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In response to the opioid crisis, IDSA and HIVMA established a working group to drive an evidence- and human rights-based re-
sponse to illicit drug use and associated infectious diseases. Infectious diseases and HIV physicians have an opportunity to intervene, 
addressing both conditions. IDSA and HIVMA have developed a policy agenda highlighting evidence-based practices that need 
further dissemination. This paper reviews (1) programs most relevant to infectious diseases in the 2018 SUPPORT Act; (2) oppor-
tunities offered by the “End the HIV Epidemic” initiative; and (3) policy changes necessary to affect the trajectory of the opioid epi-
demic and associated infections. Issues addressed include leveraging harm reduction tools and improving integrated prevention and 
treatment services for the infectious diseases and substance use disorder care continuum. By strengthening collaborations between 
infectious diseases and addiction specialists, including increasing training in substance use disorder treatment among infectious dis-
eases and addiction specialists, we can decrease morbidity and mortality associated with these overlapping epidemics.
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WHY THE OPIOID EPIDEMIC MATTERS TO 
INFECTIOUS DISEASES /HIV CLINICIANS

The epidemiology of the US opioid epidemic continues to evolve 
and presents new challenges. In recent years, the epidemic has 
shifted from prescription opioid pills to injection of illicitly pro-
duced opioids, including heroin and fentanyl, with concomitant 
increasing injection of stimulants including cocaine and metham-
phetamine [1–3]. As a result, the incidence of injection drug use 
(IDU)-related infections such as human immunodeficiency virus 
(HIV), hepatitis C virus (HCV), hepatitis B virus (HBV), and in-
vasive bacterial and fungal infections, including Staphylococcus 
aureus bacteremia, endocarditis, and skin and soft tissue infec-
tions, is rising [2, 4–11]. Injection of fentanyl or heroin alone 
and in combination with stimulants have led to new HIV out-
breaks among people who use drugs throughout the country [4, 

10–12]. In addition to HIV, both acute HCV and HBV infection 
incidence has mirrored the rise in injection opioids [5, 13] and 
hospitalizations for injection opioid-related endocarditis have in-
creased more than 12-fold in recent years [6, 8].

At the State of the Union Address in February 2019, President 
Trump called for a plan to end HIV as an epidemic in the United 
States. This plan seeks to reduce new infections by 75% in the 
next 5 years and by 90% in the next 10 years. Even amid the 
opioid epidemic, such ambitious goals can be achieved if policy 
changes occur and adequate resources are provided. Thus, more 
than ever, addressing the HIV epidemic as well as HCV and 
other IDU-related infections also requires a focus on the opioid 
and co-occurring stimulant epidemics. Doing so will improve 
patients’ outcomes and reduce the public health risk of infec-
tious disease transmission. Nevertheless, a number of barriers 
to care in people who use drugs need to be addressed to end the 
opioid and HIV epidemics in the United States as well as reduce 
the other infectious disease health outcomes. To address these 
barriers we recommend expanding Medicaid, expanding access 
to harm reduction services, improving treatment and surveil-
lance to enhance the continuum of care, and treating opioid and 
other substance use disorders (SUD), including through low-
barrier hospital and community-based treatment, as well as in 
the criminal justice setting.
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The authors of this paper are members of a working 
group created by the Infectious Diseases Society of America 
(IDSA) and the HIV Medicine Association (HIVMA) in 
2017 to enhance their efforts to educate and advocate on 
the urgent need to better prevent and treat serious infec-
tions linked to the opioid and stimulant epidemics and 
underlying SUD. The working group developed a policy 
agenda reflecting issues raised by infectious diseases and 
HIV physicians and health care professionals working at 
the intersection of infectious diseases and opioid use dis-
order (OUD) and other SUD epidemics more broadly. In 
this paper, we outline practice and policy suggestions that 
are likely to positively impact the OUD, stimulant epi-
demics, and infectious diseases epidemics, and that have 
been reviewed and approved by the IDSA and HIVMA 
Board of Directors as a call to action for infectious diseases 
and HIV practitioners.

WHAT DOES TREATMENT FOR OUD ENTAIL AND 
WHY DOES IT MATTER TO INFECTIOUS DISEASES 
CLINICIANS?

