences. AIDS Care 2017;
29(9): 1119-28.

14



14. Ayon S, Ndimbii J, Jeneby F, et al. Barriers and facilitators of access to HIV, harm reduction
and sexual and reproductive health services by women who inject drugs: role of community-based
outreach and drop-in centers. AIDS Care 2018; 30(4): 480-7.

15. Bulstra CA, Hontelez JAC, Otto M, et al. Integrating HIV services and other health services: A
systematic review and meta-analysis. PLoS Med 2021; 18(11): e1003836.

16. Piot P, Abdool Karim SS, Hecht R, et al. Defeating AIDS--advancing global health. Lancet
2015; 386(9989): 171-218.

17. Batchelder A, Foley J, MR W, Mayer K, O’Cleirigh. Substance Use Stigma, Avoidance Coping,
and Missed HIV Appointments Among MSM Who Use Substances. AIDS and Behavior 2021; 25:
1454-63.

18. Kiriazova T, Lunze K, Raj A, et al. "It is easier for me to shoot up": stigma, abandonment, and
why HIV-positive drug users in Russia fail to link to HIV care. AIDS Care 2017; 29(5): 559-63.
19. National Academies of Sciences Engineering and Medicine. Opportunities to improve opioid

use disorder and infectious disease services: integrating responses to a dual epidemic. Washington
(DC): National Academies of Sciences Engineering and Medicine, 2020.

20. Springer SA, Biondi BE, Frank C, El-Bassel N. A Call to Action to Combat the Opioid Epidemic
Among Women. J Addict Med 2020; 14(5): 364-6.

21. Peitzmeier SM, Malik M, Kattari SK, et al. Intimate Partner Violence in Transgender
Populations: Systematic Review and Meta-analysis of Prevalence and Correlates. Am J Public Health
2020; 110(9): el-el4.

22. Campbell ANC, Wolff M, Weaver L, Jarlais DD, Tross S. "It's Never Just About the HIV:" HIV
Primary Care Providers' Perception of Substance Use in the Era of "Universal" Antiretroviral
Medication Treatment. AIDS Behav 2018; 22(3): 1006-17.

23. Bell C, Metsch LR, Vogenthaler N, et al. Never in care: characteristics of HIV-infected crack
cocaine users in 2 US cities who have never been to outpatient HIV care. J Acquir Inmune Defic
Syndr 2010; 54(4): 376-80.

24, Lunze K, Raj A, Cheng DM, et al. Punitive policing and associated substance use risks among
HIV-positive people in Russia who inject drugs. J Int AIDS Soc 2014; 17: 19043.
25. Davis SL, Goedel WC, Emerson J, Guven BS. Punitive laws, key population size estimates, and

Global AIDS Response Progress Reports: An ecological study of 154 countries. J Int AIDS Soc 2017,
20(1): 21386.

26. World Health Organization. Human rights and health. 2017. https://www.who.int/news-
room/fact-sheets/detail/human-rights-and-health (accessed 25th March 2022).

27. Broekaert E, Autrique M, Vanderplasschen W, Colpaert K. 'The human prerogative': a critical
analysis of evidence-based and other paradigms of care in substance abuse treatment. Psychiatr Q
2010; 81(3): 227-38.

28. Gruskin S, Tarantola D. Universal Access to HIV prevention, treatment and care: assessing
the inclusion of human rights in international and national strategic plans. AIDS 2008; 22 Suppl 2:
$123-32.

29. Haldane V, Cervero-Liceras F, Chuah FL, et al. Integrating HIV and substance use services: a
systematic review. J Int AIDS Soc 2017; 20(1): 21585.

30. Pfeiffer J, Montoya P, Baptista AJ, et al. Integration of HIV/AIDS services into African primary
health care: lessons learned for health system strengthening in Mozambique - a case study. J Int
AIDS Soc 2010; 13: 3.

31. England R. The writing is on the wall for UNAIDS. BMJ 2008; 336(7652): 1072.

32. World Health Organization. Report on the 3rd expert consultation on maximizing positive
synergies between health systems and Global Health Initiatives. Geneva: WHO, 2008.

33. Oldfield BJ, Munoz N, McGovern MP, et al. Integration of care for HIV and opioid use
disorder. AIDS 2019; 33(5): 873-84.

