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Objectives

1. Review how newly curated AETC care team toolkits were designed 
to assist clinical teams integrate behavioral health and substance 
use disorder (SUD) services into a wide variety of practice settings.

2. Identify opportunities where the National Clinician Consultation 
Center’s Warmline services could help bridge the gap to increase 
access to treatment and improve health outcomes.



What Does the AETC NCRC Do?

1.  AETC Program Resource Repository (aidsetc.org)

▪ Library of clinical resources, curricula, toolkits  

▪ Clinical consultation & support information 

▪ Training calendar 

▪ AETC Program directory 

▪ Social media connections

▪ ShareSpot blogs 

▪ Customer service via info@aidsetc.org

aidsetc.org
mailto:info@aidsetc.org


AETC NCRC Responsibilities

2. Organizes and facilitates national communities of practice (COP)       
inclusive of AETC Programs members, HHS colleagues, and other 
national content experts.
▪ HIV Comorbidity
▪ Practice Transformation 
▪ End the HIV Epidemic 

3. Market and promote the AETC Program.

4. Organize and facilitate the annual Ryan White HIV/AIDS Program Clinical 
Conference.



Why HIV Comorbidity Tools?

• Depression, anxiety, and substance use disorders occur significantly more 
frequently among people with HIV (PWH) than among those without HIV1,2

• PWH with a behavioral health (BH) disorder are significantly more likely to 
drop out of HIV care if compared to PWH without a BH disorder3

• PWH and a BH disorder are significantly more likely to remain in HIV care if 
receiving mental health services3

1Remien RH, Stirratt MJ, Nguyen N, Robbins RN, Pala AN, Mellins CA. Mental health and HIV/AIDS: the need for an 
integrated response. AIDS. 2019 Jul 15;33(9):1411-1420. 
2Cook, J. A., et al. Prevalence, Comorbidity, and Correlates of Psychiatric and Substance Use Disorders and Associations 
with HIV Risk Behaviors in a Multisite Cohort of Women Living with HIV. AIDS and Behavior. 2018; 22(10): 3141-3154.
3Rooks-Peck CR, Adegbite AH, Wichser ME, et al. Mental health and retention in HIV care: A systematic review and meta-
analysis. Health Psychol. 2018 Jun;37(6):574-585. 



High Levels of Behavioral Health Need, Low Levels of 
Behavioral Health Services

• Despite the high need of behavioral health services, the levels of screening, diagnosis, 
linkage to services, and engagement in therapy (psychotherapy and/or medication 
assisted) are lower.

• Stigma (internalized and externalized) plays a major role in the gap of accessing 
behavioral health services

• Clinical care teams can reduce stigma by making behavioral health screening, diagnosis, 
treatment, and follow-up a routine part of the care for all individuals.

• Making the clinic a “welcoming” space for people with behavioral health concerns or 
needs is essential while providing a united clinical team to work collaboratively in 
routine behavioral health screening, diagnosis, treatment, and follow-up.   



https://aidsetc.org/resource/integrating-behavioral-health-primary-hiv-care-covering-bases

Care – Covering the Bases



Overall Operational Considerations



Clinic Entry



Telehealth Visits for Behavioral Health



Behavioral Health Screening



Plan



Behavioral Health Evaluation



Warm Off-Site Referrals



Key Success Ingredients



Optimal Mix of Services: Pyramid Framework



https://aidsetc.org/toolkit/sud

Services in HIV Care Settings



https://aidsetc.org/toolkit/sud

Resources to assist with each component



Part 2

Identify opportunities where 
the National Clinician 
Consultation Center’s 
Warmline services could help 
bridge the gap to increase 
access to treatment and 
improve health outcomes.

Part 2



National Clinician Consultation Center

Established in 1993 as national service of the Health Resources and Services 
Administration’s Ryan White HIV/AIDS Program– Part F AETC Program

Early operationalization and scale-up of distance-based consultation and education 
(“Warmline”) – accessible and acceptable to variety of health care professionals across 
diverse settings and communities: 314,000+ consultations– and counting!

Multi-disciplinary, multi-professional consultants– NCCC’s physicians, clinical 
pharmacists, and nurses hold 500+ years of service and experience providing HIV, HCV, 
and substance use care – committed to health equity through capacity-building 



Substance Use Warmline: (855) 300-3595 

Launched in 2015 to 
complement NCCC’s 
long-running HIV 
Warmline/Perinatal HIV 
Hotline, Hepatitis C 
Warmline, PrEPline, and 
PEPline



How can NCCC consultations “bridge the gap”??