Medications for treatment of opioid use disorder (MOUDs, 
which is now the preferred term to medication-assisted 
therapy) are recognized as the most effective treatments 
for OUD [14]. There are 3 Food and Drug Administration-
approved MOUDs—methadone, buprenorphine, and 
extended-release naltrexone (XR-NTX). Methadone is a full 
opioid agonist and buprenorphine is a partial opioid agonist, 
while XR-NTX is an opioid antagonist. All are successful in 
treating OUD and in decreasing mortality. All reduce illicit 
opioid use, opioid craving, overdose, and HIV and HCV 
transmission [14, 15]; and buprenorphine and XR-NTX also 
improve HIV viral suppression in people living with HIV, the 
gold standard of care in treatment of HIV that is associated 
with reduced mortality and reduced transmission [16, 17]. Of 
the 3 MOUDs, access to methadone and buprenorphine are 
limited by regulations. Prescribing requires special training 
outside postgraduate programs and either a waiver from the 
Drug Enforcement Agency in the case of buprenorphine 
or treatment in a federally certified opioid treatment pro-
gram in the case of methadone. Unfortunately, many clin-
ical settings lack physicians trained in OUD treatment. Only 
about 5% of the nation’s physicians have waivers to prescribe 
buprenorphine and most substance use treatment programs 
do not have opioid treatment programs, which makes metha-
done treatment challenging to obtain [18]. Therefore, the pre-
vailing care for these patients typically consists of withdrawal 
management or detoxification and referral to outpatient re-
sources for follow-up treatment. This asks patients with severe 
OUD to tolerate withdrawal symptoms, risking premature exit 
from hospital, and relapse to opioid use after failure to connect 
with OUD treatment referrals. Such inadequate care results 

in prolonged hospitalizations due to concern about relapse 
and nonadherence if patients leave the hospital, readmissions 
after OUD relapse, and, if concomitant infection is present, 
lack of antibiotic adherence and reinfection. Ultimately, this 
cycle leads to poor clinical outcomes, high health care costs, 
and excess deaths. Infectious disease specialists are at the 
frontlines in many hospitals treating infectious diseases in 
people who use drugs and have an opportunity to screen and 
treat co-occurring SUDs.

RECENT FEDERAL POLICY ACTION: THE 2018 
SUPPORT ACT

In 2018, Congress passed legislation offering opportunities to 
heighten the response to the opioid epidemic and its infec-
tious diseases complications. On 24 October 2018, President 
Trump signed into law the Substance Use Disorder Prevention 
that Promotes Opioid Recovery and Treatment (SUPPORT 
Act). This bill includes a range of prevention, care, workforce, 
and public health provisions to strengthen the response to the 
opioid epidemic (Table 1) [19]. The bill was passed with strong 
bipartisan support from congressional members recognizing 
that the status quo was woefully inadequate to respond to the 
opioid epidemic.

IDSA and HIVMA supported the SUPPORT Act, including 
provisions that improved Medicaid and Medicare coverage of 
SUD treatment and services, and that increased the patient cap 
for which physicians could prescribe MOUD. Priority issues for 
IDSA and HIVMA were provisions authorizing funding for the 
Centers for Disease Control and Prevention (CDC) to elimi-
nate opioid related infections through improved surveillance 
and prevention for infections linked to IDU and funding for the 
Health Resources and Services Administration to build work-
force capacity through a new Substance Use Treatment Provider 
Loan Forgiveness Program, offering up to $250 000 in loan re-
payment over 6  years for providers working in substance use 
treatment facilities [20]. Both programs depend on Congress 
to appropriate funding. Five million dollars was appropriated 
for fiscal year 2019 for the CDC Eliminate Opioid Related 
Infections funding provision. The fiscal year 2020 appropri-
ations bills were signed into law on December 20, 2019 and 
included $10 million for the CDC’s Eliminate Opioid Related 
Infections program and $12 million for the new substance use 
disorder loan forgiveness program [21].