34, WHO. A human rights-based approach to health

https://www.who.int/hhr/news/hrba to health2.pdf.

15


https://www.who.int/news-room/fact-sheets/detail/human-rights-and-health
https://www.who.int/news-room/fact-sheets/detail/human-rights-and-health
https://www.who.int/hhr/news/hrba_to_health2.pdf

35. Atun R, de Jongh T, Secci F, Ohiri K, Adeyi O. Integration of targeted health interventions into
health systems: a conceptual framework for analysis. Health Policy Plan 2010; 25(2): 104-11.

36. Briggs CJ, Capdegelle P, Garner P. Strategies for integrating primary health services in
middle- and low-income countries: effects on performance, costs and patient outcomes. Cochrane
Database Syst Rev 2001; (4): CD003318.

37. Grone O, Garcia-Barbero M, Services WHOEOfIHC. Integrated care: a position paper of the
WHO European Office for Integrated Health Care Services. Int J Integr Care 2001; 1: e21.

38. Rodgers M, Dalton J, Harden M, Street A, Parker G, Eastwood A. Integrated Care to Address
the Physical Health Needs of People with Severe Mental lliness: A Mapping Review of the Recent
Evidence on Barriers, Facilitators and Evaluations. International journal of integrated care 2018;
18(1): 9.

39. McGinty EE, Daumit GL. Integrating Mental Health and Addiction Treatment Into General
Medical Care: The Role of Policy. Psychiatric services (Washington, DC) 2020; 71(11): 1163-9.

40. Lenka S. R., B. G. Integrated health service delivery: why and how? . National journal of
medical research 2013; 3(3): 297-9.
41. Herriot M, Valentine NB. Health in All Policies as part of the primary health care agenda on

multisectoral action. Geneva: World Health Organization; 2018.

42. Lenka SR, George B. Integrated health service delivery: why and how. Nat/ J Med Res 2013;
3(3): 297-9.

43, Zewdu S, Hanlon C, Fekadu A, Medhin G, Teferra S. Treatment gap, help-seeking, stigma and
magnitude of alcohol use disorder in rural Ethiopia. Substance abuse treatment, prevention, and
policy 2019; 14(1): 4.

44, Pullen E, Oser C. Barriers to substance abuse treatment in rural and urban communities:
counselor perspectives. Substance use & misuse 2014; 49(7): 891-901.

45, Kohn R, Saxena S, Levav |, Saraceno B. The treatment gap in mental health care. Bulletin of
the World Health Organization 2004; 82(11): 858-66.

46. Rathod SD, De Silva MJ, Ssebunnya J, et al. Treatment Contact Coverage for Probable
Depressive and Probable Alcohol Use Disorders in Four Low- and Middle-Income Country Districts:
The PRIME Cross-Sectional Community Surveys. PloS one 2016; 11(9): e0162038.

47. Zhang Y, Wilson TE, Adedimeji A, et al. The Impact of Substance Use on Adherence to
Antiretroviral Therapy Among HIV-Infected Women in the United States. AIDS Behav 2018; 22(3):
896-908.

48. Dawson-Rose C, Draughon JE, Zepf R, et al. Prevalence of Substance Use in an HIV Primary
Care Safety Net Clinic: A Call for Screening. J Assoc Nurses AIDS Care 2017; 28(2): 238-49.
49, Aharonovich E, Sarvet A, Stohl M, et al. Reducing non-injection drug use in HIV primary care:

A randomized trial of brief motivational interviewing, with and without HealthCall, a technology-
based enhancement. J Subst Abuse Treat 2017; 74: 71-9.

50. Blackburn NA, Go VF, Bui Q, et al. Implementation of two alcohol reduction interventions
among persons with hazardous alcohol use who are living with HIV in Thai Nguyen, Vietnam: a
micro-costing analysis. Glob Health Action 2020; 13(1): 1814035.

51. Papas RK, Sidle JE, Gakinya BN, et al. Treatment outcomes of a stage 1 cognitive-behavioral
trial to reduce alcohol use among human immunodeficiency virus-infected out-patients in western
Kenya. Addiction 2011; 106(12): 2156-66.

