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During the coronavirus disease 2019 (COVID-19) pandemic, we also experienced a worsening opioid overdose epidemic. Untreated 
opioid use disorder (OUD) in persons with human immunodeficiency virus (HIV) is associated with worse HIV-related outcomes. 
Buprenorphine is a safe, evidence-based medication for OUD and is effective in reducing opioid craving and overdose and improving 
outcomes along the HIV care continuum. Despite the longstanding evidence supporting the benefits of buprenorphine, there 
remains an implementation gap in the uptake of buprenorphine prescribing in HIV care settings. To improve integration of 
OUD care and HIV primary care, we recommend (1) all HIV clinicians obtain a buprenorphine waiver, (2) teaching on OUD 
should be integrated into infectious diseases and HIV continuing medical education, and (3) previously validated models of 
integrated care should be leveraged to urgently expand access to buprenorphine for persons with HIV and OUD.
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Although the infectious diseases (ID) 
community has focused on the coronavi-
rus disease 2019 (COVID-19) pandemic 
for over 2 years, we have also found 
ourselves in the midst of an epidemic 
of opioid overdoses [1]. As human im-
munodeficiency virus (HIV) clinicians, 
we care for many patients with opioid 
use disorder (OUD), and persons with 
HIV (PWH) and untreated OUD experi-
ence worse HIV-related outcomes, in-
cluding reduced access and adherence 
to antiretrovirals (ARVs), decreased re-
tention in care, and increased morbidity 

and mortality [2, 3]. Buprenorphine is 
an evidence-based, first-line medication 
for OUD (MOUD); it is effective in re-
ducing opioid craving, illicit opioid use, 
and overdose deaths [4], and for PWH, 
it improves engagement and retention 
in HIV care, ARV adherence, and HIV 
viral suppression [5, 6]. Thus, there is 
an urgent need to expand access to 
MOUD to our patients.

For decades we have known the evi-
dence suggesting the benefits of MOUD 
[4, 7, 8], yet there remains an implementa-
tion gap in the uptake of buprenorphine 
prescribing in HIV care settings. 
Buprenorphine can be prescribed by any 
physicians and advanced practice provid-
ers who obtain a special waiver from the 
Drug Enforcement Agency, commonly 
known as an “X-waiver.” Despite the avail-
ability of this life-saving, evidence-based 
treatment for OUD, fewer than 15% of in-
dividuals with OUD in the United States 
receive MOUD [9], and only 3% of prima-
ry care physicians in the United States have 
buprenorphine waivers [10].

A critical way to reduce barriers to 
MOUD for PWH is by increasing the 

number of HIV providers in the United 
States with buprenorphine waivers. In 
this study, we call for every HIV provider 
to obtain a buprenorphine waiver, and 
we discuss additional strategies to inte-
grate buprenorphine prescribing into 
HIV primary care.

INTEGRATE BUPRENORPHINE 
PRESCRIBING INTO HUMAN 
IMMUNODEFICIENCY VIRUS CARE 
SETTINGS: A CALL TO ACTION

Primary care settings are effective in 
treating OUD and are an opportunity 
to extend the reach of MOUD [11]. 
Human immunodeficiency virus clini-
cians are not only HIV specialists; we 
are also primary care practitioners 
(PCPs), and, as such, we are well posi-
tioned to treat OUD. Studies demon-
strate improved outcomes with 
integrated HIV and OUD treatment 
compared with referrals for treatment, 
which perpetuate fragmented, siloed 
care for a population already facing bar-
riers to accessing healthcare [12]. In one 
systematic review, prioritizing offering 
buprenorphine/naloxone in HIV clinics 
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was associated with improved HIV out-
comes, whereas offering referral for med-
ications did not [13].