Other legislative proposals supported by IDSA and HIVMA 
that have been introduced in the 116th Congress include: the 
Medicaid Re-entry Act that would allow Medicaid coverage 
for inmates during the 30-day period preceding release from a 
public institution [22]; the Comprehensive Addiction Resources 
Emergency Act modeled after the highly successful Ryan White 
HIV/AIDS Program and that would provide funding to states 
to support comprehensive prevention, care, and treatment 
programs [23]; and the Mainstreaming Addiction Treatment 
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Act that would eliminate the requirement for clinicians to ob-
tain a waiver to prescribe buprenorphine [24]. As outlined in 
this paper, urgent policy action is needed to reduce illness and 
death due to our nation’s substance use epidemics.

POLICY RECOMMENDATIONS FOR DRIVING RAPID 
CHANGES TO REDUCE ILLNESS AND DEATH

Expanding Community-Based Harm Reduction Programs and Services

In addition to state and jurisdictional bans or restrictions on 
syringe services programs (SSP), funding remains a significant 
barrier to expanding access to SSP services [25]. Increased state 
and federal funding are needed to expand SSP and other harm 
reduction services, including access to MOUD and infectious 
diseases treatment services in order to decrease HCV, HIV, 
IDU-related infections, and vaccine-preventable diseases, and 
improve OUD-related outcomes [26, 27]. Studies have demon-
strated that incorporation of SSPs combined with MOUD is as-
sociated with a decrease in HCV and HIV acquisition risk by 
76% and 34%, respectively [28]. SSPs also can facilitate vaccine 
uptake for hepatitis A virus (HAV), HBV, influenza, and invasive 
pneumococcal disease, which disproportionately impact people 
who inject drugs or experience unstable housing or homeless-
ness [29, 30]. SSPs can offer a safe space without stigma for in-
dividuals with SUDs to also receive counseling regarding safe 
sexual practice, safe injection practice, and provision of HIV 
preexposure prophylaxis (PrEP) and contraception. SSPs that 
also provide treatment for OUD can facilitate linkage to care for 
effective evidence-based treatments [31]. Furthermore, persons 
with SUDs may be reluctant to seek nonemergent care for skin 
and soft tissue infections and postpone medical evaluation until 

the need is more urgent. Providing care for skin and soft tissue 
infections in a supported setting may reduce progression to se-
rious infections and reduce complications like wound botulism 
or partial drainage of abscesses.

Given the increased incidence of IDU-associated infections 
and overdose deaths [1, 2], there is a need to provide ongoing 
support for and increased access to SSPs. The HIV outbreak in 
Scott County, Indiana, in addition to other emerging HBV and 
HCV epidemics, has highlighted the need to expand SSPs, par-
ticularly in nonurban areas [32]. Although federal funds to sup-
port SSPs was an important step, additional federal funding and 
flexibility are needed to fully cover services and costs associated 
with these programs, including purchasing of sterile syringes 
and to support delivery of MOUD at SSPs [33]. In jurisdictions 
where SSPs are prohibited or sparse, cities and states should be 
incentivized to modify their laws and to encourage uptake by 
local jurisdictions. In some states, there is a limit on the number 
or location of such programs, or SSPs may only be allowed 
during certain circumstances (ie, public health emergencies) 
[34]. Such limitations should be eliminated given the docu-
mented need for these programs and their potential to reduce 
infectious diseases [34, 35]. Additionally, drug paraphernalia 
laws, which prohibit possession of syringes, pose barriers to SSP 
expansion and effectiveness [36]. State and local governments 
should be encouraged to employ innovative programming, 
including mobile delivery and contracting with community-
based organizations. Additionally, states should be incentivized 
to eliminate 1-for-1 syringe exchange (ie, exchanging 1 used sy-
ringe for 1 sterile syringe) because they create barriers to indi-
viduals who inject drugs having an adequate supply of sterile 

Table 1.  Summary of Federal Policy Recommendations

1.  Increase federal funding for SSPs and allow funds to be used to purchase sterile syringes in addition to other services.

2. � Incentivize states to give more authority to local governments to establish SSPs and to eliminate barriers to sterile syringes, such as one-for-one needle 
exchange requirements.

3. � Allow jurisdictions that have approved overdose prevention sites or supervised injection facilities to implement and evaluate the intervention in the United 
States.

4.  Urge all states to expand Medicaid.

5.  Fund demonstration projects and pilot studies to identify effective care models for comanagement of infectious diseases and SUD.