52. Satre DD, Leibowitz AS, Leyden W, et al. Interventions to Reduce Unhealthy Alcohol Use
among Primary Care Patients with HIV: the Health and Motivation Randomized Clinical Trial. J Gen
Intern Med 2019; 34(10): 2054-61.

53. McCaul ME, Hutton HE, Cropsey KL, et al. Decreased Alcohol Consumption in an
Implementation Study of Computerized Brief Intervention among HIV Patients in Clinical Care. AIDS
Behav 2021; 25(12): 4074-84.

54, Palfai TP, Taylor JL, Saitz R, Kratzer MPL, Otis JD, Bernstein JA. Development of a tailored,
telehealth intervention to address chronic pain and heavy drinking among people with HIV infection:
integrating perspectives of patients in HIV care. Addict Sci Clin Pract 2019; 14(1): 35.

16



55. Edelman EJ, Hansen NB, Cutter CJ, et al. Implementation of integrated stepped care for
unhealthy alcohol use in HIV clinics. Addict Sci Clin Pract 2016; 11(1): 1.

56. Edelman EJ, Maisto SA, Hansen NB, et al. Integrated stepped alcohol treatment for patients
with HIV and alcohol use disorder: a randomised controlled trial. Lancet HIV 2019; 6(8): e509-e17.
57. Edelman EJ, Maisto SA, Hansen NB, et al. Integrated stepped alcohol treatment for patients
with HIV and at-risk alcohol use: a randomized trial. Addict Sci Clin Pract 2020; 15(1): 28.

58. Dawson Rose C, Cuca YP, Kamitani E, et al. Using Interactive Web-Based Screening, Brief
Intervention and Referral to Treatment in an Urban, Safety-Net HIV Clinic. AIDS Behav 2015; 19
Suppl 2: 186-93.

59. Edelman EJ, Moore BA, Holt SR, et al. Efficacy of Extended-Release Naltrexone on HIV-
Related and Drinking Outcomes Among HIV-Positive Patients: A Randomized-Controlled Trial. AIDS
Behav 2019; 23(1): 211-21.

60. Korthuis PT, King C, Cook RR, et al. HIV clinic-based buprenorphine plus naloxone versus
referral for methadone maintenance therapy for treatment of opioid use disorder in HIV clinics in
Vietnam (BRAVO): an open-label, randomised, non-inferiority trial. Lancet HIV 2021; 8(2): e67-e76.
61. Lombard F, Proescholdbell RJ, Cooper K, Musselwhite L, Quinlivan EB. Adaptations across
clinical sites of an integrated treatment model for persons with HIV and substance abuse. AIDS
Patient Care STDS 2009; 23(8): 631-8.

62. Parsons JT, Rosof E, Punzalan JC, Di Maria L. Integration of motivational interviewing and
cognitive behavioral therapy to improve HIV medication adherence and reduce substance use
among HIV-positive men and women: results of a pilot project. AIDS Patient Care STDS 2005; 19(1):
31-9.

63. Proeschold-Bell RJ, Heine A, Pence BW, McAdam K, Quinlivan EB. A cross-site, comparative
effectiveness study of an integrated HIV and substance use treatment program. AIDS Patient Care
STDS 2010; 24(10): 651-8.

64. Magidson J, Andersen L, Satinsky E, et al. “Too much boredom isn’t a good thing”: Adapting
behavioral activation for substance use in a resource-limited South African HIV care setting. .
Psychotherapy 2020; 57(1): 107-18.

65. Dawson-Rose C, Draughon JE, Cuca Y, et al. Changes in Specific Substance Involvement
Scores among SBIRT recipients in an HIV primary care setting. Addict Sci Clin Pract 2017; 12(1): 34.
66. Magidson JF, Joska JA, Regenauer KS, et al. “Someone who is in this thing that | am suffering

from”: The role of peers and other facilitators for task sharing substance use treatment in South
African HIV care. International Journal of Drug Policy 2019; 70: 61-9.

67. Westergaard RP, Genz A, Panico K, et al. Acceptability of a mobile health intervention to
enhance HIV care coordination for patients with substance use disorders. Addict Sci Clin Pract 2017,
12(1): 11.

68. Sullivan LE, Barry D, Moore BA, et al. A trial of integrated buprenorphine/naloxone and HIV
clinical care. Clin Infect Dis 2006; 43 Suppl 4: S184-90.