Like the HIV care continuum, we need 
to optimize the cascade of care for PWH 
and OUD by streamlining access to 
MOUD. With years of research to sup-
port MOUD as the gold standard for 
treating OUD, it is our time as HIV pro-
viders to meet the goals of implementing 
buprenorphine prescribing in HIV pri-
mary care settings. Our call is for HIV 
providers to adopt feasible, evidence- 
based strategies to integrate buprenor-
phine prescribing into HIV care, starting 
with obtaining a buprenorphine waiver. 
In a recently published call for action, au-
thors described opportunities to integrate 
OUD care into hospital settings [14]; we 
have adapted these suggestions to OUD 
care in HIV care settings (Table 1).

Encourage All Human Immunodeficiency Virus 
Providers to Obtain a Buprenorphine Waiver

Qualified practitioners can apply for a 
buprenorphine waiver by visiting the 
Substance Abuse and Mental Health 
Services Administration (SAMHSA) web-
site and completing an application online 
(Table 2). Historically, clinicians were 
required to complete an educational train-
ing; however, in April 2021, the US 

Department of Health and Human 
Services enabled clinicians to prescribe bu-
prenorphine for OUD for up to 30 patients 
without this requirement. Human immu-
nodeficiency virus care settings should 
normalize obtaining an X-waiver as stan-
dard of care; this can be accomplished 
through an opt-out system, requiring waiv-
ers as part of onboarding or recredentialing 
processes, or by having dedicated staff to 
submit applications on clinicians’ behalf.

Increase Education on Opioid Use Disorder to 
Human Immunodeficiency Virus Providers

We recommend integrating OUD treat-
ment into ID/HIV training and continuing 
medical education (CME). One barrier to 
prescribing buprenorphine is lack of 
knowledge and confidence [24]. Studies 
have shown that dedicated training ses-
sions improve clinician confidence in pre-
scribing MOUD [25], and increasing 
training to identify and treat OUD is 
aligned with suggested actions from a 
National Academies of Sciences, 
Engineering, and Medicine workshop 
[26]. Education should be focused on iden-
tifying OUD through screening as part of 
routine clinical care, prescribing MOUD, 
and discussing harm reduction strategies 
with patients. For trainees, education 
should be integrated into training curricula 

through didactics, conferences, or elective 
rotations. For practicing HIV clinicians, 
education can be integrated into CME by 
collaborating with local behavioral health 
and addiction specialists.

Leverage Previously Validated Models of Care to 
Integrate Human Immunodeficiency Virus and 
Opioid Use Disorder Services

One barrier to integration of buprenor-
phine into HIV primary care is the lack 
of behavioral health resources within 

Table 1. Action Opportunities to Improve the Integration of Buprenorphine Prescribing Into HIV Care Settings at the Individual Clinician, Clinic/ 
Programmatic, and National Guidelines or Policy Levels

Action Opportunities

INDIVIDUAL HIV CLINICIANS 1. Obtain a buprenorphine waiver [15]
2. Screen for OUD as routine clinical care
3. Prescribe naloxone to persons at risk for accidental overdose
4. Use nonstigmatizing language when discussing OUD
5. Initiate medications for OUD (in-office or at-home inductions) [16, 17]
6. Discuss and offer harm reduction resources

HIV Clinics and Programs 1. Provide incentives for obtaining buprenorphine waivers and help facilitate obtaining waivers
2. Implement clinic workflows to routinely screen for substance use disorders
3. Integrate education on OUD into HIV training and continuing medical education
4. Develop collaborations with behavioral health or addiction medicine specialists to offer onsite or offsite support to HIV 

clinicians managing OUD
5. Partner with addiction medicine and harm reduction organizations within the community
6. Offer HIV testing and treatment options at substance use or addiction medicine clinics [18]
7. Implement previously validated models of care integrating buprenorphine prescribing into HIV care [19–22]

HIV National Guidelines and 
Policies

1. Lobby to reduce barriers to prescribing buprenorphine by eliminating the requirement to obtain buprenorphine waivers
2. Publish and promote guidelines for managing OUD in HIV care settings
3. Include addiction medicine competencies in board certification and maintenance of certification for HIV clinicians
4. Support addiction medicine training and invite addiction medicine speakers at regional and national HIV and ID conferences
5. Ensure buprenorphine is included on all state ADAP formularies (as currently only 24 states include buprenorphine/naloxone 

on their ADAP formularies) [23]

Abbreviations: ADAP, AIDS Drug Assistance Programs; HIV, human immunodeficiency virus; ID, infectious diseases; OUD, opioid use disorder.