6. � Increase funding for national and regional warmlines and peer-to-peer mentoring, programs for prescribers of MOUDs, and for cotreatment of related  
infections.

7. � Eliminate the buprenorphine waiver, remove patient caps, and offer grant funding for case management and other support services to clinics and practices 
that prescribe MOUDs.

8.  Increase funding and reimbursement for telehealth and other low-barrier access care delivery models.

9.  Support implementation of universal HCV testing.

10.  Develop a national surveillance system to report and track IDU-related infections to predict and respond to emerging epidemics.

11.   Integrate MOUD and counseling services during incarceration.

12.  Integrate screening for OUD and treatment with MOUD into jails and prisons.

13.  Expand access to harm reduction during and after incarceration.

14. � Allow states to initiate Medicaid coverage 30 days prior to release from criminal justice settings to facilitate care initiation and coordination during the  
transition to the community.

15. � Fund research to evaluate non-HIV/ HCV related infections secondary to OUD/ SUD such as skin and soft tissue infections and risk of endocarditis with a 
specific focus on criminal justice involved populations.

Abbreviations: HCV, hepatitis C virus; HIV, human immunodeficiency virus; IDU, injection drug use; MOUD, medication for treatment of opioid use disorder; OUD, opioid use disorder; SSPs, 
syringe services program; SUD, substance use disorder.
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syringes. Secondary exchange, or the distribution of sterile syr-
inges from 1 person to a social network, is often necessary due 
to distance and transportation barriers.

In addition to SSPs, other harm reduction services are 
needed to address the expanding epidemics. Overdose preven-
tion sites (also known as supervised injection facilities or safe 
injection sites) are facilities in which persons can inject drugs in 
a safe, clean environment under medical supervision. Overdose 
prevention sites enable rapid, life-saving intervention in the 
case of drug overdose and can also provide injection equip-
ment and referrals to care for SUD and other health care serv-
ices. Overdose prevention sites have existed for many years in 
Europe, Australia, and Canada. Studies of overdose prevention 
sites in Vancouver and Sydney have found an increase in with-
drawal management or detoxification service referrals and a de-
crease in drug overdose rates, syringe sharing, public injections, 
and publicly discarded syringes [37–39]. Several US municipal-
ities have advocated for overdose prevention sites, but political 
opposition has so far impeded implementation. A recent mod-
eling study in Seattle estimated that an overdose prevention site 
would yield cost savings through prevention of overdose deaths, 
enrollment in MOUDs, prevention of emergency medical serv-
ices deployments, and emergency department visits and hos-
pitalizations [40]. Although concerns have been raised about 
violation of federal and state drug laws, overdose prevention 
sites have been legally established successfully in areas outside 
of the United States. Review of the processes and experience 
could facilitate implementation in US jurisdictions that have 
approved overdose prevention sites. Jurisdictions that have ap-
proved overdose prevention sites should be allowed to imple-
ment and evaluate the intervention in the United States.

Improving the Care Continuum for Individuals With Infectious Diseases 

and Substance Use Disorders

Significant work needs to be done to improve the care con-
tinuum for people with infectious diseases and co-occurring 
SUD. The first step needs to be ensuring that everyone has 
access to health care. Federal support for the Medicaid expan-
sion must continue and the 14 states that have not expanded 
Medicaid should be incentivized to do so [19]. Recent studies 

have shown that expansion of health care services, mostly via 
Medicaid expansion, increased utilization of MOUD [3, 41, 42]. 
Expanding access to health coverage is necessary to prevent and 
treat the infection, underlying SUD, and improve overall mor-
tality and quality of life as evidenced by studies finding an asso-
ciation between enrollment in an Affordable Care Act Qualified 
Health Plan and improved outcomes for people with HIV [43].