69. Weiss L, Egan JE, Botsko M, Netherland J, Fiellin DA, Finkelstein R. The BHIVES collaborative:
organization and evaluation of a multisite demonstration of integrated buprenorphine/naloxone and
HIV treatment. J Acquir Immune Defic Syndr 2011; 56 Suppl 1: S7-13.

70. Weiss L, Netherland J, Egan JE, et al. Integration of buprenorphine/naloxone treatment into
HIV clinical care: lessons from the BHIVES collaborative. J Acquir Immune Defic Syndr 2011; 56 Suppl
1: S68-75.

71. Kazatchkine M. Russia's ban on methadone for drug users in Crimea will worsen the
HIV/AIDS epidemic and risk public health. Bmj 2014; 348: g3118.

72. Ti L, Dong H, Kerr T, et al. The effect of engagement in an HIV/AIDS integrated health
programme on plasma HIV-1 RNA suppression among HIV-positive people who use illicit drugs: a
marginal structural modelling analysis. HIV Med 2017; 18(8): 580-6.

73. Fernando S, McNeil R, Closson K, et al. An integrated approach to care attracts people living
with HIV who use illicit drugs in an urban centre with a concentrated HIV epidemic. Harm Reduct J
2016; 13(1): 31.

17



74. Knudsen HK, Cook J, Lofwall MR, Walsh SL, Studts JL, Havens JR. A mixed methods study of
HIV-related services in buprenorphine treatment. Subst Abuse Treat Prev Policy 2017; 12(1): 37.

75. Shuper PA. The Role of Alcohol-Related Behavioral Research in the Design of HIV Secondary
Prevention Interventions in the Era of Antiretroviral Therapy: Targeted Research Priorities Moving
Forward. AIDS & Behavior 2021; 13: 13.

76. Roth AM, Tran NK, Felsher M, et al. Integrating HIV Preexposure Prophylaxis With
Community-Based Syringe Services for Women Who Inject Drugs: Results From the Project SHE
Demonstration Study. Journal of Acquired Immune Deficiency Syndromes: JAIDS 2021; 86(3): e61-
e70.

77. Valencia J, Troya J, Lazarus JV, et al. Effectiveness of an HIV care model integrated into
addiction care based on medication-assisted treatment for HIV-positive people who use drugs. AIDS
Care 2021: 1-8.

78. Kinahan JCS, S. Keating, S. Bergin, C. Mulcahy, F. Lyons, F. Keenan, E. Effect of integrating HIV
and addiction care for non-engaging HIV-infected opiate-dependent patients. Ir J Med Sci 2016;
185(3): 623-8.

79. Lee T, Chawarski MC, Peng C, Hung C, Metzger D. Implementation of drug and HIV risk
counseling in MMT programs in Taiwan. Drug and alcohol dependence 2015; 146: e173.

80. Sorensen JL, Haug NA, Larios S, et al. Directly administered antiretroviral therapy: pilot study
of a structural intervention in methadone maintenance. J Subst Abuse Treat 2012; 43(4): 418-23.
81. Cartter M, Petersen L, Savage R, Donagher J, Hadler J. Short communication providing HIV
counseling and testing services in methadone maintenance programs. A/IDS 1990; 4: 463-65.

82. Sanchez GV, Llibre JM, Torrens M, et al. Effectiveness of antiretroviral therapy in HIV-1-
infected active drug users attended in a drug abuse outpatient treatment facility providing a
multidisciplinary care strategy. Curr HIV Res 2012; 10(4): 356-63.

83. Selwyn PA, Budner NS, Wasserman WC, Arno PS. Utilization of on-site primary care services
by HIV-seropositive and seronegative drug users in a methadone maintenance program. Public
Health Rep 1993; 108(4): 492-500.

84. Lucas GM, Weidle PJ, Hader S, Moore RD. Directly administered antiretroviral therapy in an
urban methadone maintenance clinic: a nonrandomized comparative study. Clin Infect Dis 2004; 38
Suppl 5: S409-13.

85. Rothman J, Rudnick D, Slifer M, Agins B, Heiner K, Birkhead G. Co-located substance use
treatment and HIV prevention and primary care services, New York State, 1990-2002: a model for
effective service delivery to a high-risk population. J Urban Health 2007; 84(2): 226-42.

