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1. 1999-2014 Prescription of opioid drugs increased four fold

2. Narcotics account for 23% of prescriptions
 650,000 opioid prescriptions per day
Levels of pain remained constant

3. 1996 Oxycontin released
Contained large amount of oxycodone easily dissolved 
Responsible for over 25% of prescribed narcotic drugs
US consumes over 80% of world’s oxycodone supply  

General Information



4. Over 2.4 million Americans meet definition of Severe Opioid Use Disorder 
(OUD)

5. In 2016, 9/10 people needing treatment for substance abuse disorder were not 
getting it

6. CDC put restrictions on prescription opioids

7. Shift toward IV heroin, fentanyl, and other synthetic opioids
 Opioid death rate up
 Increasing rate of HCV, HIV, HBV

General Information



1. Reduce over prescribing of opioid drugs
 In 2016 CDC released guidelines on opioid prescribing for chronic pain
Every state has adopted prescription drug monitoring program (PDMP)
States have offered CME Medical Education on best prescribing practices
Training program on opioids for healthcare providers  

Response to the Problem



2. Increased access to treatment

3. Need Medication Assisted Treatment (MAT) program
Have been shown to reduce risk of overdose deaths by 50%
Health costs decreased 50% with those on MAT
Only 10% of 27 million Americans addicted received treatment
61% of counties in the US have no program
Insurances do not cover them
Physicians reluctant to get educated and prescribe the drugs 

Response to the Problem



4. Medication Assisted Treatment (MAT)
Medication approved
Methadone
Agonist (fully activates opioid receptors)
High-strength and efficacy to reduce euphoria

Buprenorphine (Suboxone)
 Partial agonist (partial agonist and activates opioid receptors to relieve cravings)
 Eligible to be prescribed by certified healthcare providers

Naltrexone (Vivitrol)
Antagonist (blocks opioid receptors) 

Response to the Problem



1. Increase funding for addiction treatment programs
Grants from government, states

2. Maintain insurance coverage for people with drug use disorders
Medicaid to maintain full health coverage , inpatient, hospitalization, out patient 

detoxification program
Ensure insurance to enforce mental health parity in ACA

3. Increase access to buprenorphine treatment 
Increase all healthcare provider access (NP, PA, MD, DO)
Have FQHC centers receive waivers to prescribe

4. Reduce administrative barriers to treatment

5. Support research for new treatment options  

Response to the Problem
Recommendations



A. In 2008-2014 HIV diagnosis in the US among PWID fell 48%
50% decline in urban Black, Hispanic injections
HIV screening among PWID remains infrequent overall especially in rural areas

B. Syringe needle exchange remains high in White PWID but declining in Black 
and Hispanic 
PWID also remain sexually active with high-risk sexual practices

C. Awareness of serostatus among PWID networks remains poor
45% unaware of last injecting partners’ serostatus especially in rural areas 

Current Epidemiological Trends in HIV and HCV 
Among PWID in the US



D. HCV incidence has increased with a threefold increase in acute HCV (2010-2015) 
especially in rural areas
Appalachian states highest rates

E. Young white active injection users are the new risk for acute HCV

F. HCV transmitted in blood easier than HIV (3-9% vs. 0.3%)

G. HCV survives on an inanimate surface over 6 weeks versus HIV from 6 days to 4 
weeks
High dead-space syringes harbor higher risk

Current Epidemiological Trends in HIV and HCV 
Among PWID in the US













A. Lack of Specialty Health Care
PCP with no experience with HIV/HCV care
PCP with no experience with care of PWID with MAT methods

B. Cost, Insurance, and Rationing of Care
HIV care
Ryan White helps bridge those without insurance

HCV care
No program for underinsured
 In rural areas only 32% are insured
Use of DAA in substance abuse remains controversial with concerns of nonadherence and 

reinfection 

Barriers to Prevent Rural PWID from Accessing 
HIV/HCV Testing and Treatment



A. PWID have historically been less likely to persist in HIV care, receive ART, and 
achieve viral suppression
More urban areas with MAT programs are achieving success as non-users 
Rural areas have less care and PLWH enter care more advanced with higher mortality

B. PWID with HCV show high cure rates with DAA of 96-97% if on Medication 
Assisted Therapy (MAT)
Rural areas don’t have established MAT programs

What is the Efficacy of HIV/HCV Treatment 
Among PWID



Linkage to Outpatient Care

▪ Current sites
▪ Infectious Disease, GI, Hepatology

▪ Future sites
▪ Integrated sites

▪ Primary Care, substance abuse, mental health, opioid (MAT) sites all linked 
▪ Education opportunities