As a next step, treatment programs that integrate substance 
use care and treatment for infectious complications in order 
to improve outcomes are needed. Treatment of both the SUD 
and associated infections (eg, HIV, HCV) can be cost-effective 
and is associated with improved infection and SUD outcomes 
[44]. Previous studies have shown that patients with either 
HIV or HCV who receive MOUDs have improved viral sup-
pression (HIV) [16, 17], achieve sustained virologic response/
cure (HCV) [45, 46], and have increased retention in care [47]. 
However, significant gaps remain in understanding the role sub-
stance use treatment plays in caring for people with other IDU-
related infections, such as endocarditis, deep tissue abscesses, 
skin and soft tissue infections, and bone and joint infections. 
One innovative care model combined outpatient parenteral 
therapy with buprenorphine treatment and showed similar 
clinical and drug use outcomes to completing inpatient therapy 
and resulted in reduced hospital length of stay by 24 days [48]. 
Studies are needed to evaluate novel approaches to antimicro-
bial treatment for IDU-associated infections such as the role of 
long-acting glycopeptides. Increased funding is necessary for 
other demonstration projects and pilot studies to identify effec-
tive care models for comanagement of infectious diseases and 
OUD as well as other SUDs.

Additionally, we need to expand the network of providers 
prescribing MOUD. Most infectious diseases and HIV phys-
icians receive little to no formal training in the management of 
OUD and other SUDs. Training to identify and treat OUD and 
other SUDs should be increased in medical schools, nursing 
schools, physician assistant schools, residency programs, and 
within hospitals. While all infectious diseases and HIV phys-
icians should become familiar with harm reduction princi-
ples and be able to counsel patients regarding safe injection 
practices, we need broader national support for physicians 

Table 2.  Clinical Tools and Resources for Infectious Disease and HIV Clinicians

Buprenorphine practitioner locator https://www.samhsa.gov/medication-assisted-treatment/practitioner-program-
data/treatment-practitioner-locator

Buprenorphine waiver and training resources https://www.samhsa.gov/medication-assisted-treatment/training-materials-
resources/apply-for-practitioner-waiver

Behavioral health treatment services locator https://findtreatment.samhsa.gov/

Clinical consultation center—substance use management warmline Monday to Friday, 9 am to 8 pm ET (855) 300–3595  
http://nccc.ucsf.edu/clinician-consultation/substance-use-management/

Providers clinical support system https://pcssnow.org

State-targeted response technical assistance consortium https://opioidresponsenetwork.org/

Support for hospital opioid use disorder treatment https://www.projectshout.org

https://www.samhsa.gov/medication-assisted-treatment/practitioner-program-data/treatment-practitioner-locator﻿
https://www.samhsa.gov/medication-assisted-treatment/practitioner-program-data/treatment-practitioner-locator﻿
https://www.samhsa.gov/medication-assisted-treatment/training-materials-resources/apply-for-practitioner-waiver﻿
https://www.samhsa.gov/medication-assisted-treatment/training-materials-resources/apply-for-practitioner-waiver﻿
https://findtreatment.samhsa.gov/﻿
https://pcssnow.org﻿
https://opioidresponsenetwork.org/﻿
https://www.projectshout.org﻿
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to comanage OUD, SUDs, and co-occurring infectious dis-
eases. Lack of confidence has been identified as a major barrier 
preventing some physicians from integrating buprenorphine 
into their practice for the treatment of OUD [49]. Warmlines, 
such as the one run by the Clinical Consultation Center at the 
University of California San Francisco, and videoconferencing-
based learning communities such as Project ECHO, are excel-
lent resources to provide support on a number of clinical aspects 
of disease management (Table 2) [44]. Increasing funding for 
national and regional warmlines, telehealth-based learning 
communities, peer-to-peer mentoring programs, and other 
technical assistance programs such as the Opioid Response 
Network will help decrease barriers to providing substance use 
treatment. The Opioid Response Network is a network of expe-
rienced clinicians that is funded by the Substance Abuse Mental 
Health and Services Administration to provide technical assis-
tance to improve access to substance use treatment. 

In addition, a reorganization of the buprenorphine pre-
scribing system is needed. In order to increase the number of 
providers who prescribe MOUD and improve patient access, 
we recommend eliminating the buprenorphine waiver require-
ment, removing the patient caps, and dedicating grant funding 
for case management and other support services to clinics 
that prescribe MOUDs. Increased funding and reimburse-
ment are also needed for low-barrier care delivery models such 
as telehealth. These innovative programs, which have already 
begun to be tested in infectious diseases/OUD comanagement 
[50], have the potential to increase medication uptake and im-
prove outcomes by increasing access to treatment where people 
reside. In addition, multidisciplinary team meetings, including 
surgeons, SUD specialists, inpatient internal medicine clin-
icians, nurses, social work, and case management, are being pi-
loted in several hospitals across the country in order to make 
informed and collaborative decisions on complex patients, such 
as those with recurrent endocarditis following valve repair. 
Evaluation of the impact of these types of collaborative efforts, 
both on patient outcomes and workplace satisfaction, can help 
inform best practice for all hospitals.

