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OPIOID USE AND HIV PREVENTION AMONG PEOPLE WHO INJECT DRUGS
Over 1.2 million individuals in the US are currently infected with human immunodeficiency virus (HIV), among whom 12.8%
are unaware.1 In 2014 alone, approximately 44,000 individuals were infected with HIV. While HIV incidence rates have slowly
declined over the years, the risk of infection is still very high in certain populations, such as in people who inject drugs (PWID).
In this population, the prevalence of HIV is around 16%.2,3 In 2010, 8% of new HIV infections in the US were due to injection
drug use. Of this, men and women accounted for 62% and 38% respectively.2
Over the past two decades in the United States, there has been a growing epidemic in prescription opioid analgesic abuse.
Not only has this led to an increase in poisoning and deaths related to drug overdose, it has also increased the number of
persons who inject drugs.4 Needle sharing increases the risk of HIV transmission among PWID. A recent investigation of
an HIV outbreak in the small town of Austin, Indiana found that all of the new HIV cases were from a network of people who
injected opioids and were infected with a common HIV strain.4 Higher rates of HIV prevalence among PWID consequently
increases the risk of sexual transmission in the general population.5
There are several interventions targeted towards the reduction of HIV transmission among PWID. These interventions center
around three approaches:

Decreasing the
number of injections

Reducing unsafe
methods of injection

Lowering risk of
sexual transmission
among those who engage
in risky behaviors such
as injection drug use.6

Research shows that a combination of interventions
is most effective in reducing the risk of HIV
infection among PWID.
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DECREASING NUMBER OF INJECTIONS
Opioid Substitution Therapy (OST) is widely believed to be the most effective standalone intervention in terms of reducing
injection drug use. OST constitutes “prescribing a drug whose action is similar to that of the drug of dependence but whose
use is less risky.”7 Methadone and buprenorphine are the drugs most widely used in OST. Prescription, with supervised
self-administration, reduces the number of injections among PWID by reducing the amount of needle sharing.7
Studies show that injecting drug users currently undergoing OST exhibit fewer health risks than those who used OST in the
past or non-OST users. Among drug users, those using OST reported fewer non-fatal overdoses, lower likelihood of injecting
over 100 times, and reduced tendency of injecting heroin daily or almost daily in the previous month than those not using
OST.8

OST consists of the following components:

➊
➋
➌
➍
➎
➏

Using non-injected medications to replace illicit injected drugs
Using longer-acting medications to break the cycle of intoxication and withdrawal
Providing regular dosing that is adjusted for each individual, which will help prevent withdrawal and reduce the
effect of each opioid dose
Retaining opioid dependent individuals in treatment
Delivering treatment in a community setting, which maintains family and community connections
Addressing the physical aspect of drug dependence after ensuring social stability and health in opioid
dependent drug users6

OST limits the number of injections and the number of contaminated syringes and injection equipment shared, therefore
limiting risk of infection among PWID and mitigating rates of transmission between HIV positive and HIV negative users.7
There has also been evidence that OST helps modify behaviors that increase the risk of transmitting HIV in PWID, such
as sharing of injecting equipment and injecting drug use.7 Psychosocial treatment and behavioral interventions consist of
psychologically-based interventions, such as cognitive behavioral treatment and therapeutic communities. These
therapies occur either one-on-one or in groups/couples to reduce drug dependence and injection, which in turn can limit risky
behaviors that lead to HIV transmission.
Involving an individual’s network has proven to be more effective in engaging patients in behavior change.6 In addition,
preliminary studies show that those who have undergone these interventions have exhibited less willingness to initiate
non-users into injecting behaviors, thus protecting non-users from contracting HIV through contaminated needles. More
comprehensive study must be undertaken before the extent of the effectiveness of the therapies can be determined.6

REDUCING UNSAFE METHODS OF INJECTION
Research shows that needle/syringe exchange is a successful method of harm reduction among PWID. An estimated one of
every 125 injections with an HIV-contaminated needle results in HIV infection.7 Reducing the number of contaminated needles
in circulation minimizes the risk of HIV transmission among PWID.
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While this method does not solve the issue of drug dependence and injection, the intervention focuses on controlling the spread
of disease, promoting safe injection, removing contaminated needles from use, and limiting the use of each needle.6 Counseling
PWID on safe injection can be an effective method of mitigating the risky behaviors of patients. These types of interactions can
strengthen the trust between patient and clinician, allowing patients to feel more comfortable discussing risky behavior such
as drug dependence and needle sharing.6

LOWERING RISK OF SEXUAL TRANSMISSION
Anti-retroviral Therapy (ART) reduces risk of sexual transmission of HIV to uninfected individuals by suppressing HIV viral
loads. Consistent viral load suppression reduces a patient’s infectiousness. NIH recommends use of ART for all HIV infected
individuals, regardless of CD4 count. See Table 1 for NIH guidelines on monitoring viral load and CD4 counts in HIV+ patients.9
Table 1: Recommendations on the Indications and Frequency of Viral Load and CD4 Count
CLINICAL SCENARIO
Before initiating ART

VIRAL LOAD MONITORING

CD4 COUNT MONITORING

At entry into care (AIII)

At entry into care (AI)

If ART initiation is deferred, repeat before initiating ART Alll).