Table 2. Instructions to Apply for a 
Buprenorphine Waiver in 5 Minutes

1. Submit application to SAMHSA: https:// 
buprenorphine.samhsa.gov/forms/select- 
practitioner-type.php

2. Select practitioner type: MD, APRNa, or PA.

3. Enter state medical license and DEA registration 
number.

4. Select options to apply for the 30-patient level 
with exemption (no training required).b

5. Enter personal information. For certification of 
qualifying criteria, select “SAMHSA/HHS 
Buprenorphine practice guideline exemption.”

Abbreviations: APRN, advanced practice registered nurse; 
DEA, Drug Enforcement Administration; MD, Doctor of 
Medicine; PA, physician assistant; SAMHSA, Substance 
Abuse and Mental Health Services.  
aFor APRNs who are required by State law to be supervised 
to prescribe Schedule III, IV, or V medications, a supervising 
physician’s name and DEA number must be provided.  
bFor most HIV providers applying for the first time, the 
30-patient level waiver is the appropriate waiver selection. 
Practitioners who are board certified in addiction medicine 
or addiction psychiatry may apply for a waiver at the 
100-patient level.
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the clinic building. Although studies 
have shown benefit to MOUD with and 
without adjunctive counseling [27], com-
prehensive substance use care can be of-
fered through validated models of care. 
This is particularly important for rural 
communities, where there is a growing 
population of people who inject drugs but 
a scarcity of buprenorphine prescribers.

The ECHO model of care extends 
access to specialty care to underserved 
populations or rural areas using video- 
conferencing technology to mentor local 
PCPs to treat complex diseases. This 
model of care successfully delivered care 
to treat hepatitis C infections in under-
served communities [28]. Similarly, this 
model of telementoring could extend 
our ability to deliver OUD treatment in 
HIV care settings, even in the absence of 
onsite behavioral health specialists.

Another barrier to the uptake of bupre-
norphine prescribing may be that physi-
cians perceive the workload for managing 
OUD as too high for a single provider. 
Collaborative care models, such as The 
Massachusetts Model, include nurse pro-
gram directors, nurse care managers, pro-
gram coordinators, and physicians who 
share clinical responsibilities, rather than 
relying on physicians alone. By delivering 
MOUD as a collaborative team, the 
Massachusetts Model demonstrated ef-
fective use of physician time, comparable 
outcomes to physician-centered ap-
proaches, and increased access to OUD 
treatment [29]. Other models of care to 
integrate HIV and OUD services (includ-
ing the integration of HIV testing and 
treatment into addiction medicine set-
tings) have been described in detail previ-
ously [13, 19, 20, 30–32].

CONCLUSIONS

Like HIV, OUD should be diagnosed and 
treated at time of presentation. We have 
learned through caring for PWH that 
there is “no wrong door” to entry to 
care. Rapid initiation of ARVs leads to 
improved linkage of care along the HIV 
care continuum and decreases time to 

viral suppression [33]. Similarly, when 
PWH present for primary care with 
OUD, HIV providers should be capable 
and willing to treat them with MOUD. 
As HIV providers, we are often the only 
PCPs our patients see, and to provide op-
timal HIV primary care, we must be em-
powered to treat comorbid conditions 
and adapt to tackle important health cri-
ses of our time, whether that be the 
COVID-19 pandemic or opioid crisis. 
By offering counseling alone or relying 
on referrals for MOUD, we are missing 
critical opportunities to intervene on 
OUD and improve both HIV and OUD 
outcomes. One of the first steps you can 
take toward improving care for your pa-
tients with HIV and OUD is to obtain a 
buprenorphine waiver today to treat 
OUD.
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