86. Berg KM, Mouriz J, Li X, Duggan E, Goldberg U, Arnsten JH. Rationale, design, and sample
characteristics of a randomized controlled trial of directly observed antiretroviral therapy delivered
in methadone clinics. Contemp Clin Trials 2009; 30(5): 481-9.

87. Cooperman N, Parsons JT, Chabon B, Berg KM, Arnsten JH. The development and feasibility
of an intervention to improve HAART adherence among HIV-positive patients receiving primary care
in methadon clinics. Journal of HIV/AIDS & Social Services 2007; 6: 101-20.

88. Guise A, Ndimbii J, Igonya EK, Owiti F, Strathdee SA, Rhodes T. Integrated and differentiated
methadone and HIV care for people who use drugs: a qualitative study in Kenya with implications for
implementation science. Health Policy & Planning 2019; 34(2): 110-9.

89. Kinahan JC, Surah S, Keating S, et al. Effect of integrating HIV and addiction care for non-
engaging HIV-infected opiate-dependent patients. Ir J Med Sci 2016; 185(3): 623-8.

90. Li L, Lin C, Liang LJ, et al. Community Capacity Building for HIV and Addiction Service
Integration: An Intervention Trial in Vietnam. AIDS & Behavior 2021; 06: 06.

91. Tho PC, Ang E. The effectiveness of patient navigation programs for adult cancer patients
undergoing treatment: a systematic review. JBI Database System Rev Implement Rep 2016; 14(2):
295-321.

92. Janowicz DM. HIV Transmission and Injection Drug Use: Lessons From the Indiana Outbreak.
Top Antivir Med 2016; 24(2): 90-2.

18



93. Sypsa V, Psichogiou M, Paraskevis D, et al. Rapid Decline in HIV Incidence Among Persons
Who Inject Drugs During a Fast-Track Combination Prevention Program After an HIV Outbreak in
Athens. J Infect Dis 2017; 215(10): 1496-505.

94. Psichogiou M, Giallouros G, Pantavou K, et al. Identifying, linking, and treating people who
inject drugs and were recently infected with HIV in the context of a network-based intervention.
AIDS Care 2019; 31(11): 1376-83.

95. Metsch LR, Feaster DJ, Gooden L, et al. Effect of Patient Navigation With or Without
Financial Incentives on Viral Suppression Among Hospitalized Patients With HIV Infection and
Substance Use: A Randomized Clinical Trial. Jama 2016; 316(2): 156-70.

96. Walley AY, Palmisano J, Sorensen-Alawad A, et al. Engagement and Substance Dependence
in a Primary Care-Based Addiction Treatment Program for People Infected with HIV and People at
High-Risk for HIV Infection. Journal of Substance Abuse Treatment 2015; 59: 59-66.

97. Bamford L, Benitez J, Munoz-Laboy M. Providing HIV Comprehensive Care to Latino/as Who
Inject Drugs: Philadelphia, 2013-2018. American Journal of Public Health 2019; 109(2): 273-5.

98. Durvasula R, Miller TR. Substance abuse treatment in persons with HIV/AIDS: challenges in
managing triple diagnosis. Behav Med 2014; 40(2): 43-52.

99. Knudsen HK, Cook J, Lofwall MR, Walsh SL, Studts JL, Havens JR. A mixed methods study of
HIV-related services in buprenorphine treatment. Subst Abuse Treat Prev Policy 2017; 12(1): 37.
100. Brincks AM, Shiu-Yee K, Metsch LR, et al. Physician Mistrust, Medical System Mistrust, and
Perceived Discrimination: Associations with HIV Care Engagement and Viral Load. AIDS Behav 2019;
23(10): 2859-69.

101. Gichane MW, Wechsberg WM, Ndirangu J, et al. Implementation science outcomes of a
gender-focused HIV and alcohol risk-reduction intervention in usual-care settings in South Africa.
Drug Alcohol Depend 2020; 215: 108206.

102. Edelman EJ, Maisto SA, Hansen NB, et al. Integrated stepped alcohol treatment for patients
with HIV and liver disease: A randomized trial. Journal of Substance Abuse Treatment 2019; 106: 97-
106.