▪ To get certified to treat HCV and approved by insurances and states
▪ More health care providers involved (MD, DO, PA, NP, Pharmacists)  

Long Road from Screening to Cure



A. Substance Abuse Treatment
Drug abuse support key to improving care for PLWH with addiction
Use of MAT program improves HIV outcomes
Make HIV providers aware of guidelines for HIV patients with chronic pain

HCV patients in MAT programs do very well with DAA therapies and are more 
adherent and less likely to get reinfected 

How to Optimize HIV/HCV Treatment 
Outcomes Among PWID













B. Co-Location of Services
Co-location of mental health, substance use, social work, and pharmacy services in 

single venue
HIV opioid users more likely to use buprenorphine if administered at parent HIV clinic
HIV/HCV receiving psychiatric care at parent clinic makes adherence, compliance with visits 

and medication better
Patient navigators help to guide patients with IDU, homelessness, alcohol use, mental health to 

better treatments with HIV/HCV 

How to Optimize HIV/HCV Treatment 
Outcomes Among PWID



Co-located Treatment of HCV + Opiate Use 
Disorder

Kattakuzhy S, et al. AASLD 2018. San Francisco. #18

Total Cohort 
n=100

Median age, years (IQR) 57 (53–62)
Male, n (%) 76 (76)
Black race, n (%) 93 (93)
Cirrhosis, n (%) 33 (33)
Unstably housed, n (%) 51 (51)
Prior incarceration, n (%) 92 (92)
No income source of government 
benefits only, n (%) 92 (92)

Injects opioids daily or more, n (%) 58 (58)
Medication assisted treatment 33 (33)
Receptive sharing of opioid injection 
equipment within 3 months, n (%) 29 (29)

Hazardous drinking (AUDIT-C), n 
(%) 40 (40)

SOF/VEL Monitor for HCV 
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Reasons for Nonenrollment

• 160 patients screened
• 100 patients enrolled

• 19 HCV RNA not detected
• 5 medical disease 4 no 

active IDU
• 1 no venous access
• 2 other

Presenter
Presentation Notes
Background: People who inject drugs (PWID) have high risk of HCV acquisition and transmission, yet many are excluded from treatment due to concerns regarding adherence to DAA therapy. Methods: ANCHOR is a singlecenter study evaluating treatment of HCV in PWID with chronic HCV, opioid use disorder (OUD), and IDU within 3 months. Participants receive sofosbuvir/velpatasvir (SOF/ VEL) x12 weeks. Medication is dispensed monthly in 28 pill bottles Results: 169 patients screened and 97 enrolled. The majority of participants are male (75%), median 57 years, black race (93%), and unstably housed (51%). At screening, most participants reported injecting opioids at least daily (57%). Of 66 patients who have reached week 24, 60 (91%) received the second bottle of SOF/VEL before running out, and 58 (88%) received the third bottle of SOF/ VEL before running out. Eight (12%) participants had an interruption in treatment ranging from 3 to 15 days. At week 4, 62 patients had HCV VL checked and 59 (95%) had HCV VL <200 IU/mL. In total, 2 (3%) patients received 4 weeks of treatment, 2 (3%) received 8 weeks of treatment, 3 (5%) received between 8 and 12 weeks, and 59 (89%) received 12 weeks of treatment. Of those who completed 12 weeks and had a known end date, 28 (48%) finished 1-7 days after the anticipated end of treatment, 9 (16%) finished between 8-14 days late, and 9 (16%) finished more than 14 days late. 58 (88%) patients have attended the week 24 visit and 52 (90%) achieved SVR. SVR was significantly associated with having an HCV VL <200 at week 4 (p = 0.004) and taking 12 weeks of treatment (p =0.003). However, finishing treatment after 12 weeks did not impact SVR, even in patients more than 14 days late. In intention to treat analysis, receiving the second bottle prior to running out was significantly associated with SVR. Data for 100 enrolled patients will be available at the time of AASLD. Conclusion: Preliminary data from the ANCHOR study indicate that PWID with HCV and ongoing IDU have high rates of adherence, treatment completion, and SVR. Even with imperfect adherence, patients are able to achieve SVR with completion of treatment. As such, high risk PWID should not be excluded from HCV treatment due to concerns regarding adherence. Providers should reinforce the importance of treatment completion, even in the setting of limited treatment gaps and multiple missed doses
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