SUD treatment capacity across the U.S.



SUD Care Cascade

Key treatment gaps

- Linkage to care

- MOUD initiation

- Engagement/retention in care

Williams AR. Subst Abus (2022).  



Call to NCCC from 
community hospital

52yo cisM admitted after intentional overdose 
(diverted methadone and oxycodone/APAP); 
also with rhabdomyolysis, hyperglycemia, 
elevated lactate, abnormal liver tests 

Multiple chronic co-morbidities (DM2, CAD/MI, 
CKD) – had been receiving opioids long-term for 
chronic pain; “recreational use” on top of 
prescribed medications

- H/o street hydrocodone, no fentanyl or heroin 



Why is it important to establish OUD 
diagnosis?

Helps establish pathway for linkage to care and 
ongoing treatment: especially important with care 
transitions such as after hospitalization/ER evaluation

SAMHSA (Tip 63): Start by sharing diagnosis with 
patients, hearing their feedback– people with OUD 
have several important decisions to make: (a) 
whether to begin medication to treat OUD, and (b) 
what type of medication 

https://store.samhsa.gov/product/TIP-63-Medications-for-Opioid-Use-Disorder-Full-Document/PEP21-02-01-002
Updated July 2021; image from: Jacobs G. Nurse Ethics (2019).

https://store.samhsa.gov/product/TIP-63-Medications-for-Opioid-Use-Disorder-Full-Document/PEP21-02-01-002


For the case, we advised…

- Additional history would be very helpful 

- How much, and what types of opioids used in past 
(and prior to overdose)?  Sense of tolerance?

- Helped walk provider through DSM-5 criteria; 
followed by sending copy by email

- Patient was interested in buprenorphine: What is 
desired transition and timing – during hospitalization?  
After discharge?  Who will be providing care in 
community?



Linkage to care

If starting buprenorphine for OUD in acute care setting, hospital 
team should ideally coordinate key details for discharge planning
• Continuity buprenorphine prescriber: Who, where, when, how?

• Share anticipatory guidance re: self-assessment and dose adjustment 
over the next 1-2 weeks

• See if patient ready to identify goals: Short-term, mid/long-term?  What 
does patient want and what might they need to support goals?  

• Harm reduction: NALOXONE; safer use strategies; safe opioid disposal



Never Use Alone Hotline



Emerging practice?

Once naloxone has reversed an opioid 
overdose, buprenorphine initiation 
should yield relative increase in mu 
opioid receptor agonism → relief of 
withdrawal symptoms 

Presence of buprenorphine should also  
provide opioid blockade against further 
toxicity related to full agonist exposure



California Opioid Multi-agency Response 
Intervention pilot project

(1) Public access naloxone distribution program 

(2) Electronic trigger and warm hand-off process

(3) Designated hospital as overdose receiving center/preferred transport 
destination – equipped with resources and personnel trained in OUD 
treatment

(4) 9-1-1 responding paramedics trained to initiate MOUD with 
buprenorphine in the field for patients experiencing withdrawal 
symptoms (independently or after reversal with naloxone)

Hern HG.  Prehosp Emerg Care (2022).



SUD Care Cascade –
MOUD Initiation

Key treatment gaps:

- Linkage to care

- MOUD initiation

- Engagement/retention in care



Call to NCCC from jail health provider

36yo cisF h/o cocaine use, started using heroin a few years ago.  Previously 
expressed interest in IM naltrexone but unable to abstain from opioids long enough 
to start.  Open to buprenorphine, however uncertain about ability to maintain SL 
buprenorphine in community.

Tolerated 2mg buprenorphine SL earlier in day –
provider interested in starting LAI buprenorphine..

Also, any concerns if ongoing heroin use? 



Long-acting injectable buprenorphine

FDA approved extended-release formulation November 2017 

For treatment of moderate-severe OUD

Monthly subcutaneous injection: recommended dose is 2 
monthly initiation doses of 300mg, followed by 100mg monthly 
maintenance doses (increasing the maintenance dose to 
300mg monthly may be considered for patients in which 
benefits >> risks)

Patients should be on transmucosal buprenorphine for at 
least one week



Pilot of LAI buprenorphine in NYC corrections 
system

Open-label, randomized comparative effectiveness investigation involving 52 
incarcerated men and women (already receiving SL buprenorphine)

Observed for 8 weeks post-release between June 2019-May 2020

Follow-up treatment provided at hospital-based primary care clinic

Lee JD.  JAMA Network Open (2021).