103. Madhombiro M, Kidd M, Dube B, et al. Effectiveness of a psychological intervention
delivered by general nurses for alcohol use disorders in people living with HIV in Zimbabwe: a cluster
randomized controlled trial. Journal of the International AIDS Society 2020; 23(12): e25641.

104. Wechsberg WM, van der Horst C, Ndirangu J, et al. Seek, test, treat: substance-using women
in the HIV treatment cascade in South Africa. Addiction Science & Clinical Practice 2017; 12(1): 12.
105.  van Schalkwyk MC, Bourek A, Kringos DS, et al. The best person (or machine) for the job:
Rethinking task shifting in healthcare. Health Policy 2020; 124(12): 1379-86.

106. Magidson JF, Joska JA, Belus JM, et al. Project Khanya: results from a pilot randomized type 1
hybrid effectiveness-implementation trial of a peer-delivered behavioural intervention for ART
adherence and substance use in HIV care in South Africa. Journal of the International AIDS Society
2021; 24 Suppl 2: e25720.

107.  UNAIDS. The Greater Involvement of People Living with HIV (GIPA), 2007.

108. Csete J, Kamarulzaman A, Kazatchkine M, et al. Public health and international drug policy.
Lancet 2016; 387(10026): 1427-80.

109. United Nations General Assembly. Political declaration on countering the world drug
problem., 1998.

110. UNODC. Outcome Document of the 2016 United Nations General Assembly Special Session
2016. chrome-
extension://efaidnbmnnnibpcajpcglclefindmkaj/viewer.html?pdfurl=https%3A%2F%2Fwww.unodc.o
rge%2Fdocuments%2Fpostungass2016%2Foutcome%2FV1603301-E.pdf&clen=248089&chunk=true.
111.  Volkow ND, Poznyak V, Saxena S, Gerra G. Drug use disorders: impact of a public health
rather than a criminal justice approach. World psychiatry : official journal of the World Psychiatric
Association (WPA) 2017; 16(2): 213-4.

19


file:///C:/Users/34699/AppData/Local/Packages/microsoft.windowscommunicationsapps_8wekyb3d8bbwe/LocalState/Files/S0/2/Attachments/www.unodc.org/documents/postungass2016/outcome/V1603301-E.pdf&clen=248089&chunk=true
file:///C:/Users/34699/AppData/Local/Packages/microsoft.windowscommunicationsapps_8wekyb3d8bbwe/LocalState/Files/S0/2/Attachments/www.unodc.org/documents/postungass2016/outcome/V1603301-E.pdf&clen=248089&chunk=true

112.  HIV.gov. Impact on Racial and Ethnic Minorities. 01 February 2021 2021.
https://www.hiv.gov/hiv-basics/overview/data-and-trends/impact-on-racial-and-ethnic-minorities
(accessed 24 January 2022).

113. UNICEF. Gender and HIV/AIDS. July 2020 2020.
https://data.unicef.org/topic/gender/gender-and-hiv-aids/ (accessed 24 January 2022).

114.  Edwards AE, Collins CB, Jr. Exploring the influence of social determinants on HIV risk
behaviors and the potential application of structural interventions to prevent HIV in women. J Health
Dispar Res Pract 2014; 7(S12): 141-55.

115. Hemming K, Haines TP, Chilton PJ, Girling AJ, Lilford RJ. The stepped wedge cluster
randomised trial: rationale, design, analysis, and reporting. BMJ 2015; 350: h391.

116.  Gold S, Bofill Roig M, Miranda JJ, Pariante C, Posch M, Otte C. Platform trials and the future
of evaluating therapeutic behavioural interventions. Nature reviews psychology 2022; 1: 7-8.

117.  Schackman BR. Implementation science for the prevention and treatment of HIV/AIDS. J
Acquir Immune Defic Syndr 2010; 55 Suppl 1: S27-31.

118.  Bristowe K, Clift P, James R, et al. Towards person-centred care for people living with HIV:
what core outcomes matter, and how might we assess them? A cross-national multi-centre
qualitative study with key stakeholders. HIV Med 2019; 20(8): 542-54.

20


https://www.hiv.gov/hiv-basics/overview/data-and-trends/impact-on-racial-and-ethnic-minorities
https://data.unicef.org/topic/gender/gender-and-hiv-aids/