We also need to address the requirements of particularly high-
risk patients, including pregnant women and infants born to 
mothers with OUD, and persons experiencing homelessness who 
may be unable to access traditional care. OUD among pregnant 
women has increased significantly and there is an urgent need 
to build capacity to manage OUD among pregnant women [51]. 
Infants born to mothers with OUD during pregnancy are at in-
creased risk for HIV, HBV, and HCV. Screening for HIV, HBV, 
and HCV is recommended for all pregnant women [52] and has 
been successfully integrated into most prenatal screening para-
digms, allowing for perinatal management that decreases the risk 
of infant infection. In September 2006, the CDC recommended 
screening all sexually active persons 13–65 years old for HIV at 
least once, but this has not occurred and needs emphasis in order 

to end the epidemic. In August 2019, the US Preventive Services 
Task Force issued a draft recommendation for universal HCV 
screening [53]. Given that overall incidence of HCV is increasing 
alongside the opioid epidemic [54], strategies including provider 
education and increased resources are needed to ensure uni-
versal HCV testing is performed, particularly among women of 
child-bearing age and in prenatal care to prevent infant infection 
[55–57].

Persons experiencing homelessness and unstable housing are 
similarly at increased risk for infections associated with SUD. 
This is, in part, due to the high prevalence of concomitant un-
treated mental illness and SUD among these individuals and 
sanitation issues [58, 59]. It is also due to our inability to imple-
ment effective management strategies for SUD and infections in 
this vulnerable population. In addition to ensuring persons who 
experience homelessness receive treatment of their infectious 
diseases and SUD through low-barrier and street-based med-
icine programs, expanding access to stable housing would also 
improve short- and long-term outcomes and should be part of a 
comprehensive strategy [60, 61].

Finally, to monitor progress of these interventions, we need 
a standardized mechanism for reporting IDU-related infec-
tions. Other than for HIV and, in some states, for HCV infec-
tion, there is no national database of IDU-related infections 
for surveillance, prevention activities, and program evalua-
tion. This makes it difficult—if not impossible—to identify, 
predict, and prevent new infectious disease epidemics re-
lated to substance use in the United States. In addition, the 
majority of federal funding has been directed towards opioid 
overdose treatment and HIV resultant from IDU, but not to-
ward the bacterial and fungal infection complications, partly 
due to lack of integrated surveillance systems for serious IDU-
related infections, such as endocarditis. Developing national 
surveillance systems to track and predict new epidemics be-
fore they happen and increasing National Institutes of Health 
funding for research into other infectious diseases related to 
the worsening SUD epidemics in this country are urgently 
needed.

Addressing Substance Use Disorders in Criminal Justice-Involved 

Individuals

Over half of the criminal justice-involved population  (CJIP) 
have OUD or SUD, with a 10-fold higher prevalence than found 
in the general adult population [62]. As such, employing and 
enforcing evidence-based treatment guidelines that address the 
overlap of SUD and infectious diseases in the criminal justice 
system has the potential to improve morbidity and mortality 
substantially. Key components include evaluating new entrants 
for SUD and IDU-related infections, integrating MOUD and 
counseling services during incarceration, providing both ap-
propriate medical care during incarceration and harm reduc-
tion during and after incarceration, care coordination, seamless 
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referral to outpatient care for SUD and chronic infections, and 
uninterrupted insurance coverage for CJIP.

