
Substance Use Disorder
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(Formerly Described as Commercial Interests by the 

ACCME) Within the Last 2 Years:

Dr Eaton has received grants paid to her institution from Bristol Myers 

Squibb, and has received consulting fees from Gilead Sciences, Inc. 

(Updated 12/14/22)

Dr Springer has received consulting fees from Alkermes Inc, and has 

received in-kind drug donations from Alkermes Inc (Vivitrol) and 

Indivior (Sublocade) for NIH-sponsored research. (Updated 12/14/22)
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Learning Objectives

After attending this presentation, learners will be able to: 

▪ Screen for substance use disorders in HIV prevention and 

treatment settings

▪ Initiate treatment for opioid use disorder with HIV 

treatment 

▪ Consider alternative plans to help patients with substance 

use disorders and HIV stay retained in care
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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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ARS Question 1: CASE 1 (cont)

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. Ischemic 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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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. Slide 7

Wickersham et al, Springer S. RODS. J Correctional Health Care. 2014
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Screening for OUD

NIDA Quick Screen1 for past 
year of Opioid use ? 

Yes

Rapid Opioid Dependency Scale

(RODS)2

Score of  >3→Opioid 
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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ARS Question 2: 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 pain control 
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FDA-Approved Medications for OUD (MOUD)
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  

Slide 12

Sublingual buprenorphine induction for OUD Most need ≥ 16 mg 
Buprenorphine/24 hrs

Ok to start higher dose 
if in moderate 

withdrawal
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ARS Question 3: 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 is doing well 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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Medication for OUD Improves HIV Viral 
Suppression Rates: Buprenorphine 

▪94 PWH & OUD  

released from prison

▪Retention on 

buprenorphine for 24 

wks ≈ Viral 

suppression 

(<50c/mL) 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 PWH & 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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S.Springer et al. JAIDS 2018

XR-NTX improves Viral suppression among PWH with 
Alcohol Use Disorders too!
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HIV and OUD
▪Methadone and buprenorphine primarily metabolized by CYP3A4[1]

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

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

1. 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 interaction

HIV 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)
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ARS Question 4: 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
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What else do PWUD need?
▪ Low-barrier access to HIV & SUD prevention and treatment services

▪ Bringing services to people in need, rather than expecting them to come to us in 
traditional clinics

▪ Low-cost/ Rapid scale-up approaches 

• Community health workers 

• Patient/ Peer navigators 

• Pharmacists 

• Telehealth with specialists 

• Visiting Nurses- home care model   

• Mobile health units, non-traditional clinic settings

• 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)

Question-and-Answer Session
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