If ART is deferred, every 3 to 6 months
(Alll)b

In patients not initiating ART, repeat testing is optional (Clll)
After initiating ART

Preferably within 2 to 4 weeks (and no later than 8 weeks) after
initiation of ART (Alll); thereafter, every 4 to 8 weeks until viral load
suppressed (BIII).

3 months after initiation of ART (AIII)

After modifying ART because of drug
toxicities or for regimen simplification
in a patient with viral suppression

4 to 8 weeks after modification of ART to confirm effectiveness of
new regimen (AIII).

Monitor according to prior CD4 count
and duration on ART, as outlined below.

After modifying ART because of
virologic failure

Preferably within 2 to 4 weeks (and no later than 8 weeks) after
modification (AIII); thereafter, every 4 to 8 weeks until viral load
suppressed (BIII). If viral suppression is not possible, repeat viral
load every 3 months or more frequently if indicated (AIII).

Every 3 to 6 months (AI)

During the first 2 years of ART

Every 3 to 4 months (AIII)

Every 3 to 6 monthsa (BII)

After 2 years of ART (VL consistently
suppressed, CD4 consistently 300500 cells/mm3)

Can extend to every 6 months for patients with consistent viral
suppression for ≥2 years (AIII).

Every 12 months (BII)

After 2 years of ART (VL consistently
suppressed, CD4 consistently > 500
cells/mm3)

Optical (CIII)

While on ART with detectable viremia
(VL repeatedly > 200 copies/mL)

Every 3 months (AIII) or more frequently if clinically indicated. (See
Virologic Failure and Suboptimal Immunologic Response section)

Every 3 to 6 months (AIII)

Change in clinical status (e.g., new
HIV clinical symptom or initiation of
interferon, chronic systemic corticosteroids, or antineoplastic therapy)

Every 3 months (AIII)

Perform CD4 count and repeat as
clinically indicatedc (AIII)

a
b

c

Monitoring of lymphocyte subsets other than CD4 (e.g., CD8, CD19) has not proven clinically useful, adds to cost, and is not routinely recommended (BIII).
Some experts may repeat CD4 count every 3 months in patients with low baseline CD4 count (<200-300 cells/mm3) before ART but every 6 months in those who initiated
ART at higher CD4 cell count (e.g., >300 cells/mm3).
The following are examples of clinically indicated scenarios: changes in a patient’s clinical status that may decrease CD4 count and thus prompt initiation of prophylaxis
for opportunistic infections (OI), such as new HIV-associated symptoms, or initiation of treatment with medications which are known to reduce CD4 cell count.

Note. Retrieved from NIH’s Guidelines for the Use of Antiretroviral Agents in HIV-1-Infected Adults and Adolescents
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Barrier Contraceptive Use protects against STI transmission. The use of barrier contraceptives such as condoms and dental dams
should always be encouraged, especially among PWID. Risk of HIV transmission through sexual intercourse increases when an
individual or their partner injects drugs, since drugs can hinder an individual’s ability to make safe choices.9

COMBINATION APPROACH
Addressing the issue of HIV infection among PWID through Opioid Substitution Therapy, Needle Exchange, and Anti-Retroviral
Therapy has shown to be a highly effective combination. This model is projected to reduce incidence of HIV infection among
PWID by over 50% when administered in high coverage.6 Government agencies, such as the Centers for Disease Control and
Prevention (CDC), and international organizations, like the United Nations, recommend this combined approach.10,11 Clinicians
should focus on counseling patients to engage in safer drug use, by prescribing Opioid Substitution Therapy and encouraging
participation in needle exchange programs, while continuing regular anti-retroviral therapy for those infected with HIV.

BUILDING ORGANIZATIONAL CAPACITY
The CDC-funded HIV CBA center at CAI can help your organization conduct needs assessment, identify resources, plan for
implementation and provide you with training and capacity building support that leads to a robust and successful program for
high-impact HIV prevention among PWID. The HIV CBA Center is able to shape trainings to the specific needs of your healthcare
organization. The approach includes capacity of the providers and support staff in areas such as:
•
•
•
•
•

HIV Screening in Key Populations – Targeting Strategically
How to Work Effectively with Drug Users
Developing Comfort in Discussing Difficult Topics
HIV Treatment Adherence
Working Affectively with Active Drug Users

For more information on how to obtain our capacity building services to incorporate into your Health Care Organization,
visit cba.caiglobal.org.
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