For this case, we advised…

- Yes, if patient interested in continuing 
buprenorphine, would increase dose to [at least] 8mg 
SL daily before starting LAI buprenorphine

- Want to ensure patient able to tolerate medication

- In situations where a “traditional” induction 
approach might be challenging (i.e., patient unable to 
tolerate uncomfortable withdrawal symptoms) 
providers have considered “micro-dosing” protocols



SUD Care Cascade –
Engagement/retenti
on in care

Key treatment gaps:

- Linkage to care

- MOUD initiation

- Engagement/retention in care



Call to NCCC from community health provider

59yo cisF at caller’s practice for almost 2 years

Initially presented with heroin and fentanyl use x 
several years.  Started buprenorphine and 
subsequently “life better” (gained employment, 
reunited with kids, physical changes)

Other PMH: untreated HCV– hasn’t been                                                                              
able to complete initial labs

Provider reached out to discuss UDS concerns

Timeline UDS findings

9 months ago + bup with 
interference (+ opiates 
on IA screen)

6 months ago POC neg for bup

2 months ago + bup with again + 
opiates on IA screen

Repeat + bup

Low fentanyl detection right at cut-off (with 
other pts, provider typically sees v v high values)

All urine specimens with norbup : bup < 0.02





ASAM COVID-19 Task Force Recommendations

Available at: https://www.asam.org/quality-care/clinical-recommendations/covid/adjusting-drug-testing-protocols

https://www.asam.org/quality-care/clinical-recommendations/covid/adjusting-drug-testing-protocols


For this case, we advised….

- Reflected that high levels of buprenorphine, as well as norbup : bup ratios, 
suggests urine adulteration (Hull 2008, Donroe 2017)

- Helped caller continue brainstorming how to converse openly, non-
judgmentally, and productively with patient – leave the door open for close 
follow-up and continued treatment with monitoring and clear expectations!  

- OK to continue utilizing POC/in-office testing: consider sending confirmatory 
testing with future screens



Learning from 
others?  Shifting 
guidelines?



Recommendations

https://www.federalregister.gov/documents/2022/02/10/2022-02802/proposed-2022-cdc-clinical-practice-guideline-for-
prescribing-opioids
Opioid Workgroup Report and CDC response at: https://www.regulations.gov/document/CDC-2022-0024-0004

https://www.federalregister.gov/documents/2022/02/10/2022-02802/proposed-2022-cdc-clinical-practice-guideline-for-prescribing-opioids
https://www.regulations.gov/document/CDC-2022-0024-0004


Other scenarios NCCC’s Warmline team has 
provided information on

Alcohol – approaches to withdrawal management (outpatient and 
inpatient); medication options for AUD treatment – initiation and 
follow-up

Stimulant use disorder – best practices for medical management

Emerging substances– kratom, phenibut, others

Transitions between various MOUD options: e.g., buprenorphine to 
naltrexone; methadone to buprenorphine



Questions?  Thank you!

To speak with an Addiction Medicine consultant at the NCCC, please call 
855-300-3595 | Mondays-Fridays 9a-8p EST

Providers can also submit questions online via our web portal (will need to 
self-register for user account)

For more information including NCCC’s other tele-consultation services, please visit: 
nccc.ucsf.edu.  Programmatic inquires may be directed to Brenda Goldhammer, 
Program Director: GoldhammerB@ucsf.edu.

nccc.ucsf.edu
mailto:GoldhammerB@ucsf.edu


SUD treatment initiation: buprenorphine in the 
setting of fentanyl use

Providers are using both high- and low-dose buprenorphine inductions – no 
established way to approach scenario at this time due to lack of definitive 
evidence suggesting one way is better than another..

What does the patient want?  
• Do they have time and ability to initiate/increase dose over several days, i.e. a week?

• Do they prefer to complete induction as quickly as possible?

• Support system/clinician availability and capacity?

Precipitated withdrawal could potentially happen with either approach

Clear communication regarding medication selection, monitoring, and care plan