Intertwined with national increases in SUD and incarcer-
ation rates, there have been substantial increases in HIV and 
HCV in CJIP, as well as outbreaks of HAV and HBV [63, 64]. 
Inequities that exist in health care access in the community are 
amplified by criminal justice involvement, leading to premature 
deaths [65]. Mortality rates are high following release, prima-
rily driven by untreated OUD leading to fatal overdose, pro-
gression of HIV, and HBV/HCV-induced liver disease [66–68]. 
Additionally, overall infectious disease testing rates and rates of 
vaccination against HAV and HBV are low [69, 70]. Integration 
of infectious disease management with treatment for OUD in 
CJIP is an endorsed strategy for reducing these health inequi-
ties that will likely lead to improved infectious disease outcomes 
and facilitates linkage to care postrelease [16, 17, 71]. Despite 
the evidence, however, few incarcerated settings offer MOUD. 
SUD screening in jails and prisons with linkage to substance 
use treatment also decreases postrelease mortality [72, 73] and 
increases postrelease HIV viral suppression [16, 17]. Clearly, 
prevention and treatment for OUD and associated infections 
in this population can improve both individual outcomes and 
public health, especially when initiated during incarceration. 
Time spent in prison or jail provides a reachable moment—an 
opportunity to engage a vulnerable population. Screening for 
OUD and treatment with MOUD need to be integrated into 
jails and prisons to improve substance use and infectious dis-
eases outcomes.

In addition to testing and treatment, access to harm reduc-
tion tools to prevent infection needs to be prioritized in the 
CJIP. Harm reduction tools like condoms and clean needles are 
not routinely available in prisons or jails despite several research 
studies demonstrating the need for such tools, and the conse-
quences of not providing them [74, 75]. Increasing awareness 
and availability of PrEP in jails and prisons—continued from 
the community, initiating while detained, or initiated before re-
lease—need to be urgently deployed, especially in communities 
deemed to be at high risk of HIV outbreak [76]. As evidenced 
by previous successful implementation of intensified harm re-
duction, expansion can be implemented in jails, effectively con-
taining outbreaks [77].

Substance use treatment coupled with uninterrupted health 
insurance is needed to improve outcomes among persons who 
are released from jail and prison. As a case study, expansion of 
HCV treatment during incarceration is feasible, cost-effective, 
and the best option to move closer to national HCV elimina-
tion [78, 79]. HCV diagnosis in jails with linkage postrelease is a 
feasible alternative if HCV treatment costs are deemed prohib-
itive [80]. A major barrier in HCV linkage to care postrelease 
is that 90% of states have policies that withdraw enrollment in 
insurance programs when people are incarcerated, outsourcing 
health care to medical corporations hired by criminal justice 

administrators [81]. Prior to release, there are often attempts 
to reestablish health insurance, but this is complex because of 
uncertainty around the date of release and place the person 
will live. The process of re-entry is a vulnerable time for people 
who are incarcerated, with high mortality related to drug use 
but also associated with suboptimal postrelease management of 
chronic conditions like liver disease [82]. Increased flexibility 
of Medicaid, allowing initiation of insurance before release and 
sustained coverage prior to conviction, would improve health 
care transitions into and out of correction settings.

Finally, additional research funding is needed to develop and 
evaluate strategies to manage non-HIV/HCV–related infections 
secondary to IDU, such as skin and soft tissue infections or in-
fective endocarditis. Despite increasing frequency of endocar-
ditis in people with OUD/SUD [7], and high rates of history of 
incarceration in people with skin and soft-tissue infections [7], 
there are limited data on the epidemiology of disseminated bac-
terial and fungal infections in CJIP.

CONCLUSION

Since the time this manuscript was accepted in December of 
2019 the COVID-19 pandemic has changed the world and has 
made the implementation of many of these recommendations 
even more urgent.

We are at a pivotal moment in the opioid epidemic in the 
United States. As we desperately attempt to decrease the stag-
gering number of overdose deaths, we must also grapple more 
broadly with IDU in general, which is causing increases in HIV, 
HCV, and other IDU-related infections. As a result, we as in-
fectious disease specialists need a paradigm shift in our clinical 
approach, and we need broad and aggressive policy changes to 
support that shift. Throughout history, infectious diseases clin-
icians have risen to the challenge. In 1998, Dr Jonathan Mann 
said in an address, “When the history of AIDS and the global 
response is written, our most precious contribution may well 
be that, at a time of plague, we did not flee, we did not hide, we 
did not separate ourselves.” This time is no different—it is our 
epidemic too.
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